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Population Health Strategic Plan

Executive Summary

In 2016, The University of Texas System approached eight of their healthcare-related institutions
to participate in developing a system-wide Population Health Strategic Plan. Dr. Ernest Hawk,
vice president, Cancer Prevention and Population Science, and Dr. Lewis Foxhall, vice president,
Health Policy, lead this initiative at MD Anderson. An institutional-wide Steering Committee
regularly convenes to provide guidance and consultation for the strategic plan’s vision and
deliverables. A community needs assessment was also completed with the assistance of
community stakeholders such as members of the Cancer Alliance of Texas (CAT) and the
Cancer Control subcommittee of the institution’s Board of Visitors.

The mission of MD Anderson Cancer Center is to eliminate cancer in Texas, the nation and the
world through exceptional programs that integrate patient care, research and prevention. This
mission also includes education for undergraduate and graduate students, trainees, professionals,
employees and the public. Given our mission and commitment to Texas as the catchment area
for our population health strategic plan, we selected the Texas Cancer Plan (2012) as the model
for the plan’s goals and objectives developed within the PES framework. In the PES framework,
P stands for policy, E stands for Education and S stands for the services to be developed,
implemented and evaluated in our catchment area which is described in Section 1. The vision of
the plan is guided by promoting health as it relates to cancer prevention, treatment and control
among our employees, patients, students and the community at large.

The strategic planning process identified four key priority areas for the institution’s Population
Health Strategic Plan. These priority areas are:

e Reducing health disparities

e Increasing cancer-related vaccination rates

e Eliminating tobacco use

e Promoting healthy eating and physical activity

These priority areas are linked to measurable objectives and indicators. The plan will be
monitored and planning and implementation changes will be influenced by data analysis for
achievement of proposed outcomes.

Section 2 focuses on data related to health outcomes with additional data provided in the
Appendices. Sections 3-5 of the plan detail the identified community needs and priorities,
available resources and health priorities. Sections 6-7 detail the current capacity and gaps in
technology and infrastructure and the population health workforce at the institution. Section 8
documents additional community health needs related to the unique geography of Texas and
Hispanic health. The details of our comprehensive goals plan and key priorities areas are covered
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in Section 9. The potential impact of not implementing the plan upon the population health
landscape is summarized in Section 10.

In collaboration with other UT system institutions, government agencies, educational and
healthcare institutions, community-based organizations and collaborations with the public, we
plan to build upon the goals and priorities identified in the plan in furtherance of the goal of
Making Cancer History®.

Best regards,

TRt S,

Ronald A. DePinho, M.D.
President
The University of Texas MD Anderson Cancer Center
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SECTION 1 - Catchment Area
The University of Texas MD Anderson Cancer Center (MDACC) is a global leader in cancer

patient care, research, prevention, and education. MDACC is a freestanding, NCI-designated
comprehensive cancer center within The University of Texas (UT) System. As one of the health
institutions within The University of Texas, MD Anderson Cancer Center has selected a
catchment area of the entire state of Texas, as this is consistent with our role as a Cancer Center
Support Grant (CCSG) entity.

Texas is currently the 2" most populous state in the country, with approximately 27,469,114
residents, 50.4% of which are female. * There are 254 counties in Texas and population
distribution varies across the state. Further distinction exists between rural and metropolitan
areas and border and non-border counties. Texas is a diverse state, with a racial/ethnic
demographic breakdown of 43.0% non-Hispanic White, 38.8% Latino, 12.5% African American,
and 4.7% Asian.! Texas is more diverse compared to other states, allowing it to serve as a
national example in terms of population growth, acculturation, health disparities and cancer care.
Texas is currently only one of four states nationwide that is a “majority-minority,” where the
non-Hispanic white population is below 50%. The United States is not projected to reach this
status until 2044.2 Population density throughout Texas varies depending on geographic region.
The diversity and prevalence of frontier, urban, and rural counties contribute to disparate health

outcomes and disparities, which will be further explained in sections 2 and 8.

Population growth within Texas has consistently outpaced other states in recent years. The state
has led the nation in annual population growth since 2006.% Houston and Austin, TX, as well as
Orlando, FL, were the only three metropolitan areas nationwide to be in the top 20 among both
in population growth and speed of growth between 2014 and 2015.# Harris County, which is
where MD Anderson is located, actually led the US in countywide population growth by adding
approximately 90,000 people from 2014-2015.4

In addition to this, five of the nation’s 11 fastest growing cities and towns, with at least 50,000
residents, were in Texas.® This increasing trend and influx of new residents puts Texas in a very

unique position regarding age distribution. Among all states, Texas has the third largest elderly
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population (which is expected to double by the year 2030) but still remains relatively younger

than most states in the country with respect to its median age of 34.2 years old.>

MD Anderson is a performing provider within the Delivery System Reform Incentive Payment
(DSRIP) Program created by the Medicaid 1115 Waiver. This is intended to reward hospitals
that invest in improving access, quality and patient health for the Medicaid, Medicaid-eligible
and uninsured population [1]. The DSRIP program has given the institution the opportunity to
implement cancer prevention programs to address health care disparities faced by low-income,
uninsured populations within a nine-county region in Texas**. The financial assistance program
offered by MD Anderson is also available to state residents if they meet the eligibility
requirements pertaining to residency status and financial parameters. In Fiscal Year 2015
(FY15), almost half of patients (46%) reside in the primary 10-county area surrounding the
institution. The remaining come from the rest of Texas (27%), the nation (23%) and
internationally (4%) as shown in Appendix A (figures 1.1, 1.2). Although MD Anderson is
primarily located in Houston on the campus of the Texas Medical Center, our patients come from

all regions.

In FY15, more than 135,000 people sought care from MD Anderson and more than 9,400
participants were enrolled in clinical trials exploring innovative treatments, making our clinical
trial program one of the largest in the nation. Regional care centers throughout the Greater
Houston area have expanded our care model by providing cancer care to Texans in their
neighborhoods. Furthermore, the MD Anderson Cancer Network advances the institutional
mission of eliminating cancer by collaborating with community hospitals and health systems
around the world to provide the highest quality and most advanced cancer care to patients in the
communities where they live. In 2017, MD Anderson will expand within Texas, through a
collaboration with UT System. Five UT institutions will work collectively in the fight against

cancer and to better serve Texans and their families.

*1 Region 3 consists of nine counties; Austin, Calhoun, Chambers, Colorado, Fort Bend, Harris, Matagorda,
Waller, and Wharton.
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MD Anderson is committed to discovery and translation of new knowledge about cancer risk and
prevention in the laboratory, the clinic and the community. In FY2015, MD Anderson invested
more than $780.5 million in research, a 25% increase in the past five years. Prevention is a
cornerstone of MD Anderson's approach to eliminating cancer. MD Anderson is a recipient of
the Clinical and Translational Sciences Award (CTSA), which is designed to leverage
discoveries in the laboratory, clinic or community and develop interventions to improve health of
populations within the community. MD Anderson’s CTSA catchment areas are focused on
Houston and Brownsville and coordinated by The University of Texas School of Public Health in

both cities. However, collaboration with other CTSA awardees across the state is ongoing.

From a socioeconomic perspective, Texas is the 2" largest economy in the country, producing an
economic output of $1.65 trillion and has the 2" fastest job and economic growth rates in the
past five years.® As of April 2016, Texas has an unemployment rate of 4.4% compared to the
national average of 4.9%." Considering its very large population, Texas also does well in
education, with a high school graduation rate of 88.0%. It leads the nation in uninsured citizens
with 17.1% uninsured throughout the state.® The median household income in Texas is $52,576,
which is lower than the national average. The state also has the highest child poverty rate and
one of the highest overall poverty rates in the country.! Based on all of these statistics, one can
imagine that large disparities in health status exists by education level. With the rapid increase in
population, significant health challenges and widening disparities must be addressed in a

strategic manner.



SECTION 2 - Data on Health of the Population (Health Outcomes) and
Health Disparities

MD Anderson is universally committed to making cancer history, improving population health,
and the health outcomes of its patients. There has been consistent progress in reducing cancer
death rates and improving the survival rates of specific cancers. According to 2015 estimates,
there were 109,000 new cancer cases and 36,000 cancer deaths in Texas.® Cancer costs Texas
$28 billion annually in both direct medical care and indirect costs due to lost productivity.°
Since the 1990s, Texas has experienced consistent declines in incidence and mortality rates of
most cancers. The most pronounced progress has occurred among breast cancer in females and
prostate cancer among Texas males. A complete graphical representation of historical trend data
can be found in Appendix B, figure 2.1.

Overall, cancer is the second most common cause of death in Texas, with lung cancer remaining
the leading cause of cancer death. The top three cancers with the highest incidence rates are
breast, prostate, and lung, while the three sites with the highest mortality are lung, breast, and
colorectal cancers.® As mentioned previously, Texas has been experiencing population growth
primarily driven by Hispanics. The significant aging population in Texas is also quite concerning
since the risk of developing cancer increases with age. Over 95% of cancer deaths occur among
Texans who are age 45 years or older.'® A myriad of statewide data exists on the health of the

population and offers insight into the overall status of Texas.

Cancer Rates Among Texas by Race, Ethnicity, and Geographic Region

African Americans in Texas have incidence and mortality rates that are higher than other racial
and ethnic groups. This disparity is also mirrored on a national scale. The overall age-adjusted
cancer incidence rate for African Americans, Whites, and Hispanics in Texas is 455.4, 449.1, and
347.9 persons per 100,000 population respectively Appendix C, figure 3.3.1* Although white
women have historically had higher breast cancer incidence rates than black women, the two
rates converged recently and have become virtually equivalent.? Despite this, African
Americans still have a 42% higher mortality rate from breast cancer while the median age of

both diagnosis and death is younger than non-Hispanic white women.
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Rural Texans face different obstacles compared to their urban counterparts. Most Texas counties
(approximately 177 out of 254) are rural. The majority are designated as health professional
shortage areas.'® Cancer rates in Texas vary by geographic area based on the population
demographics, insurance status, access to care and various risk factors that heavily influence
health outcomes. Rural Texans are considered to be an underserved population due to the fact
that they have less access to medical care and tend to be older, have lower income, and be less
likely to have health insurance.'® For instance, 35 of the state’s 254 counties account for 80% of
the total uninsured population.™ Linkage to care and preventative medicine are both essential but
currently lacking in such settings. The lack of access to quality health care often requires

significant travel by prospective patients.

Among uninsured Texans, about 16% are African American and approximately 30% are Latino,
compared with just 10.8% of non-Hispanic whites.!® Research has shown that individuals
without health insurance are more likely to be diagnosed with late-stage disease requiring special
treatment and adversely impacting quality of life and survival outcomes.* Recent federal-level
efforts to extend health coverage to the uninsured have allowed for a greater emphasis on
preventive care and screening.® Such advancements in the process of eliminating health
disparities can reduce the number of premature deaths and possibly make prevention and risk
reduction the norm. The Perryman Group’s Analysis estimates that every $1 spent on screening
and prevention in Texas saves approximately $1.86 in direct health spending.® Cancer research
and significant statewide investments in cancer research and prevention are leading to more

targeted and less invasive treatment options.

From a population health perspective, a concerted effort must be made towards eliminating
existing cancer disparities that might be due in part to factors such as socioeconomic status,
income, age, acculturation, education level, insurance status, gender, race/ethnicity, or
geography. Poverty also plays a pivotal role in cancer-related health outcomes and population
health. The American Cancer Society has produced several reports over the past three decades
that have concluded that poverty is the primary contributing factor to cancer disparities between

racial and ethnic groups.** In Texas, approximately 22% of African Americans and 23% of
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Hispanics live in poverty, compared to just 10% of non-Hispanic whites.'> According to the
CDC, higher income and education levels are associated with lower rates of chronic disease,
obesity and better overall health. People of a lower socioeconomic status (SES) are more likely
to lack health insurance, while those with higher educational attainment are able to earn higher
incomes and receive health benefits through their employer. Poorer individuals also tend to not

seek cancer screening or the necessary care if they are not able to pay for it.

Obesity, Lifestyle and Behavioral Modifications

Lifestyle modifications, as recommended by the US Department of Health and Human Services,
the American Cancer Society, MD Anderson Cancer Center, and others can ultimately lead to an

improvement in population health and reduction of cancer incidence across the state of Texas.

A substantial amount of the cancer burden that affects Texans (and Americans in general) can be
mitigated through lifestyle modification. Health promotion and weight control remain priorities
for cancer control in the near future since obesity rates have consistently increased in both
children and adults. According to the National Cancer Institute, the projected health and
economic burden of obesity will lead to 500,000 additional cases of cancer in the country by
2030.17 Approximately 1/3 of all new cancer diagnoses in the United States are related to being
overweight, lack of physical activity, and/or nutritional habits.® Researchers have identified a
strong link between obesity and fourteen devastating cancers, including two of the most common
cancers, colorectal and breast cancer (post-menopausal).'8 The risk of cancer in adult life is
known to increase in relation to childhood body mass index (BMI).*® Because cancer risk is
cumulative over the lifespan, it is vital to intervene in childhood to decrease lifetime cancer risk.
The reduction of sedentary lifestyles and consumption of sugary, energy dense foods diets early

in life, can help reduce obesity and the development of metabolic and chronic conditions.

Several studies have reported that adhering to health promotion guidelines for diet, physical
activity, and maintenance of a healthy body weight is associated with decreasing cancer
incidence and mortality.® In order to help individuals and communities achieve healthier

lifestyles, nutrition and physical activity guidelines for cancer prevention have been designed by
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the US Department of Health and Human Services, as well as with other leading organizations
such as the American Cancer Society. These recommendations contribute to improving overall
population health and apply to chronic disease prevention in general. Adhering to a set of healthy
behaviors can have site specific benefits with respect to cancer. For instance, although smoking
status is the strongest risk factor associated with lung cancer, broader-related behaviors such as
diet and physical activity may have a significant role in reducing lung cancer risk in men
specifically.t® Maintenance of a healthy weight, being physically active and eating a healthy diet

are emerging as indispensable cancer prevention activities.

Tobacco, Cancer Screening, and Primary Prevention

Tobacco use is a significant risk factor for cancer incidence and mortality.!2 In fact, smoking
causes almost half (48.5%) of deaths from 12 different kinds of cancer.?® There have been large
strides in smoking cessation on a national scale. Since the Surgeon General’s first report in 1964
on the hazards of smoking, smoking prevalence among US adults has decreased more than
50%.2 In Texas, the incidence of lung cancer has decreased 2.6% in men and 0.8% in women
since 1995.° The recent uptake of electronic cigarettes (e-cigarettes) as a potential alternative to
smoking, can have an adverse effect on smoking cessation efforts. The uncertainty of the
chemical properties, increasing popularity, and early adoption of e-cigarettes among the youth is

quite concerning from a public health perspective.

Although primary prevention is a priority, screening offers the ability for secondary prevention
by detecting cancer early, prior to the emergence of symptoms and metastasis. MD Anderson has
a set of carefully reviewed screening guidelines for various types of cancer to educate the general
public and encourage a shared decision-making process among patients and providers. Screening
for colorectal and cervical cancers can prevent cancer through early detection of precancerous
malignancies. Texas ranks 41 out of 50 states in 2014, with only 60.1% of adults over the age of
50 reporting following USPSTF guidelines for colorectal cancer screening.® From a nationwide
perspective, studies show that US-born individuals get screened for colon cancer at almost twice
the rate as persons who have lived in the US for less than 10 years.!* African Americans in Texas

also have the highest incidence and mortality rates of colorectal cancer, with cervical cancer
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disproportionately affecting both Hispanic and African American women (see Appendix C,
figures 3.5, 3.6 for complete graphical breakdown).

Liver cancer incidence rates are about three times higher in men than in women. From 1995 to
2012, the incidence rate of liver cancer in Texas men doubled from 7.9 to 16.5 per 100,000. °
Hispanics have the highest liver cancer incidence and mortality compared to any other ethnic
group. Chronic Hepatitis B (HBV) or Hepatitis C (HCV) are the most common liver cancer risk
factors worldwide. 22 HCV is the most common risk factor here in the United States, so
physicians must strive to identify high-risk patients.

Comprehensive Approach to Health Disparities

In order to properly ensure a culturally competent workforce, it is necessary to have health care
professionals that are both diverse and knowledgeable about the common practices, beliefs, and
customs of a wide array of patients and their families. Although African Americans, Hispanics,
and American Indian and Alaska Natives cumulatively account for over 26% of the US
population, only 6% of physicians are from these minority groups. * Physicians and other health
care professionals must be cognizant of cultural norms when interacting with patients.
Interventions must also cater to the specific needs of the target population, as opposed to a one
size fits all approach. Presenting a list of guidelines will not suffice in any cancer prevention
efforts. An increased level of commitment must be made in communities where the prevalence,
incidence, and mortality of certain cancers are alarmingly high. A comprehensive and targeted
community needs assessment will serve as an appropriate guide to the design and

implementation of necessary services and assist in leveraging existing resources across the state.

Health disparities remain a persistent challenge in the United States, as well as in Texas. It is
especially difficult to identify and define the exact causes of disparities in cancer rates. Despite
the downward trends and progress towards eliminating cancer, all segments of the population do
not benefit in an equitable manner. Although lack of proficiency in the English language can be a
significant barrier to health care utilization and adherence, health literacy plays a pivotal role in
the effort to improve the quality of life. Health literacy is defined as the degree to which an
individual has the capacity to obtain, communicate, process, and understand health information

and services needed to make appropriate health decisions.?® People with low health literacy are
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more likely to report poorer health and are less likely to use preventive services, thus putting
them at an increased risk of late-stage cancer diagnosis, hospitalization, and higher healthcare
costs. Approximately 14% of US adults over the age of 16 had a below basic level of health

literacy, the majority of whom did not graduate high school.**
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SECTION 3 - Community Needs and Priorities Assessment

Health Priority Assessment

Health priorities were identified primarily through secondary data collection and prioritized with
guidance from the MD Anderson Population Health Steering Committee. Given the catchment
area of the state of Texas, we have relied on existing health assessments, authoritative reports
and available state level data on health outcomes particularly for cancer and associated risk
factors. Data sources used include reports developed by the Texas Cancer Registry (TCR),
American Cancer Society (ACS), Cancer Prevention Research Institute of Texas (CPRIT),
Cancer Alliance of Texas (CAT), health status rankings by the Robert Wood Johnson Foundation
(RWJF) among many others. Cancer health outcomes were obtained from the TCR and cancer
incidence and mortality data is shown in Appendix C. Data on cancer-associated risk factors for
Texas and particular metropolitan statistical areas was obtained from the Behavioral Risk Factor
Surveillance System (BRFSS).

Datasets were analyzed and presented at monthly steering committee meetings to familiarize
members with the cancer burden across Texas. Committee members helped identify, prioritize
and build consensus around the institution’s population health strategic plan and ensure
alignment with the overall institutional strategic aims. Fourteen goals with corresponding
objectives were developed to address identified health priorities. Feedback was obtained via in-
person meetings and online qualtrics surveys. Selection criteria was established and adapted for
cancer control from prioritization guides developed by the National Association of County and
City Health Officials (NACCHO). The steering committee utilized the criteria to select eight
goals they perceived as high priority for inclusion in the population health strategic plan.
Seventeen committee members responded to the survey and results are shown in figure 1. The
goals that obtained the largest consensus for inclusion in the plan are high priority goals and

focus areas of this plan. These areas are being presented with greater detail in this report.

Interim Community Needs Assessment

To supplement the analysis of secondary data, an interim needs assessment was conducted to

assess cancer control needs across Texas. Due to the large catchment area and timeline, this
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approach was utilized to obtain preliminary data on cancer control needs which will be used to
design tools for a comprehensive needs assessment in the future and in conjunction with the
Commission on Cancer accreditation cycle. Feedback was obtained regarding unmet needs for
cancer control from cancer control stakeholders who represent various communities across
Texas, and are engaged in the Cancer Alliance of Texas (CAT) or MD Anderson’s Board of

Visitors, Cancer Control Advisory Group.

The CAT group, formerly known as the Texas Cancer Council, is led by the Texas Department
of State Health Services and includes individuals who represent public and private educational,
treatment, research and patient support organizations from across the state (See Table 1). The
coalition is actively engaged in the development of the Texas Cancer Plan which serves as the
blueprint for cancer control in Texas. MD Anderson’s Cancer Control Advisory Group consists
of members from the Board of Visitors and is charged to advise and prioritize the institution’s
community outreach in cancer prevention. Both stakeholder groups received a cancer control
needs assessment survey via email and were given two weeks to respond. Survey respondents
were asked to identify major unmet needs within their communities across cancer control
domains of primary prevention, secondary prevention, palliative care and survivorship within
their respective communities. Respondents from various counties participated as well as those
who serve the entire state of Texas. A total of thirty-two responses were collected, however each
question was not required to be answered therefore total number of responses by question varies.

Summary of Cancer Control Needs Survey Results

Primary prevention

Stakeholders identified access to care, tobacco control, vaccine uptake, obesity prevention, and
health literacy and education as major areas of unmet needs for primary prevention of cancer
(Table 2). Access issues such as lack of health insurance coverage, availability and access to
cancer screenings, tobacco cessation resources and to treatment services were described as
specific areas that should be addressed. Screening and treatment services for non-citizens was
also mentioned as well as issues for uninsured Texans. Approximately one-third of respondents
identified health education as an unmet need and suggested an increase of community-oriented

health education on health promotion, screening and early detection. Respondents highlighted a
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need for increased education on the connection of nutrition and exercise to obesity and risk of
cancer. One-fourth of respondents reported tobacco prevention and control as an unmet need.
They specifically addressed alternative nicotine delivery systems and e-cigarettes. Several
respondents highlighted the need for more effective tobacco prevention and cessation efforts
particularly in urban communities and within disparate populations. Awareness of community
resources and programs specifically for minority populations, high-risk groups and uninsured
populations was also identified as areas that need to be addressed. Respondents identified the
need for improved vaccination against the Human Papillomavirus (HPV) especially in children,

adolescents and specialized populations such as gay and bisexual males.

Secondary Prevention

Access to care issues, awareness of importance of cancer screenings, and availability of
culturally responsive educational resources were identified as unmet needs for secondary
prevention and early detection of cancer (Table 2). Screening of HPV-associated anal cancer,
colorectal cancer, breast cancer and cervical cancer were reported as areas of interest. Specific
services related to accessing care such as encouraging nontraditional clinic hours for screening
services, providing transportation options and implementing outreach programs for populations
rarely screened for cancer were suggested. Respondents noted screening services must take into
account potential clinical care options and cost of detecting and treating cancer as this will
impact screening rates and possibly increase motivation for screening. Culturally-competent
training for providers and culturally-responsive education for the community were also identified

as a need for secondary prevention.

Palliative Care and Survivorship

Lack of services, palliative care education, awareness, provider training and a need for improved
coordination across the continuum of care were identified as unmet needs (Table 2). Multiple
respondents expressed there are minimal resources for palliative care options in their respective
communities. One respondent specifically stated that there are a lack of specialists trained in
palliative care in central Texas to support patients. Furthermore, they expressed that palliative
care has low integration within the treatment plan from the point of diagnosis and this needs to

be addressed. Other respondents echoed this concern and stated provider training is needed to
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better equip healthcare providers. Suggestions to address current gaps include developing

partners to encourage coordinated patient care, provide cancer navigation and support services

and reduce financial limitations of program funding to increase access to palliative care options.

Survivorship care needs include addressing physical and mental health needs of cancer survivors.

Respondents identified specific needs listed in Table 2, which include access and awareness of

survivorship resources and the need for a system to help navigate patients to survivorship

resources and programs. Additional needs include peer support services, an increase in programs

which address non-medical needs, tobacco cessation, caregiver training, education and support

services.

Table 1. Cancer Alliance of Texas (CAT) Member Institutions

Cancer Alliance of Texas (CAT) Member Institutions

American Cancer Society

LIVESTRONG Foundation

Texas Medical Association

Breast Cancer Resource Centers of
Texas

MHP, Inc. Promovideno
Vidas Saludables

Texas Oncology Foundation
Inc.

CanCare

Moncrief Cancer Institute

Texas State Cancer Advocacy
Movement for Colleges and
Outreach

Cancer Foundation for Life

National Breast Cancer
Foundation Inc.

Texas Tech Paul L. Foster
School of Medicine

Cancer Prevention and Research
Institute of Texas

Native American Health
Coalition

Texas Tech University Health
Science Center

Cancer Services Network

Patient Advocate
Foundation

The Leukemia and
Lymphoma Society

Cancer Support Community North
Texas

Patient Planning Services
Inc.

The Rose

CancerForward: The Foundation for
Cancer Survivors

Pfizer Pharmaceuticals

The Texas Society of Genetic
Counselors

Casting for Recovery Inc.

Seton Medical Center

The University of North
Texas Health Science Center

Dia de la Mujer Latina Inc.

Single Jingles Testicular
Cancer Foundation

The University of Texas
Health Science Center at
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Houston

ePatient Finder

St. David’s Healthcare

The University of Texas MD
Anderson Cancer Center

Faces of Survivors

Stiletto Stampede

The University of Texas
School of Nursing

Hope through Grace

Susan G. Komen for the
Cure

The University of Texas
School of Social Work

Hospice Austin

Texas A&M Health Science
Center

TMF Health Quality Institute

Intercultural Cancer Council

Texas Agrilife Extension
Service

U.S. Environmental
Protection Agency

Legacy Community Health Services
Inc.

Texas Christian University-
Center for Oncology
Education and Research

The University of Texas
Health Science Center at San
Antonio

Lesbian Health Initiative

Texas Department of State
Health Services

Voices of Survivors

Figure 1. Strategic Plan Goal Prioritization Survey Results
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Table 2. Key findings of Community Needs Survey

Cancer Control
Domain

Key Findings (identification of unmet needs)

Primary Prevention

(N=31)

Lack of access to care (lack of insurance coverage, barriers to
access care, availability of cancer resources, socioeconomic
limitations)

Low health literacy

Lack of community-oriented health education on health
promotion, screening and early detection

Tobacco prevention and control (policy, systems and
environmental change, inclusion of prevention and cessation
resources for e-cigarettes, control in disparate populations,
lack of financial commitment)

Awareness of available community resources and programs,
advocacy of cancer prevention and public education

Vaccine uptake (HPV)

Addressing obesity-related risk factors (education on
nutrition and health promotion)

Testing for environmental exposures such as radon in homes
Training on cultural competency for providers

Reduce challenges for reimbursement of counseling

Secondary Prevention

(N=30)

Lack of access to care (lack of insurance coverage)
Address structural barriers to accessing timely screening
services (transportation, extended clinic hours)

Lack of awareness of the importance of screening and early
detection

Lack of culturally competent education on screening and
early detection

Unmet screening needs include: screening for HPV-
associated anal cancer, colorectal screening, screening and
diagnostic mammograms and pap tests.

Address health disparities

Palliative Care

(N=26)

Lack of access to care (lack of insurance coverage)

Lack of services and resources available

Lack of providers practicing palliative care

Improve training of specialists and care teams on palliative
care and pain and symptom control

Improve coordination across continuum of care
Affordability, accessibility and awareness of palliative care
options

Lack of support and navigation services

Survivorship Care

Address physical, mental health needs of cancer survivors
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(N=30)

Lack of non-medical resources/services (financial, nutrition,
spiritual, lifestyle changes such as returning to work
programs etc.)

Lack of awareness of survivorship care plans, behavioral
programs (tobacco cessation, post-event counseling)
Increase access and awareness of existing survivorship
programs. Increase peer support services

Lack of caregiver education, training and support services
Inadequate knowledge and understanding of effective
survivorship programming

Lack of a system to help navigate survivors to resources and
follow-up on utilization of resources

Lack of implementation of survivorship care plans in family
practice settings
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SECTION 4 - Identified Resources in the Community

MD Anderson’s mission is to eliminate cancer in Texas, the nation and the world through
exceptional programs that integrate patient care, research and prevention making the institution

an invaluable resource in the fight against Cancer.

In FY15, MD Anderson provided expert patient care for 135,000 people and enrolled more than
9,400 participants in clinical trials exploring innovative treatments. In addition to patient care,
MD Anderson is devoted to groundbreaking research, education and cancer prevention. At MD
Anderson, crucial scientific knowledge gained in the laboratory is rapidly translated into clinical
care. The Moon Shots Program is accelerating the pace of converting scientific discoveries into
clinical advances that reduce cancer deaths. The Moon Shots leverage cross-cutting industry-like
platforms and brings innovative technology and specialized expertise together to help address the
burden of cancer. The Cancer Prevention and Control Platform focuses on community-based
efforts in cancer prevention, screening, and early detection and survivorship to educate and
achieve a measurable reduction in the cancer burden. The platform engages specialized expertise,
including community and business partners, to develop and implement cancer prevention and
control programs through policy interventions, public and professional education programs and

community clinical services.

We conducted an institutional program scan to identify existing programs being offered to the
community by MD Anderson. Additionally, we have conducted an environmental scan to help
identify cancer prevention programs available for Texans, particularly the uninsured and
underserved residents across the state. Both of these scans provide a snapshot of existing

programmatic efforts regarding cancer prevention and control efforts.

MD Anderson Programs

An annual survey of the institution’s comprehensive cancer and control programs is conducted
by contacting Department Chairs and is updated on a rolling basis. The survey engages internal
stakeholders to obtain program details and results are compiled into an institutional program
inventory which is in Appendix D The results from the Fiscal Year 16 (FY 16) institutional
inventory includes a total of 84 projects. Approximately 80% (67) of programs have a



community-based focus. Current institutional efforts have been summarized and organized
according to domain (focus area) and services such as public education, professional education,
policy and screening services. Program focus areas include prevention and screening for
colorectal cancer, cervical and HPV-associated cancers, lung cancer, breast cancer, skin cancer,
energy balance (nutrition and exercise), cancer survivorship and other identified disease sites.
Highlighted in this section are institutional efforts that closely align with the focus areas of the

strategic plan and the institution’s overall mission and moonshot priorities.

Tobacco-Related Programs

Tobacco use is responsible for one in every three cancers diagnosed in the United States. 2
Programs which reduce the use of tobacco are crucial not only to reduce the burden of tobacco-
related cancers but also are instrumental in the reduction of morbidity associated with
cardiovascular and metabolic diseases, respiratory diseases and perinatal conditions. 2 The
institutional scan identified thirteen programs that focus on tobacco and lung cancer prevention
and screening. Activities for these types of programs include tobacco prevention among youth
and adults, education on the risk of tobacco use and secondhand smoke, and a web-based
Spanish bilingual program targeting adolescents through videos, animation, and interactive
methods.

In 2014, the End Tobacco initiative was created and is a statewide, concerted effort to eliminate
the use of tobacco. EndTobacco focuses on policy, prevention and cessation services with the
goal of ending tobacco use and addiction among our patients, employees, and their families and
in organizations and communities across the state and nation. The overarching goals are to
reduce smoking among youth, to reduce the proportion of nonsmokers who are exposed to
secondhand smoke, and to increase counseling and smoking cessation attempts among those who
currently smoke. Key policy initiatives include Smoke Free Laws, improving states
comprehensive cessation coverage for Medicaid recipients and Tobacco 21. MD Anderson’s
leadership and Board of Visitors are currently working with a coalition of advocacy partners to
educate stakeholders on the importance of increasing the minimum legal age to purchase tobacco
products to 21 years. MD Anderson is also actively engaged in educating the public and
policymakers on the harms of secondhand smoke and way to reduce exposure through smoke-

free and tobacco-free policies; including e-cigarettes and other nicotine and tobacco products.
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EndTobacco is also engaged in a demonstration project to utilize MD Anderson’s tobacco
cessation program best practices into a variety of health systems, including mental health settings
across Texas. MD Anderson has also been an integral part of the University of Texas System
Eliminate Tobacco Use Initiative. The project is creating a tobacco-free culture through policy,
prevention, and cessation efforts within the UT System which includes: 8 academic institutions,
6 health science centers, and the medical schools encompassing 221,000 students and 100,000
faculty and staff. We are sharing best practices for a tobacco free campus, tobacco free hiring,
and other tobacco prevention & cessation strategies.

Obesity Prevention Programs

Due to the prevalence of obesity within our catchment area, it is imperative to have programs
dedicated to nutrition and exercise across our institution. A total of eighteen programs are
categorized in the domain of energy balance, which focuses on healthy eating and physical
activity. One of our priority goals aims to increase the adoption of evidence-based nutrition
behaviors and physical activity shown to reduce obesity and cancer risk. Another priority goal is
to reduce health disparities. A significant number of these programs specifically target the
African American and Hispanic populations in the greater Houston area. Certain programs aim to
reduce cancer risk by promoting healthy eating and increasing physical activity.

MD Anderson is a partner of the Coordinated Approach to Children's Health (CATCH) Global
Foundation, founded in 2014. CATCH is based on the CDC Whole School, Whole Community,
Whole Child model in which health education and the creation of a healthy school environment,
and family/community involvement work together to support youth in a healthy lifestyle.
CATCH has demonstrated effectiveness in increasing physical activity and healthy eating and

reducing overweight and obesity in school-aged children from various backgrounds.

Cancer Screening Programs

Cancer-site specific prevention and screening has always been extremely important and
ubiquitous across our institution specifically within the greater Houston community. Seven
programs are dedicated to colorectal cancer prevention and screening and are focused on patient
and community education. They also have targeted populations including those

disproportionately affected by this specific type of cancer such as: African Americans, Hispanic,
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and low-income populations. Each program strives to educate the targeted populations regarding
the importance of regular colorectal cancer screening exams and provide print materials on

preventive behaviors.

Funded by the Medicaid 1115 waiver, the FIT Flu program has been implemented to improve
colorectal screening rates among the uninsured and underserved. The program provides
asymptomatic uninsured and indigent patients free take-home Fecal Immunochemical Tests
(FIT). Individuals that return a positive or abnormal test are referred to a participating clinic that
provides them with a free colonoscopy. The program primarily serves residents of a nine-county
region as described in section 1, however the program model has served as the basis for a similar
initiative which has expanded services to East Texas. The Texas Alliance for Colorectal Cancer
Testing (TACCT) is funded through CPRIT and primarily serves East Texas residents in the
following counties: Brazos, Brazoria, Burleson, Galveston, Grimes, Hardin, Jasper, Jefferson,
Leon, Liberty, Madison, Montgomery, Newton, Orange, Polk, Robertson, San Jacinto, Trinity,
Tyler, Walker, and Washington. The focus is on populations who have low screening rates
and/or are at high-risk for colorectal cancer. The program also provides navigation services to

those diagnosed with cancer to treatment programs.

TACCT has convened a statewide coalition of partners to help address low screening rates across
Texas by focusing on awareness and education, policy, funding and quality improvement. As of
October 2016, TACCT has sixty-four members and represents hospitals, academic institutions,
primary care and gastroenterologists providers across Texas. The TACCT program demonstrates
the successful adaptation of existing evidence-based programs to the population or catchment
area of interest whilst developing collaborative relationships which can facilitate future

partnerships.

Additionally, MD Anderson has seven programs that are focused on prevention and screening for
cervical and HPV-associated cancers. HPV vaccination efforts are centered on improving access
to healthcare, as well as patient education and increasing awareness. In addition to educating
women on cervical cancer screening, there are also professional educational programs that
connect MD Anderson specialists with providers located in rural and underserved Texas
communities to provide telementoring regarding cervical cancer and increasing local capacity in

the interest of improved patient outcomes. One such program in the Lower Rio Grande Valley
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(LRGV) is comprised of two interventions: 1) Cultivando La Salud to train low-income Hispanic
women to act as promotoras for cervical cancer screening and 2) Project ECHO (Extension for
Community Healthcare Outcomes) to train and support local providers in the evaluation and

management of abnormal cervical cancer screening exams.

Three programs focus on breast cancer screening and education and provide diagnostic and
follow up costs. Treatment costs are not included. The activities included are mammography and
screening exams via a mammography van, in collaboration with local Federally Qualified Health
Clinics (FQHCSs) and non-profit organizations who serve uninsured or Medicaid eligible patients.
The screening services are provided for average risk women between the ages of 40 and 69 years
old who are asymptomatic. This utilization of partnerships outside of the institution helps reduce
barriers for patients in accessing preventive screenings and allows for a wider geographic reach

to potentially improve health outcomes statewide.

Two programs focus on skin cancer. The Sunbeatables program primarily targets young children,
their teachers and parents. Children are taught about sun protection through interactive methods
such as puppet shows, songs, and science experiments. The other program, called Project Derm,
provides skin cancer prevention education and screening for non-Hispanic whites and Hispanics
in a culturally-appropriate manner. This program operates in collaboration with local FQHCs and
provides biopsies and full body screenings, if needed, as well as patient navigation to cancer

treatment.

Twenty one programs in our institutional scan are classified as “other” since they do not have a
specific category and are typically cross-cutting and address various cancers or overall health
promotion. Each program focuses on general cancer awareness, education, and prevention. Some
of the services provided include MD Anderson’s participation and partnerships with worksites,
retailers, corporate entities and other local organizations to plan events and activities that will
increase cancer awareness. One such program is Healthy Communities. This is a long-term
program that builds sustainable partnerships between MD Anderson, the Exxon Mobil Oil
Corporation, and the city of Baytown, Texas. A similar initiative is ongoing with Shell Oil and
the city of Pasadena. The programs will create and foster partnerships in the communities MD
Anderson serves and unites all sectors to plan and carry out community-led solutions to facilitate

the adoption of healthy lifestyle behaviors.
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Other programs include education through online platforms such as the institution’s website and
informative social media posts. Certain programs are tailored to specific populations through
surveys, health fairs and brochures which inform about the benefits of risk reduction and
advocate for healthy behaviors and regular screening.

Thirteen programs fall under the domain of cancer survivorship. MD Anderson considers an
individual as a cancer survivor from the time of diagnosis through the balance of his or her life.
Current programs provide peer-to-peer support services by connecting individuals with others
who are endured similar situations. Events are held throughout the year for survivors and their
caregivers as well to connect with local professionals and learn about alternate forms of therapy
such as music therapy, oncology massage, etc. These unique programs typically provide support
services to address the specific psychosocial needs of cancer survivors using integrative

treatment.

External Programs

External programs which are not led or funded by MD Anderson but serve the catchment area of
Texas, have been identified and are compiled into a cancer prevention program inventory of
Texas shown in Appendix E. Similar to the institutional scan these programs have been
organized by focus area including tobacco, breast cancer, cervical cancer, colorectal cancer and
skin cancer. All programs listed serve uninsured or low-income populations which typically have
barriers to accessing preventive care and treatment services. These entities can serve as potential
external partners for strategic actions that require stakeholder engagement in certain areas of the

state.
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SECTION 5 - Identified Health Priorities

MD Anderson Cancer Center has identified an array of health priorities through the methods
described in section 3. Please refer to Appendix F for a complete breakdown of risk factors
attributable to cancer. Our top three prioritized goals were also in alignment with the findings
from the recently published Cancer Progress Report by the American Association for Cancer
Research (Appendix F figure 5.1). These factors can be addressed through primary prevention,
secondary prevention research, systems and environment change, and are organized within the
goal plan in section 9. The five highlighted in this section are tobacco, obesity, health disparities,
cancer related infectious diseases, and mental health. These priorities received the highest scores
during the prioritization phase. Section 9 delineates the current status of each health priority in
Texas, potential measures to track progress and strategic aims to address each priority. Data on

behavioral cancer outcomes can be found in detail in Appendix F.

Tobacco and the Cancer Burden in Texas

Tobacco remains the number one leading cause of preventable death in the United States and
accounts for about 30% of all cancer deaths and approximately 80% of all lung cancer deaths. 2*
Smoking is a modifiable risk factor for several health problems, particularly lung cancer, in
addition to cancers of the head and neck, stomach, pancreas, and cervix. 2 Aside from cancers,
smoking impacts the development of respiratory diseases, cardiovascular disease, stroke, and

metabolic diseases. 2

According to 2014 Texas BRFSS data, the prevalence of adults who are considered current
smokers was highest among non-Hispanic whites at 16.1%, followed by African Americans and
Hispanics at 13.9% and 13.1%, respectively (Appendix C, figure 3.12). Texas YRBSS data
(Appendix F, figure 5.2) from 2013 highlighted the fact that 14.1% of high school students used
cigarettes and 8.1% used smokeless tobacco. Tobacco prevention should stress the importance of
decreasing the adoption of smokeless tobacco among adolescents as well. The percentage of
adults who use smokeless tobacco daily is more than 3.5 and 4 times higher in non-Hispanic
whites than it is among African Americans and Hispanics, respectively (Appendix C, figure

3.13A). In order to further advance tobacco control efforts and reduce exposure, The University
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of Texas MD Anderson Cancer Center officially adopted a tobacco-free hiring policy on January
1, 2015. The relatively new policy has been implemented into the standard application process
and prevents smokers who test positive from being eligible for immediate employment. MD
Anderson has also been an integral part of The University of Texas System Eliminate Tobacco
Use Project. The project is creating a tobacco-free culture through policy, prevention, and
cessation efforts within the UT System which includes 8 academic institutions, 6 health science
centers, and the medical schools encompassing 221,000 students and 100,000 faculty and staff.
MDACC is committed to sharing best practices for a tobacco free campus, tobacco free hiring,
and other tobacco prevention and cessation strategies. The current burden of lung cancer
incidence rates disproportionately affects non-Hispanic whites (64.5 per 100,000) and African
Americans (67.9 per 100,000) in Texas, compared with Hispanics (30.7 per 100,000) (Appendix
C, figure 3.8A).

Obesity and Associated Risk Factors

Obesity remains a looming threat to the well-being and life expectancy of Americans. Research
shows that approximately 20% of all cancers diagnosed in the US are related to obesity. 2’
(Appendix F, figure 5.3). A disparity remains in obesity prevalence between non-Hispanic
whites and minority populations, as well as among populations with lower SES and lower levels
of educational attainment. For instance, nearly 39% of Texans with less than a high school
education were obese in 2013, compared with 23% of college graduates. 28 Lifestyle
modifications such as increasing physical activity to the recommended level of 150 minutes per
week, eating a well-balanced diet, and maintaining a healthy Body Mass Index (BMI) are all
necessary to reverse the trend of obesity in Texas. When facing such a complex issue, a
population-wide approach is effective and potentially more impactful within the parameters of
the proposed strategic plan. Recent data shows that only 48.3% of Texas youth engaged in
physical activity for 60 minutes per day for at least 5 or more days per week as recommended
(Appendix F, figure 5.4). Texas BRFSS data from 2013 indicates that Texas adults consistently
fruits and vegetables ate less than 5 times per day, with less than 15% meeting the recommended
intake across all racial/ethnic groups (Appendix C, figure 3.11). Similarly to tobacco, addressing,

prioritizing, and decreasing obesity in Texas can curtail the incidence of various types of cancers.
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Many risk factors associated with obesity and cancer are also linked to cardiovascular disease,
respiratory diseases, and diabetes. Reducing such risk factors through behavioral modification
and primary prevention can ease the burden of such health issues. Diabetes, in particular, affects
9.5 percent of US adults age 18 or older and increases an individual’s risk of developing liver,
pancreatic, and endometrial cancers.!® In addition, certain types of cancer may lead to an
increased risk of both Type 1 and Type 2 diabetes and high blood sugar must be aggressively
managed during treatment. Since these diseases share several common risk factors, this strategic
plan will take a comprehensive approach to decrease the risk through health promotion such as
tobacco prevention and nutritional education. As a large state with rapid population growth and
increasing diversity, Texas has a chance to lead the effort of diabetes, obesity, and cancer
prevention and management. By focusing on population health and promoting healthy eating
and active living across Texas, the future burden of cancer will be mitigated as it relates to
obesity and other chronic diseases. The findings and potential research especially highlights the
fact that prevention efforts can delay or possibly eliminate a diagnosis and disheartening
prognosis.

Infectious Disease and Cancer

The AACR progress report also identified three factors with the highest associated risk of overall
cancer. These are tobacco use, obesity, and pathogens. Our final priority is to increase
vaccination rate for vaccines shown to reduce the risk of infectious disease related to cancer.
This includes HPV vaccination and its role in helping prevent various cancers in both men and
women, as well as Chronic Hepatitis B (HBV) or Hepatitis C (HCV) and its strong association
with liver cancer. In Texas, liver cancer is on the rise and disproportionately affects Hispanics,
who have the highest incidence and mortality rates of any group. Similarly, there is a clear
distinction geographically by metropolitan statistical area (MSA). For instance, El Paso and its
surrounding areas had the highest incidence and mortality rates in Texas between 2009 and 2013.

A complete graphical representation can be found in Appendix C, figure 3.7C.

HPV vaccination is approved for both boys and girls, as well as young men and women through
age 26. HPV is the most common sexually transmitted infection, with a lifetime risk of acquiring
an HPV infection is approximately 80%. ?° The HPV vaccines protect against certain high risk

types of HPV that cause cancers such as cervical, oropharyngeal, vulvar, vaginal, penile, and
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anal. The uptake of HPV vaccination has remained far below the Healthy People 2020 goal of
80%. The completion rates for the three-part vaccine series in Texas was 33.9% for girls and
17.7% for boys in 2014 (Appendix F, figure 5.6). A complete graph of vaccine uptake can be
found by region in Appendix F, figure 5.6. Texas has not passed legislation requiring the HPV
vaccine for school entry and the annual HPV-related disease costs for men and women approach

$170 million statewide.%°

Mental Health

Mental health covers a broad scope of conditions and plays a major role in an individual’s ability
to maintain good physical health. The psychological stress associated with cancer often stems
from the physical, emotional, and social effects of the disease. Patients often refer to the specific
psychosocial needs that require attention. Those who attempt to manage their stress with risky
behaviors such as tobacco use or physical inactivity may have poorer quality of life after cancer
treatment. 3! Mental health and mental disorders are also prominently featured in Healthy People
2020, with an overarching goal of improving mental health through prevention and by ensuring
access to appropriate, quality mental health services. 3> More than 80% of Texas counties are
designated as Mental Health Professional Shortage Areas, where there are more than 30,000
residents per clinician. 3> 3* This is one of the primary reasons this issue must be addressed at the
population level due to the associated stigma and delayed diagnosis. With respect to cancer,
mental health plays an instrumental role in both survivorship and caregiving.

Anxiety and distress can adversely affect the quality of life of patients with cancer and their
families, which affects the ability to cope with cancer diagnosis and/or treatment. Nearly half of
cancer patients in the United States report having a lot of distress! The complicated factors that
increase the risk of anxiety and distress are not always related to the cancer. Since co-occurring
anxiety and depression are associated with cancer, mental health professionals must be included
in the cancer care continuum of treatment and into survivorship. The potentially negative effects
on quality of life and effectiveness of treatment create an urgent need to address both mental
and physical well-being of Texans on a macro level.
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SECTION 6 - Availability and Gaps in Technology and Infrastructure
to Support Population Health at the Health Institution

Technology and infrastructure efforts discussed in this section are those that primarily focus on
improving public health data and information systems, and approaches to strengthen capacity in

order to improve population health.

Data and Information Systems

Data infrastructure and analytical systems are essential to monitor population health outcomes
and measure progress on health indicators. We rely on aggregate health outcome databases, such
as the state cancer registry and behavior risk factor surveillance systems to obtain population-
level data. As we move forward with a population health approach, streamlined access and
enhancement of capacity within existing databases would be valuable to ensure appropriate
health outcome data is being collected, analyzed and monitored systematically. At this time, we
access state and county-level data through the database’s online query tools or by submitting
individual data requests directly to the data registries. We use geographic mapping tools to
identify geographic areas in need of targeted cancer control interventions. In order to streamline
data collection and analysis, a central repository at the institution to consolidate health outcome

data would be a potential tool to consider for population health surveillance.

Improving the provision of public health datasets through expanding data capacity to include
multi-level data including, state, county, and zip-code data would be helpful. This would allow
interventions to be tailored more effectively across communities. Furthermore, establishing a
linkage between health outcomes and social, environmental and behavior datasets would be ideal

to obtain a comprehensive view of the various factors influencing the health of the community.

MD Anderson has received initial funding from the National Cancer Institute to expand upon
population health data collected through the Health Information National Trends Survey
(HINTS). MD Anderson will be developing and testing methods to collect local population
health data or small area samples which would complement existing national data and survey
activities. Public datasets are key to measure population health and we support continued funding

to ensure these data reporting activities remain ongoing.
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Additionally, patient-reported outcomes resources are accessible through the Patient-Reported
Outcomes, Survey & Population Research (PROSPR) core which provides access to patient-
reported outcome (PRO), quality of life, psychological and behavioral questionnaires and
assessment methods. PROSPR is a shared resource and supports survey construction,
dissemination, analysis and interpretation. The core works in partnership with eHealth
technologies to facilitate with the development of databases, applications and multimedia

platforms.

MD Anderson has recently implemented a new EHR which has increased health IT capacity, and
improved integration of patient health information and interoperability with other systems. We
also participate in a regional Health Information Exchange (HIE) led by Greater Houston
Healthconnect. The HIE will enable all patients and health care and wellness service providers to

easily access patient records to improve continuity of care.

Community Capacity-Building

MD Anderson has partnered with community clinics and provider systems to enhance the cancer
control infrastructure of individual communities through the utilization of technology. Innovative
approaches such as the Project ECHO model and mobile mammography, have been implemented

to build capacity and increase access to services across Texas.

The Project ECHO model has been adopted by MD Anderson and tailored for cervical cancer
prevention and treatment in low-resource settings. Project ECHO was developed in 2003 by Dr.
Sanjeev Arora, a hepatologist at the University of New Mexico (UNM), to improve both
provider capacity and access to specialty care for rural and underserved population. The program
builds capacity among distant primary care providers via case-based learning and co-
management of patients by using videoconferencing technology. Providers receive direct input
on case management from MD Anderson specialists and can earn Continuing Medical and
Nursing Education (CME and CNE) credits. Community partners for the Cervical Cancer
Prevention ECHO include Su Clinica Familiar; a Federally Qualified Health Center (FQHC) in
the Rio Grande Valley, Lyndon B. Johnson Hospital in the Greater Houston area, Gateway
Community Center and Sisters of Mercy in Laredo. The program has expanded to other areas
beyond Cervical Cancer to include Head & Neck Cancer, Tobacco Cessation Programs for
mental health facilities nationwide, Breast Cancer, Palliative care and Survivorship ECHO.
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These programs partner with clinicians globally and are being implemented in 10 countries in
Central and South America, and several countries in Sub Saharan Africa. A similar model has
been used to increase capacity and provide training for managing survivorship care across Texas.
Collaborating organizations and provider systems include The University of Texas Medical
Branch at Galveston, The University of Texas Health Science Center at Tyler, The University of

Texas Health Science Center at Houston and Seton Healthcare Family.

MD Anderson’s mobile mammography program has increased access to screening services for
eligible, asymptomatic women in Harris and Fort Bend Counties. Project VALET (Providing
Valuable Area Life-Saving Exams in Town, PV) provides free screening mammograms to low-
income, uninsured women in community clinics where patients already seek care. The program
reduces barriers associated with cost and transportation by providing services in areas close to
patient’s home. Programs highlighted in this section currently address health disparities and
access to care issues faced by Texans. Potential areas for the development of programs which
utilize technology include those that address obesity prevention and vaccination for HPV and
HBV.
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SECTION 7 - Availability and Gaps in the Population Health
Workforce at the Health Institution

Health Workforce in Texas

An adequate supply of trained health professionals is essential to improve the health status of
Texans. This is particularly important in rural and underserved areas of Texas, where recruitment
and retention of health professionals continues to be a challenge. Most Texas counties are
designated as medically underserved areas (MUA) and health professional shortage areas
(HPSA) as shown in Appendix G. This highlights two critical needs for cancer control: increased
numbers and distribution of public health services, and increased numbers and distribution of
well-trained health professionals.® Increasing numbers and distribution of a well-trained health
professional workforce requires implementing measures that will improve health professional

knowledge, practice behaviors, and system support.

The HPSA designation is used to identify areas and population groups within the U.S. that are
experiencing a shortage of health professionals in primary care, dental care, and mental health
care. The primary factor used to determine a HPSA designation is the number of health
professionals relative to the population with consideration of high need. Table 1 below, shows
the number of HPSA designations by health discipline and the number of trained professionals
required to remove the shortage designation.® Shortage designations for specialty care and
subspecialties are unavailable but non-primary care workforce supply is tracked and projected
periodically by HRSA.

In 2015, there were 19,902 actively licensed primary care (PC) physicians providing direct
patient care in Texas, which is a 13.6% increase since 2010.% Although the workforce has
increased in size, PC physicians are not evenly distributed throughout the state. There is a 40.7%
difference between the number of PC physicians in metropolitan and non-metropolitan areas, and
a 42% difference between border and non-border areas, even after controlling for population

differences.3®

Along with PC physicians, registered nurses and physicians assistants are integral to the delivery

of health. Similar to the PC workforce, registered nurses and physicians assistants are not evenly
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distributed throughout the state. In 2015, there were 215,436 actively practicing registered nurses
(RNs) in Texas representing a 22.1% increase since 2010 and a 49% increase since 2005. The
racial/ethnic makeup of the RN workforce varies from the overall population.® In 2015, Whites were
over-represented when compared to the demographics of the state. Hispanics made up only
14.1% of the RN workforce, compared to 40% of the overall population.®® In 2015, there were
7,067 actively licensed physician assistants (PAs) in Texas, representing a 43.0% increase since
2010.% There was a 56.7% difference between the number of PAs in metropolitan and non-
metropolitan areas, and 27.5% difference between border and non-border areas, even after
controlling for population differences.® Community health workers (CHW) serve as a bridge
between clinicians and their patients, and provide community-based, culturally-responsive
services. They support a range of activities such as outreach, community education, informal
counseling, social support and advocacy. ¢ In 2015, there were 3,457 actively licensed

community health workers (CHWS) in Texas.*®

Mental Health HPSAs are based on a psychiatrist to population ratio of 1:30,000.3 Although
regulations allow mental health HPSA designations to be based on core mental health provider to
population ratio, most mental health HPSA designations are currently based on the psychiatrists
only to population ratio. Core mental health providers include psychiatrists, clinical
psychologists, clinical social workers, psychiatric nurse specialists, and marriage and family
therapists. In 2015, there were 2,052 actively licensed psychiatrists in Texas however 185 Texas
counties out of 254 did not have a single psychiatrist.>® Furthermore, 40 counties did not have a
licensed clinical social worker. The limited mental health workforce contributes greatly to access
to mental healthcare along with challenges associated with reimbursement, care coordination and

lack of funding.%

Primary drivers of increasing demand of the workforce include population growth, an aging
population and demographics. Due to the diversity of the population within Texas, the
availability of culturally-competent trained health care professionals among all provider levels is

crucial to provide high quality, patient-centered care.
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Table 1. Health Professional Shortage Areas in Texas (as of September 8, 2016)

HPSA Shortage Total HPSA Percent of need met Practitioners needed to
Category designations remove designation
Primary Care 425 66.43% 572

Mental Health 405 40.24% 251

Dental 306 61.08% 402

Data Source: Kaiser Family Foundation, 2016.

Provider Education and Training

MD Anderson contributes directly to the non-primary care, specialty and subspecialty workforce.
Although our institution does not serve as the primary site for training primary, dental or mental
health professionals, we do provide education and training to already licensed health

professionals and strengthen existing primary care capacity in particular areas of Texas.

The institution sponsors 21 Graduate Medical Education (GME) programs accredited by the
Accreditation Council for Graduate Medical Education (ACGME). MD Anderson is the primary
teaching facility for 4 ACGME-accredited programs sponsored by UT — Houston. More than
6,600 trainees, including physicians, scientists, nurses, allied health professionals and students,
participate in educational programs at MD Anderson each year. Additionally the Graduate
Medical Education Committee (GMEC) at MD Anderson oversees 56 non-standard programs
recognized by the Texas Medical Board and other oversight specialty boards and societies. In the
2015-2016 Academic Year, nearly 1,500 medical students, residents and fellows participated in
rotations primarily from UT — Houston, Baylor College of Medicine and The University of
Texas Medical Branch — Galveston. More than 175 trainees participated in 15 Health Professions

training programs including physician assistants, ethics fellows, and others each year.

At MD Anderson, approximately 40,000 new patients are evaluated, and more than 120,000
receive their care on an ongoing basis with 7,600 patients enrolled in clinical trials, providing a
unique opportunity to help and to learn from individuals with every form of cancer. Given this
large training environment, Graduate Medical Education and Health Professionals are moving

toward a focus on population health. All trainees learn about prevention of cancers, as well as the
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socioeconomic factors and demographics associated with various malignancies. Fellows are
required to participate in an institution-wide core curriculum that addresses these areas, and each
clinical department provides lectures to its trainees that incorporate elements of population
health. Since we have a large numbers of rotating residents, we are able to help disseminate this
knowledge through the rotators back to their home institutions. Alternative methods to education
such as through a webinar lecture series are also available for health professionals. One specific
for HPV and cervical cancer was developed in collaboration with Texas Medical Association and

greatly emphasizes strategies to improve vaccination.

Key considerations for workforce training

MD Anderson recently collaborated with institutions across the state to begin to address
population health issues in Texas. In February, 2016, we co-sponsored a symposium with the
Josiah Macy, Jr. Foundation and supported by The University of Texas System titled “The
University of Texas MD Anderson Cancer Center: Developing an Innovative Blueprint to
Address Training and Retention of Rural Practitioners, Mental Health Issues, and
Interprofessional Education.” The symposium brought together medical leaders, health
professions educators, trainees and other healthcare professionals to showcase innovations and
share promising models in graduate medical education in the southwestern region. All University

of Texas institutions were represented.

Community engagement, recruitment and retention of practitioners and interprofessional
education (IPE) surfaced as areas which need to be addressed to improve training of health
professionals across the state. Discussions centered on how best to engage local communities in
bringing GME into the community and identify rural communities that might be interested in and
benefit from serving as IPE hubs. Furthermore, defining IPE training competencies, career paths
for different professions, faculty development were highlighted as needs to create successful IPE
programs. Challenges associated with recruiting physicians to rural areas need to be addressed.
The development of mechanisms to help support physicians in their transition from training to
practice is necessary so they reside in the community long enough to grow roots and remain in
these communities permanently. Although the struggles and issues of public health may vary

from region to region, solutions fall into the same themes including: funding needs; educational

38



implications; team-based approaches; community connections; and partnerships with local, state

and federal entities.

Much of population-based health is provided in the community by healthcare providers including
physicians, nurses, and mid-level providers working together as a team. More emphasis needs to
be placed on team training and interprofessional Education (IPE). Healthcare providers must
learn to work at the maximum level of licensure in order to optimize resources. Therefore, more
education is required to permit mid-level providers to practice at higher levels. This may help

alleviate some of the burden on physicians who are experiencing a workforce shortage.

Mental health is a public health issue affecting a growing number of Americans. Approaches
should include a mix of universal and targeted prevention programs along with better physician
training in mental health outcomes research and prevention. We need to consistently fund
psychiatry and mental health education in rural and urban areas and expand training in mental

health, not just to psychiatry.

There is a need for new workforce strategies that reach outside the traditional hospital setting and
across the continuum of care. When healthcare providers partner with community organizations
to emphasize preventative care, population health outcomes can be improved. There are a
growing number of programs which serve the community and rely on community partnerships as
shown in Appendix D however, internal staff dedicated to community engagement and outreach
is limited. Furthermore, when considering the implementation or expansion of the population
health programs related to priority goals, program evaluation aspects should be considered. For
example, evaluation scientists, especially those with clinical expertise may be valuable to

evaluate programs objectively and determine the return on investment on programmatic efforts.
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SECTION 8 - Assessment of Additional Needs

Our Plan’s catchment Texas is geographically, linguistically and culturally diverse. Therefore,
additional needs with regards to our priority area of reducing health disparities were identified.
These disparities include differentials in cancer incidence and mortality in rural and metro areas,
frontier and non-frontier counties and border and non-border counties. Also, differentials in

cancer incidence and mortality for Hispanic populations are documented.

Rural and Metro

Significant challenges exist for rural areas when compared to metro areas including larger
numbers of health-professional shortage areas (HPSAS) particularly for medical specialties and

lack of access to care due to larger medically underserved areas (MUAs). 37

We identified rural and metro areas according to those designated by the Texas State Office of
Rural Health (2012) groupings.®® Of the 254 counties in Texas, 177 have been designated as
rural counties.'® The TSORH designations are by population size, degree of urbanization and

proximity to metro areas.

Cancer incidence rates are higher in metro areas than in rural areas of the state with 10.9 per
100,000 compared to 9.4 per 100,000 in the State. Mortality rates for all cancer sites are slightly
higher in metro compared to rural areas as demonstrated in Table 8.1.
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Table 8.1 Texas Age- Adjusted Incidence and Mortality Rates for All Cancer Sites
by Geographic Classification, 2009-2013

M incidence ™ Mortality

14 12.8
12 10.9 - 10.4 10.7
10 9.4 -
8 7.9 7.6 7.5 7-4 7.8
6 5.6
4
2
0
Metro Rural Border Non-Border Frontier Non-Frontier
Rates are per 100,000 Texas Cancer Registry, 2009-2013

The rural-metro differential is most pronounced for lung cancer with incidence rates of 63.3
compared to 54.8 per 100,000 for rural and metro areas. The lung cancer mortality rate is 48.7
per 100,000 in rural areas compared to 40.6 in metro areas (see figure 8.4 in Appendix H). This
differential may be a result of the higher smoking rates that have been found in rural areas.*
Rates of smokeless tobacco use are also higher in rural than urban areas particularly for those
ages 18-49. 4°

Frontier and Non-Frontier Counties

Texas is also unique in the percentage of persons living in frontier areas which is among the
highest in the nation.*! There are 64 counties designated as frontier (less than 7 persons per
square mile) in Texas.*? Frontier areas are sparsely population and tend to be isolated from major

population centers and services including healthcare.
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Figure 8.1 Frontier Designated Areas 2010
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Many of the challenges facing rural counties are also present in frontier counties. This is
unsurprising given that 97% of the counties in Texas designated as frontier are also rural ones.
These areas typically have poor access to care due to inadequate numbers in their population
health workforce. Moreover, only 27% of Critical Access Hospitals are located in frontier
areas.*? Additional concerns for frontier areas are the migration of seasonal workers, residents

and tourist who may place a strain on already limited resources at certain times of the year.

Frontier area residents also tend to be at higher risk for conditions related to limited access to
mental health services including suicide and substance abuse. Obesity and cigarette smoking
rates are also significantly higher in frontier compared to non-frontier areas.

Some of the initiatives that have been put forth by the Frontier Community Hospital Integration
Project include a strengthening of telemedicine, nursing facility care, home health and

ambulance services to address these. 43
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Border and Non-Border Counties

Border counties in Texas are those within 100 km of the U.S./Mexico border according to Article
4 of the La Paz Agreement of 1983. There are 32 counties in Texas designated as Border

counties. *

Figure 8.2 Border Counties in Texas
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Border counties face some of the same challenges as frontier or rural counties, however rates of
poverty and lack of health insurance despite being employed are higher in border counties than

in other areas of the state. *°

Both cancer incidence and mortality rates are higher for border counties than non-border
counties (See Table 8.1). In particular, incidence and mortality rates of the highly preventable
cervical cancer are higher in border than non-border countries (see Table 8.3). Incidence and
mortality rates for liver cancer are also higher in border counties than non-border counties. The

liver cancer incidence rate is 12.8 compared to 10.4 per 100,000 from border and non-border
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counties. The liver cancer mortality rate is 9.8 for border counties compared to 7.5 for non-

border counties (see figure 8.5 in Appendix H).

Table 8.3 Texas Age- Adjusted Incidence and Mortality Rates
for Cervical Cancer by Geographic Classification, 2009-2013

® Incidence ® Mortality

2.7
2 I I
0

Metro Rural Border Non-Border Frontier Non-Frontier

12 11.0
10.2
10 9.2 2.6 9.0 9.2
8
6
4 it 2.6 2.7 2.7

Rates are per 100,000 Texas Cancer Registry, 2009-2013

Hispanic Health

The Hispanic population in Texas is the second largest in the nation, with about 39% of Texas
residents reporting Hispanic ethnicity.! The Hispanic or Latino population of Texas also includes

immigrants from Mexico, Central America, and South America, as well as Tejanos.

The Latino population in Texas has demonstrated needs with regards to access to cancer
screening and early detection services when compared to other races/ethnicities in the State.
According to the Texas Behavioral Risk Factor Surveillance System (BRFSS) survey for 2014,
Hispanics ages 18 to 64 are more likely to report being without health insurance (48.9%) when
compared to either non-Hispanic whites (14.0%) or Blacks (26.5%). Hispanic women are also
significantly less likely to have ever had a mammogram or Pap test than other ethnic groups.
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Some of the access to care challenges facing the Hispanic population in Texas are influenced by
socioeconomic factors such as education, income and insurance status. Other barriers to care
arise from geographic location (particularly for those Hispanics who live in border, rural or
frontier counties) as well as immigrant status, whether one is employed in seasonal work and

one’s level of English language fluency.
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SECTION 9 - Plan and Strategy to Implement Population Health

Strategic Plan

The UT Population Health Strategic Plan is divided into two phases. Phase 1 consists of plan
development with a projected end date of January 31, 2017. Phase 2 commences with the
development of an overall UT system strategy through collaboration with other UT institutions.

Focus Areas/Community Priorities

In section 9, we identify focus areas, community priorities and present baseline data and targets.
Furthermore, we indicate whether these priorities are short-term or long-term targets. Short-term
targets have a time horizon of 1-2 years whereas long-term targets are scheduled out 3 or more
years. We also identify strategic actions using the PES framework (Policy, Education and
Community-based Services). Please refer to the goal plan (starting on pg. 57 for the full set of
primary prevention goals and objectives along with current progress/targets. MD Anderson
recognizes target achievement as metrics which meet or exceed Healthy People 2020 goals. The
logic models for each focus area present inputs, outputs, short-, medium- and long-terms
outcomes.

Through the efforts of our MD Anderson Population Health Strategic Plan Steering
Committee, we identified three primary focus areas for the institution based on community
needs. These are: 1) health disparities 2) low uptake and acceptance of vaccinations that prevent
cancer and 3) prevalence of lifestyle/behavioral risk factors that contribute to cancer risk such as
unhealthy diets, lack of adequate physical activity and tobacco use.

;‘I:Focus Area: Reducing Health Disparities

Focus Area 1: Reducing health disparities

This focus area has as its key objectives promoting innovative programs with the goals of 1)
reducing health disparities in cancer screening and early detection and 2) developing strategies to
identify and screen high risk populations.

Disparities exist in early detection and screening for racial/ethnic minorities and by geography
(See Appendix C). Factors that contribute to these disparities are lack of health insurance and
socioeconomic status differentials.

There is differential impact for groups such as the incidence of Triple negative breast cancer
which is significantly higher among African American women when compared to all other
ethnicities. *® Hispanic and African American women have a much higher incidence of cervical
cancer than do white women (See Figure 3.5a in Appendix C). African American men have
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higher death rates from prostate cancer than any other racial or ethnic group. *® Asian Americans,
Native Hawaiians and Pacific Islanders (AANHPIs) generally have lower overall cancer rates
than non-Hispanic whites although cancer is the leading cause of death for AANHPIs. When
considering the most common cancers, AANPHIs are at higher risk for stomach, liver, certain
cervical subgroup and infection-associated nasopharyngeal cancers than are non-Hispanic
whites.

The Hispanic population in Texas is the second largest in the nation, with about 39% of Texas
residents reporting Hispanic ethnicity. The Hispanic or Latino population of Texas also includes
immigrants from Mexico, Central America, and South America, as well as Tejanos.

The Latino population in Texas has demonstrated needs with regards to access to cancer
screening and early detection services when compared to other races/ethnicities in the State.
According to the Texas Behavioral Risk Factor Surveillance System (BRFSS) survey for 2014,
Hispanics ages 18 to 64 are more likely to report being without health insurance (48.9%) when
compared to either non-Hispanic whites (14.0%) or Blacks (26.5%). Hispanic women are also
significantly less likely to have ever had a mammogram or Pap test than other ethnic groups.

The institution is developing and implementing programs for certain high risk groups such as
adults at high risk for developing lung cancer, women who are genetically predisposed to breast
cancer and those who have other inherited conditions such as Familial adenomatous polyposis

Priority Area for Reducing Disparities

Cultural, Linguistic, Socioeconomic and/or Develop and disseminate culturally and
Geographic Barriers linguistically appropriate community health
education resources and tools (tailored to address
cultural, geographic and socioeconomic barriers)
[short-term, long-term]

Specialized Populations Identify and address unmet needs among
specialized populations such as cancer survivors,
pregnant smokers [long-term]

Mental Health Develop and implement targeted program services
that include mental health facilities and juvenile
detention centers [long-term]

(FAP) or Lynch syndrome.

No headline indicators have been selected for this focus area.
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Focus Area 2: Increasing vaccination rate for vaccines shown to reduce the risk of infectious
disease related to cancer.

L " Focus Area: Increasing cancer-related vaccination rates

HPV is the most common sexually transmitted infection (ST1).#” Most people will become
infected with HPV at some point in their lives and most infections clear on their own.*’
However, persistent infection is associated with several types of cancer and genital warts. In fact,
almost all cervical cancer, 91% of anal cancers, 75% of vaginal cancers and more than 60% of
vulvar, penile and cancers at the back of the throat are linked to HPV infection.*

HPV vaccination protects against strains of the virus that cause oropharyngeal cancer, cervical
cancer and other anogenital cancers. The Advisory Committee on Immunization Practices (2016)
has issued new recommendations for the use of a two-dose schedule for girls and boys who
initiate the vaccination series between ages 9 and 14 years.*® The three doses recommendations
continue for individuals who initiate the vaccination series during ages 15 through 26 years and
for immunocompromised persons. Both males and females in Texas fall short of the Healthy
People 2020 goals of 80% HPV vaccinations rates for ages 13-17. Vaccination rates with three or
more doses formerly recommended is 33.9% for females and only 17.7% for males (See figure
9.1). In addition to the sex-based differences, there is geographical disparity in HPV vaccination
rates with rates for females and males in the city of Houston and El Paso being higher than those
in the rest of the State (figure. 9.1).

Current institutional efforts are focused on program targeting providers and parents with
education on the benefits of HPV vaccination. The institution also provides on-site vaccination
events or eligible employees and the children of employees.
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Male and Female Adolescents Aged 13-17 Years
Who Had 2 3 HPV Vaccine Doses, 2014
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CDC: National Immunization Survey-Teen, United States, 2014

Priority Area for Increasing Cancer-Related Vaccination Rates

Increase percentage of youth and young adults e Support policies that promote HPV

completing the HPV vaccine series vaccination [short-term].

related cancers [short-term].

term].

The headline indicator that will be used is percentage of children and adolescents who complete

the recommended HPV vaccination series.
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e Collaborate with diverse stakeholders to
increase their awareness of infection-

e Provide education to health care providers
to increase their knowledge related to
infectious diseases and cancer [short-
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Focus Area 3: Lifestyle/Behavioral Risk Factors

Creditable scientific evidence exists to support a link between certain lifestyle/behavioral
risk factors and cancer. According to the American Association for Cancer Research (AACR), an
estimated 33% of cancers are caused by tobacco use and another 20% by overweight and
obesity.?® Both diet and exercise are responsible for an additional 5% each making well-over half
of all cancers being caused by lifestyle/behavioral risk factors.

Focus Area: Eliminating Tobacco Use

3a. Eliminating Tobacco Use

This focus area is further segmented into 1) decreasing the percentage of youth who use tobacco,
2) decreasing the percentage of adults who use tobacco 3) reducing exposure to secondhand
smoke.

Tobacco is the leading cause of preventable death in Texas. % In Texas, youth currently meet the
Healthy People 2020 goal of 16% or less for smoking, but not for smokeless tobacco with 8.1%
currently using these products (Healthy People 2020 goal is 6.9%). Adults smoking rates are
15.9% and use of smokeless tobacco is 4.3%.° Currently 65.8% of U.S. residents is covered by
100% smoke-free local or state laws in restaurants and bars compared to 40.1% of Texans.>!
These figures are for municipalities and states with ordinances or regulations that are currently in
effect. Smoke-free means that the establishments do not allow smoking in attached bars or
separately ventilated rooms and do not have size, age, or hours exemptions.

Preventing Tobacco Use Initiation

MD Anderson has evidence-based programs designed to prevent tobacco use initiation among
children and teens with new partnerships currently being implemented to expand these
initiatives.

Decreasing Adult Tobacco Use

MD Anderson’s strategic plan for reducing adult tobacco use is a comprehensive program that
includes the following components recommended by the Texas Department for State Health
Services: 1) statewide and community-level interventions, 2) health communications 3) cessation
services 4) surveillance and evaluation and 5) administration and management.

Reducing Exposure to Secondhand Smoke
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In addition to the prevention and cessation efforts outlined above, MD Anderson also provides
education on the dangers of secondhand smoke and works to promote policies and laws for a
tobacco-free environment. These targeted environments include restaurants, bars, workplaces,
event venues and campuses. Moreover, MD Anderson instituted tobacco-free hiring in January
2015 which include pre-employment tobacco-used screening, information and referral services.
Continuing efforts are modeled on the MPOWER Framework which is comprised of
Monitoring tobacco use and prevention policies, Protecting people from tobacco smoke,
Offering help to quit tobacco use, Warning about the dangers of tobacco, Enforcing bans on
tobacco advertising, promotion and sponsorship and Raising taxes on tobacco.

Priority Areas for Eliminating the use of Tobacco

Decrease percentage of youth who use tobacco e Develop and disseminate educational
materials related to tobacco prevention
and cessation [short-term].

e Implement evidence-based school and
community programs that prevent
tobacco-use among youth and adults
[short-term].

e Reduce youth adoption of e-cigarette and
alternative nicotine delivery systems
[long-term].

Decrease percentage of adults who use tobacco e Promote tobacco-free environmental
policies [long-term].

e Develop and disseminate educational
materials related to tobacco prevention
and cessation [short-term].

e Train HCPs to use best-practices related
to increasing the provision of or referral
to tobacco cessation services [long-term].

Reduce exposure to second-hand smoke e Promote tobacco-free environmental
policies [long-term].

The headline indicators for this focus area are: 1) Percent of youth reporting smoking cigarettes
or using smokeless tobacco in the last 30 days (YRBSS), 2) Percentage of adults who report
smoking cigarettes or using smokeless tobacco on one or more of the previous 30 days (BRFSS)
and 3) numbers of Texans covered by smoke-free restaurant and bar laws and ordinances
(American Nonsmokers’ Rights Foundation and institutional policy scans as needed). More
detail for this priority area including the EndTobacco program implementation strategy may be
found in Figure 5.5 in Appendix F.
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% Focus Area: Healthy Eating and Physical Activity

3b. Healthy Eating and Physical Activity

Obesity and physical inactivity (PA) are not only related to cancer incidence, they also impact
recurrence of tumors, metastasis and cancer patient survival. 2> Hence the need for achieving and
maintaining a healthy BMI through energy balance. Energy balance is the relationship between
calories taken into the body through food and drink and the calories being expended by our
bodies for daily energy requirements. Energy balance is impacted by nutrition and exercise.

Children, adolescents and adults fall short of Healthy People 2020 guidelines for physical
activity and Texas Cancer plan guidelines for fruit and vegetable consumption according to
baseline indicators.

The institution has a number of programs promoting physical activity and nutrition among
children and adolescents as well as cancer survivors.

Priority Area for Healthy Eating and Physical Activity

Increase percentage of youth who follow Encourage youth and families to choose lifestyles

evidence-based PA guidelines that promote healthy weight and adequate
physical activity [long-term].

Increase the percentage of adults who follow Develop and disseminate educational materials

evidence-based PA guidelines related to healthy behaviors and obesity
prevention [short-term].

Increase percentage of youth and adults who Support environment and policies that promote

follow evidence-based nutrition guidelines the adoption of healthy behaviors and reduce
barriers to the access of healthy food [long-term].

Expand children’s access to evidence-based Implement evidence-based school, youth and

nutrition and PA programs adult community programs that promote nutrition
and physical activity [short-term].

The headline indicators for this focus area are percentage of: 1) high school students who were
physically active for at least 60 minutes on 5 or more days, 2) adults who were physically active
a total of 150 minutes a week, 3) youth and adults who consumed at least 5 FV servings in a day
and 4) monitoring number of programs focused on PA for children.
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PRIMARY PREVENTION GOAL 1

Eliminate the use of tobacco and reduce morbidity and mortality from tobacco-related cancers*

Objectives

Current Progress/Targets

1. Decrease the percentage of youth who use tobacco.
e Decrease the percentage of youth who report
smoking cigarettes or using smokeless tobacco on
one or more of the previous 30 days, YRBSS

Current: 14.3% (YRBSS, 2013)
Healthy People 2020: 16%

Smokeless tobacco:
Current: 8.1% (YRBSS, 2013)
Healthy People 2020: 6.9%

2. Decrease percentage of adults who use tobacco.
o Decrease percentage of adults who report
smoking cigarettes or using smokeless tobacco on
one or more of the previous 30 days ,BRFSS

Smoking:
Current: 15.9% (BRFSS, 2013)

Healthy People 2020: 12%

Smokeless tobacco:
Current: 4.3% (BRFSS, 2013)
Healthy People 2020: 0.3%

3. Reduce exposure to secondhand smoke
e Number of Texans covered by 100% smoke-free
restaurant and bar laws ordinances (no-smoke)

Current: 40.1% (American Nonsmoker’s Rights
Foundation, 2016)
Healthy People 2020: 100%

Policy

e  Promote tobacco-free environment policies by collaborating with external stakeholders through regional and
statewide initiatives. (ex: tobacco-free campuses, tobacco-free hiring policies, tobacco-free event venues).

Education

e Develop and disseminate community health education resources and tools (tailor resources to address cultural,
geographic and socioeconomic barriers)

e Continue to develop and disseminate educational materials related to tobacco prevention, cessation and
treatment.

e Train health professionals and promote systems and best practices related to increasing provision of or referral

to tobacco cessation services.

Services

e Implement evidence-based school and community programs that prevent tobacco-use among youth and
adults.
e Expand access to use of comprehensive tobacco cessation programs and services.

e Implement evidence-based programs to decrease disparities in gender, racial/ethnic populations, and high-risk
populations related to incidence and mortality from tobacco-related cancers.

Identified gaps in current efforts

e Specialized populations in need of targeted program services include cancer survivors. Facilities in need of
targeted program services include mental health care facilities and juvenile detention centers.

*Reduce youth adoption of e-cigarette and alternative nicotine delivery systems.
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PRIMARY PREVENTION GOAL 2

Increase adoption of evidence-based nutrition behaviors and physical activity behaviors
shown to reduce obesity and cancer risk
Current Progress/Targets

Objectives

1. Increase the percentage of youth who follow evidence-
based physical activity guidelines.

e Percentage of high school students who were physically
active for at least 60 minutes on 5 or more days, YRBSS

Current: 48.3% (YRBSS,2013)

Healthy People 2020 (aerobic physical activity):

31.6%

2. Increase the percentage of adults who follow evidence-
based physical activity guidelines.
e Percentage of adults who were physically active for a
total of 150 minutes per week , BRFSS)

Current: 42.1% (BRFSS,2013)
Healthy People 2020: 47.9%

3. Increase the percentage of youth and adults who follow
evidence-based nutrition guidelines.
e 5 fruits and/or veggies/day, YRBSS

Youth:
Current: 22.5% (YRBSS, 2013)
Healthy People 2020: N/A

Texas Cancer Plan: 26%

Adults:

Current: 14.3% (BRFSS, 2013)
Healthy People 2020: N/A
Texas Cancer Plan: 26%

4. Expand children’s access to evidence-based nutrition and
physical activity programs
e Number of programs focused on nutrition and physical
activity for children

Policy
e  Support environment and policies that promote the adoption of healthy behaviors and reduce barriers to the
access of healthy food.

Education
e Develop, partner and disseminate educational materials related to healthy behaviors and obesity prevention.
e  Encourage youth and families to choose lifestyles that promote healthy weight and adequate physical activity.
e Develop and disseminate community health education resources and tools (tailor resources to address cultural,
geographic and socioeconomic barriers)

Services
e Implement evidence-based school, youth and adult community programs that promote healthy nutrition and
physical activity.
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PRMARY PREVENTION GOAL 3

Increase vaccination rate for vaccines shown to reduce the risk of infectious disease
related to cancer

Objectives Current Progress/Targets
1. Increase the percentage of youth and young adults who Current: 33.9% (NIS-Teen, 2014)
have completed the recommended HPV vaccine series Healthy People 2020: 80%

according to Advisory Committee on Immunization Practices

(ACIP) guidelines.

e Percentage of adolescents ages 13-17 who completed 3
doses of HPV, National Immunization Teen Survey

2. Promote hepatitis B vaccine and adoption of CDC
recommendations for hepatitis screening, cancer
surveillance and treatment.

3. Promote screening for hepatitis C, cancer surveillance and
treatment.

Policy
e  Support policies that promote HPV and Hepatitis B vaccination and collaborate with diverse
stakeholders to increase awareness of infection-related cancers.

Education
e  Continue to provide education to health professionals to increase their knowledge related to infectious
disease and cancers and reinforce the importance of vaccination as a cancer preventive measure.
e  Continue to develop and disseminate community health education resources and tools (tailor resources
to address cultural, geographic and socioeconomic barriers)

Identified gaps in current efforts
e Promote demonstration project and research on screening for liver cancer
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PRIMARY PREVENTION GOAL 4

Reduce exposure to solar and artificial ultraviolet (UV) radiation to prevent skin cancer

Objectives Current Progress/Targets
1. Promote skin cancer prevention behavior among youth, Current:
adolescents, and adults e Unavailable for TX, (YRBSS,2013)
e Percentage of youth that have had a sunburn in the e Unavailable for TX, (NHIS, 2015)
past year, YRBSS e  4.6% (BRFSS, 2014)

e Percentage of youth and adults that follow protective
measures to reduce the risk of skin cancer, YRBSS and
National Health Interview Survey (NHIS)

e Percentage of adults that have ever received a skin
cancer diagnosis, BRFSS

2. Reduce the incidence and mortality from melanoma Current melanoma incidence rate: 12.1 per
e Age adjusted incidence and mortality rates from 100,000 ( TCR, 2012)
Texas Cancer Registry Healthy People 2020: N/A

Current melanoma mortality rate: 2.2 per
100,000 (TCR, 2012)
Healthy People 2020: 2.4 deaths per 100,000

Policy
e Support policies that promote behaviors that reduce exposure to UV radiation and support an
environment that promotes sun safety.
e  Provide expertise and tools on the implementation of skin cancer policies in various settings (college
campuses, recreational venues etc.)

Education
e Develop and disseminate evidence-based UV protection curriculum.
e Continue to develop and disseminate community health education resources and tools (tailor resources
to address cultural, geographic and socioeconomic barriers)

Identified gaps in current efforts
e  Populations and facilities in need of skin cancer prevention program and services include rural health
facilities and migrant workers.
e  Establish additional partnerships with recreational venues, corporate entities as these may be potential
settings for educational sessions.
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SECONDARY PREVENTION GOAL 5

Increase proportion of early stage diagnosis through screening and
early detection to reduce deaths from breast cancer

Objectives Current Progress/Targets
1. Increase proportion of women who receive breast cancer Current: 64.8% (BRFSS, 2012)
screening according to MD Anderson guidelines Healthy People 2020: 81.1%

e Percentage of women over age 40 and over who have
had a mammogram within the past 2 years, BRFSS

2. Reduce the rate of late-stage diagnosis of breast cancer Current: 21.0 deaths per 100,000 (TCR,
e rate per 100,000 female breast cancer diagnosis, age- 2012)
adjusted mortality rate female breast cancer, TCR Healthy People 2020: 20.7 deaths per
100,000

3. Identify high-risk populations based on germline mutations
through population-based genomic screening

Education
e Develop and disseminate educational materials related to breast cancer and screening guidelines.
e Continue to develop and disseminate community health education resources and tools (tailor resources
to address cultural, geographic and socioeconomic barriers)

Services
e Implement programs that increase access to genomic screening, breast screening and diagnostic
follow-ups for eligible women.
e Increase access and reduce barriers to breast screening services through alternative screening
opportunities to reach underserved populations and geographic areas (ex: mobile mammography)
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SECONDARY PREVENTION GOAL 6

Increase proportion of early stage diagnosis through screening and early
detection to reduce deaths from cervical cancer

Objectives Current Progress/Targets
1. Increase proportion of women who receive cervical cancer Current: 74.6% (BRFSS, 2010)
screening according to MD Anderson guidelines Healthy People 2020: 93%

e Percentage of women age 18+ who have had a Pap test
w/in the past 3 years, BRFSS

2. Reduce rate of invasive cervical cancer Current rate of invasive stage diagnoses:
e  Rate per 100,000 cervical cancer diagnoses at invasive 9.0 per 100,000 (TCR, 2011)
stage and age-adjusted mortality rate cervical cancer, Texas Cancer Plan: 7 per 100,000
TCR Current mortality rate: 2.8 deaths per

100,000 (TCR, 2011)
Texas Cancer Plan: 2 deaths per 100,000

Education
e Develop and disseminate community health education resources and tools (tailor resources to address
cultural, geographic and socioeconomic barriers)
e Increase health professional knowledge on cervical cancer prevention, best practices and utilization of
clinic management tools to improve early detection and access to follow-up services.

Services
e Implement and expand programs that increase access and reduce barriers to cervical cancer screening
services.
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SECONDARY PREVENTION GOAL 7

Increase proportion of early stage diagnosis through screening and early detection
to reduce deaths from colon and rectum cancer

Objectives Current Progress/Targets
1. Increase proportion of adults who receive colon and rectum Current: 62.6% (BRFSS, 2012)
cancer screening according to MD Anderson guidelines. Texas Cancer Plan: 75%

e Percentage of adults age 50+ who have had a
sigmoidoscopy or colonoscopy, BRFSS

2. Reduce the rate of invasive colon and rectum cancer. Current: 38 per 100,000 (TCR, 2012)
e Rate per 100,000 colon and rectum cancer diagnoses at Healthy People: 38.6 new cases per
invasive stage and age-adjusted mortality rate, TCR 100,000
Current: 14.6 deaths per 100,000 (TCR,
2012)
Healthy People: 14.5 new cases per
100,000

Policy
e  Establish and mobilize a statewide colorectal cancer coalition to address policy issues such as
screening reimbursement and commitment to national screening campaigns. (ex: achievement of 80%
screening rate by 2018).

Education
e Develop and disseminate community health education resources and tools (tailor resources to address
cultural, geographic and socioeconomic barriers).

Services

e Implement programs that increase access and reduce barriers to colorectal cancer screening and
provide appropriate navigation services.
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SECONDARY PREVENTION GOAL 8

Increase proportion of early stage diagnosis through screening and early detection
to reduce deaths from lung cancer
Objectives Current Progress/Targets

1. Increase proportion of adults who receive lung cancer
screening according to MD Anderson guidelines.

Education
e Increase health professional knowledge on lung cancer prevention, best practices and screening
guidelines to improve early detection of lung cancer.

Services
e Implement community-based programs that increase access to lung screening for eligible populations.

SECONDARY PREVENTION GOAL 9

Increase proportion of early stage diagnosis through screening and
education to reduce deaths from prostate cancer
Objectives Current Progress/Targets

1. Promote education and screening for prostate cancer.

Education
e Develop and disseminate community health education resources and tools (tailor resources to address
cultural, geographic and socioeconomic barriers).
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SUPPLEMENTAL GOAL 10

Promote quality of life and overall health and well-being for cancer survivors

and their caregivers.

Objectives

Current Progress/Targets

1. Increase participation in and access to survivorship
programs and services designed to improve quality of life.

Nationwide, 65.2% of persons with cancer
were living 5 years or longer after diagnosis
in 2007.

Healthy People 2020 target: 71.7%

2. Increase access to smoking cessation resources

3. Increase the number of community clinicians trained in
survivorship care

Education

e Increase health professional knowledge on survivorship care and appropriate resources and tools for

cancer survivors.

SYSTEMS GOAL 1

Develop and strengthen the infrastructure sup

1

porting the delivery of the
n care services

most appropriate cancer preventic

Objectives

Current Progress/Targets

1. Increase the number and distribution of quality, accessible,
and affordable facilities, equipment, technology, and
cancer prevention and care services
e Percentage of population uninsured, US Census

Current:

22.1% (U.S. Census, 2013)

16.9% uninsured (Rice University, Baker
Institute, 2015)

2. Increase the number of well-trained health professionals
serving rural, frontier and other health professional
shortage areas
o Number of counties with health professional shortage

areas, HRSA

Current:

299 HPSAs

179 MUA (Whole counties)
44 MUA (Partial counties)
TX, DSHS

3. Enhance and protect existing cancer data systems,
including the Texas Cancer Registry, BRFSS and YBRSS to
monitor and support outcome-driven cancer research,
prevention and control

Policy

e Support policies that increase access to cancer preventive services and develop an environment of

cancer control and prevention.
e  Support policies which sustain funding for the state cancer
survey and the immunization registry.

registry, behavior risk factor surveillance
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RESEARCH GOAL 12

Support innovative research that will enhance the potential for medical and
scientific breakthroughs in cancer
Objectives Current Progress/Targets

1. Develop and implement novel methods for cancer
prevention and control, screening and early
detection, including imaging technologies, genomics,
and proteomics

2. Develop less invasive treatment and screening
options for cervical cancer

Policy
e Support and collaborate with public and private stakeholders to expand research capabilities and
accelerate translation of research into community-based practice.

RESEARCH GOAL 13

Increase opportunities to access and participate in cancer research and clinical trials

Objectives Current Progress/Targets
1. Increase awareness, participation, and retention of Current: 3.3% (BRFSS, 2010)
eligible patients, including those from diverse and Healthy People 2020: None
under-represented populations in cancer clinical Texas Cancer Plan: 5%
trials

e  Percentage of adults who participated in a cancer
clinical trial as part of their treatment, BRFSS

Policy
e Support policies which promote community-based participatory research (CPBR).

Education
e  Facilitate and guide the development and dissemination of culturally and linguistically appropriate
recruitment materials.

Services
e Guide research stakeholders with the recruitment and enrollment of under-represented populations in
cancer-related clinical trials.
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CROSS-CUTTING GOAL 14

Reduce health disparities.
Objectives Current Progress/Targets

1. Promote innovative programs with the goal of reducing
health disparities in cancer screening and early detection
for vulnerable populations such as racial/ethnic
minorities, the socioeconomically disadvantaged,
linguistically and geographically diverse groups.

2. Develop strategies to identify and screen high risk
populations

Policy
e Support policies which promote health equity.
e  Promote diversity in networks of community partners.

Education
e Continue to develop and disseminate culturally and linguistically appropriate community health
education resources.
e Increase health literacy in programs, policies, strategic plans, and research activities.

Services
e Support policies and programs that increase health care professionals’ awareness and use of culturally
competent care techniques.
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SECTION 10 - Environmental Impact Assessment

MD Anderson believes that inaction is not an option in its educational, research and patient care
efforts towards Making Cancer History®. As the #1 ranked cancer hospital for cancer care, we
would be amiss if we did not contribute to the development of healthy lifestyle habits and
encouraging all Texans to get regular screening exams in order to greatly reduce the risk for
some types of cancers. The devastating toll of cancer is predicted to increase unless more
effective strategies for cancer prevention, early detection, and treatment are developed. Between
2010 and 2020, the number of new cancer cases in the US is predicted to increase by about 24%

in men and 21% in women.>?

As mentioned in section 1, Texas is becoming increasingly diverse and its population is
consistently growing at a rapid pace. The older population is growing faster in Texas than in the
nation. By 2030, just under one in five people in Texas will be over 64 years of age.® Cancer will
become increasingly important to address as it is primarily a disease of aging. The social
determinants of health play a large role in health care disparities and access to healthcare,
prevention services, access to nutritional food, and overall lifestyle. Texas has a high poverty
rate and uninsured rate so services are needed to address the health issues unique to each region

and its residents particularly for cancer prevention, screening, and research.

Approximately 50% of cancer cases are preventable through lifestyle and behavior modifications
or through implementation of public education and policy initiatives that educate individuals on
how to reduce their cancer risk (see section 2). Many cancer risk factors (shown in appendix F)
are also risk factors for other chronic diseases, such as cardiovascular disease, respiratory
diseases, and diabetes. Therefore, addressing the risk factors discussed in this plan such as
obesity, unhealthy diets, physical inactivity, tobacco use and exposure to pathogens can
potentially reduce the disease burden beyond cancer. The proposed population health strategic
plan intends to accelerate the progress that has been made statewide and ultimately end cancer.
According to the most recent data, Texas ranks 10" nationwide among states in adult obesity
prevalence and 13" in diabetes prevalence.>® Current estimates project that nearly 75% of Texans

will be overweight or obese by the year 2040. By 2030, there is a projected increase of over
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482,000 cases of obesity-related cancers and approximately 4.5 times as many cases of heart
disease in Texas as there are currently.® If current trends continue, associated costs will nearly
quadruple from $10.5 billion in 2001 to as much as $39 billion by 2040.>* Tobacco use has
declined significantly since the U.S. Surgeon General’s Report was released in 1964, however
many youth and adults continue to smoke and remain at risk for tobacco-related disease. Use of
novel tobacco products such as electronic cigarettes has increased and presents a new challenge
in tobacco prevention and control. Annual healthcare costs caused directly by tobacco use in
Texas amount to $8.85 billion.>®

The proposed plan emphasizes cancer screening to improve early detection of cancer thus
improving treatment outcomes, quality of life and reduce cancer health disparities. Also
emphasized throughout the plan, is primary prevention to help mitigate exposure to cancer risk
factors through promotion of behavior change and health promotion. Without a concerted and

statewide effort, the future health of Texans and the state economy could be in jeopardy.
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Appendix A

Table 1. Distribution of 80% of FY15 Patients Served Origin By County: Texas

County Metropolitan Statistical Area (MSA) Count Percentage
Harris Houston-Sugarland-Baytown 39,814 40.22%
Fort Bend Houston-Sugarland-Baytown 7,376 7.45%
Montgomery Houston-Sugarland-Baytown 5,315 5.37%
Brazoria Houston-Sugarland-Baytown 4,118 4.16%
Galveston Houston-Sugarland-Baytown 4,064 4.11%
Jefferson Beaumont-Port Arthur 3,210 3.24%
Travis Austin-Round Rock-San Marcos 2,093 2.11%
Hidalgo McAllen-Edinburg-Mission 1,808 1.83%
Nueces Corpus Christi 1,420 1.43%
Cameron Brownsville-Harlingen 1,392 1.41%
Bexar San Antonio-New Braunfels 1,261 1.27%
Dallas Dallas-Fort Worth-Arlington 1,236 1.25%
Tarrant Dallas-Fort Worth-Arlington 1,222 1.23%
Orange Beaumont-Port Arthur 1,175 1.19%
Williamson Austin-Round Rock-San Marcos 871 0.88%
Brazos College Station-Bryan 835 0.84%
El Paso El Paso 805 0.81%
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Victoria Victoria 767 0.77%
Hardin Beaumont - Port Arthur 695 0.70%
Total 79,477 80.29%

Figure 1.1 MD Anderson FY15 Patient Origin Distribution

*All patients assigned a medical record number during a patient visit are captured in this

Texas State & MD Anderson’s Distribution of FY15 Patient Origin (Al Patients Served)
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distribution. This includes patients who have received screening services, treatment and follow-up
care from any MD Anderson clinic.
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Figure 1.1 MD Anderson FY15 Patient Origin Distribution

FY15 MD Anderson’s Total Patients Served

(TPS) By Origin Percentage

International 4%

Rest of TX
27%
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Males Incidence

Female Incidence

180

Cancer Incidence Trends in Texas by Sex 1995-2012

Figure 2.1 Cancer Incidence and Mortality Trends in Texas.
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Appendix C

Figure 3.1. Leading New Cancer Cases in Texas by Sex, 2015 Estimates
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Figure 3.3. Texas Age-Adjusted Overall Cancer Incidence and Mortality Rates by Race,
2009-2013

Figure 3.3a Texas Age - Adjusted Overall Cancer
Incidence Rates by Race, 2009-2013
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Figure 3.3. Texas Age-Adjusted Overall Cancer Incidence and Mortality Rates by Race,
2009-2013

Figure 3.3b Texas Age - Adjusted Overall Cancer
Mortality Rates by Race, 2009-2013
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Figure 3.4. Breast Cancer Incidence and Mortality (by Race and MSA)

Figure 3.4a Texas Age - Adjusted Female Breast Cancer
Incidence Rates by Race, 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.4b Texas Age - Adjusted Female Breast Cancer
Mortality Rates by Race, 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.4c Age - Adjusted Female Breast Cancer
Incidence Rates by MSA, 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.4d Age - Adjusted Female Breast Cancer
Mortality Rates by MSA, 2009 - 2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.5 Cervical Cancer Incidence and Mortality (by Race and MSA)

Figure 3.5a Texas Age - Adjusted Cervical Cancer
Incidence Rates by Race 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.5b Texas Age - Adjusted Cervical Cancer
Mortality Rates by Race 2009-2013
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Figure 3.5c Age - Adjusted Cervical Cancer
Incidence Rates by MSA, 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.5d Age - Adjusted Cervical Cancer
Mortality Rates by MSA, 2009 - 2013

Cl - Confidence Intervals Rates are per 100,000
Lubbock

[CI: 1.8 - 5.0]

Tyler 3.2
| Cl: 2.8 - 4.6|

McAllen - Edinburg - Pharr 3.6
Cl:2.5-3.0
Dallas - Fort Worth - Arlington [ %5:3-0] 2.8
[Cl: 2.2 -3.8]
El Paso 29
[Cl:2.4-29]
Houston-Baytown-Sugarland 2.6
0 1 2 3

Texas Cancer Registry, 2009-2013

85



Figure 3.6. Colorectal Cancer Incidence and Mortality (by Race and MSA)

Figure 3.6a Texas Age - Adjusted Colorectal Cancer
Incidence Rates by Race, 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.6b Texas Age - Adjusted Colorectal Cancer
Mortality Rates by Race, 2009-2013
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Figure 3.6¢c Age - Adjusted Colorectal Cancer
Incidence Rates by MSA, 2009-2013

Cl - Confidence Intervals
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Figure 3.6d Age - Adjusted Colorectal Cancer
Mortality Rates by MSA, 2009 - 2013
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Figure 3.7. Liver Cancer Incidence and Mortality (by Race and MSA)

Figure 3.7a Texas Age - Adjusted Liver Cancer
Incidence Rates by Race, 2009-2013
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Figure 3.7b Texas Age - Adjusted Liver Cancer
Mortality Rates by Race, 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.7c Age - Adjusted Liver Cancer
Incidence Rates by MSA, 2009-2013

Rates are per 100,000
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Figure 3.7d Age - Adjusted Liver Cancer
Mortality Rates by MSA, 2009 - 2013

Cl - Confidence Intervals Rates are per 100,000
[Cl: 6.4- 9.5]
Lubbock 7.8
[Cl: 2.8 - 5.1]
Tyler 3.8
: [Cl: 6.1- 7.9]
McAllen - Edinburg - Pharr 7.0
. [Cl: 5.2- 5.8]
Dallas - Fort Worth - Arlington 5.5
ICI: 8.2 - 10.2|
El Paso '
[Cl: 6.4- 7.0]
Houston-Baytown-Sugarland 6.7
0.0 2.0 4.0 6.0 8.0

Texas Cancer Registry, 2009-2013

89

14

| 9.1

10.0



Figure 3.8. Lung Cancer Incidence and Mortality (by Race and MSA)

Figure 3.8a Texas Age - Adjusted Lung and Bronchus Cancer
Incidence Rates by Race, 2009-2013
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Figure 3.8b Texas Age - Adjusted Lung and Bronchus Cancer
Mortality Rates by Race, 2009-2013
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Figure 3.8c Age - Adjusted Lung and Bronchus Cancer
Incidence Rates by MSA, 2009-2013

Cl - Confidence Intervals Rates are per 100,000
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Figure 3.8d Age - Adjusted Lung and Bronchus Cancer
Mortality Rates by MSA, 2009 - 2013
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Figure 3.9. Melanoma Incidence and Mortality (by Race and MSA)

Figure 3.9a Texas Age - Adjusted Melanoma
Incidence Rates by Race, 2009-2013
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Figure 3.9b Texas Age - Adjusted Melanoma
Mortality Rates by Race, 2009-2013
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Figure 3.9c Age - Adjusted Melanoma
Incidence Rates by MSA, 2009-2013
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Figure 3.9d Age - Adjusted Melanoma
Mortality Rates by MSA, 2009 - 2013
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Figure 3.10 Uninsured Adults (18-6 years old) by Race and MSA

FIGURE 3.10A TX BRFSS: 18-64 YEAR OLDS WITHOUT
HEALTH INSURANCE

BY RACE AND ETHNICITY, 2014
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FIGURE 3.10B BRFSS: 18-64 YEAR OLDS WITHOUT
HEALTH INSURANCE

BY METROPOLITAN STATISTICAL AREAS, 2014
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Figure 3.11 Fruit and Vegetable Consumption by Race and MSA

FIGURE 3.11A TX BRFSS: FRUIT AND VEGETABLE
CONSUMPTION

BY RACE AND ETHNICITY, 2013
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FIGURE 3.11B: Fruit and Vegetable Consumption
by Metropolitan Statistical Areas, 2013

( <5 Times Per Day)
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Figure 3.12 Smoking-related BRFSS Survey Results by Race and MSA

FIGURE 3.12A TX BRFSS: CURRENT SMOKER
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FIGURE 3.12B BRFSS: CURRENT SMOKER

(ANSWERED "YES")

BY METROPOLITAN STATISTICAL AREAS, 2014
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FIGURE 3.12C TX BRFSS: SMOKER STATUS
(CURRENT SMOKER - EVERY DAY)

BY RACE AND ETHNICITY, 2014
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FIGURE 3.12D BRFSS: SMOKER STATUS
(CURRENT SMOKER - EVERY DAY)
BY METROPOLITAN STATISTICAL AREAS, 2014
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Figure 3.13 Smokeless Tobacco Status by Race, 2009-2013

FIGURE 3.13A TX BRFSS: SMOKELESS STATUS
(SMOKELESS - EVERYDAY)

BY RACE AND ETHNICITY, 2014
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FIGURE 3.13B SMOKELESS STATUS
(SMOKELESS - EVERYDAY)
BY METROPOLITAN STATISTICAL AREAS, 2014

Cl: Confidence Intervals

[Cl:2.2-10.8]
Lubbock NN 4.9%
[CI: 0.7 - 6.9]
Tyler 2.2%
[Cl:0.1-1.6]
McAllen-Edinburg-Pharr MSA 0.4%
Dallas-Fort Worth-Arlington [Cl:0.6-2.4] .
MSA 2%
[Cl:0.3-2.2]
El Paso MSA 0.8%
[Cl: 1.0-3.5]
Houston MSA 1.9%

0.0% 1.0% 2.0% 3.0% 4.0% 5.0% 6.0%

Texas Behavioral Risk Factor Surveillance Sytstem, Statewide BRFSS Survey, 2014

98



Figure 3.14 Completion of Hepatitis B Series by Race and MSA

FIGURE 3.14A TX BRFSS: DID NOT RECEIVE
ALL THREE HEPATITIS B SHOTS
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FIGURE 3.14B BRFSS: HEPATITIS B
(DID NOT RECEIVED ALL THREE HBV SHOTS )
BY METROPOLITAN STATISTICAL AREAS, 2014
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Figure 3.15 Women Who Have Never Had a Mammogram by Race and MSA

FIGURE 3.16A TX BRFSS: EVER HAD A PAP SMEAR
TEST
(ANSWERED "NO")

BY RACE AND ETHNICITY, 2014
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FIGURE 3.15B BRFSS: EVER HAD A MAMMOGRAM
(ANSWERED "NO"- FEMALES ONLY)

BY METROPOLITAN STATISTICAL AREAS, 2014
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Figure 3.16 Women Who Have Not Had a Pap Smear by Race and MSA

FIGURE 3.16A TX BRFSS: EVER HAD A PAP SMEAR
TEST
(ANSWERED "NO")
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FIGURE 3.16B BRFSS: EVER HAD A PAP SMEAR TEST
(ANSWERED "NO")

BY METROPOLITAN STATISTICAL AREAS, 2014
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Figure 3.17 Texans Who Have Received a Diagnosis of Skin Cancer by Race and MSA

FIGURE 3.17A TX BRFSS: POSITIVE SKIN CANCER
DIAGNOSIS
BY RACE AND ETHNICITY, 2014

Cl: Confidence Intervals

[Cl:.1-1.6]
BLACK 0.5%
[Cl: .4 - 1.6]
HISPANIC 0.8%
[C1:8.2-9.9]

wHITE I 9.0%

0% 2% 4% 6% 8% 10%

Texas Behavioral Risk Factor Surveillance Sytstem, Statewide BRFSS Survey, 2014

FIGURE 3.17B BRFSS: POSITIVE SKIN CANCER DIAGNOSIS
BY METROPOLITAN STATISTICAL AREAS, 2014
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Appendix E

Cancer Prevention Programs of Texas (Updated August 19, 2016)
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Cancer Prevention Programs of Texas (Updated August 19, 2016)
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Cancer Prevention Programs of Texas (Updated August 19, 2016)
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Appendix F

Figure 5.1 Cancer Risk Factors; American Association of Cancer Research, 2016

% Relative Contribution to Cancer Incidence

35—

RISKY BUSINESS

Research has identified numerous factors that increase an individual's risk
for developing cancer. By modifying behavior, individuals can eliminate
or reduce many of these risks and thereby reduce their risk of cancer.
Developing and implementing additional public education and policy
initiatives could help further reduce the burden of cancers related to
preventable cancer risk factors.

Data from Rer. (27); figure adapted from Ref. (28).

Cancer Risk Factors
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Figure 5.2 Tobacco Use Among Texas High School Students YRBSS, 2013

YRBSS: Tobacco Use Amongst
High School Students, 2013
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Figure 5.3 Percentage of Cancer Cases Caused by Identifiable and/or Potentially Preventable
Factors AACR, 2012
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Figure 5.4 Frequency of Physical Activity Among Texas HS Students YRBSS, 2013
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Figure 5.5
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Figure 5.6 Texas Male and Female Adolescents (Ages 13-17) HPV Vaccination Completion NIS Teen
Survey, 2014

Male and Female Adolescents Aged 13-17 Years
Who Had 2 3 HPV Vaccine Doses, 2014

B Females M Males

50%
43.8% SEh
45%

40%
33.9%
35% 30.8%
30% 27.1%
25%
20% 17.7% T
15%
10%
5%
0%
™

3pa%—328%

I I 16.5%

TX- Bexar TX -Cityof  TX-El Paso TX- Rest of
County Houston County State

CDC: National Immunization Survey-Teen, United States, 2014

127



Appendix G

Figure 7.1 Medically Underserved Areas and Populations in Texas

Texas Medically Underserved Areas (MUA) and Populations (MUP)
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Figure 7.2 Health Professional Shortage Areas within Texas 2015
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Appendix H

Figure 8.4 Texas Age-Adjusted Incidence and Mortality Rates for Lung Cancer by Geographic
Classification

Texas Age-Adjusted Incidence and Mortality Rates
for Lung Cancer by Geographic Classification, 2009-2013
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Figure 8.5 Texas Age-Adjusted Incidence and Mortality Rates for Liver Cancer by Geographic
Classification

Texas Age- Adjusted Incidence and Mortality Rates
for Liver Cancer by Geographic Classification, 2009-2013
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