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Mission Statement 
 

Task Force on Cancer Prevention, Early 
Detection and Treatment in New Jersey 
Mission Statement 

 
“ Comprehensive cancer control is a dynamic and ongoing 

process which can only be achieved through an active and 

committed partnership. This can be accomplished with 

public and private sectors working together from the belief 

that neither entity can do it alone. Our mission is to 

develop, recommend, advocate, and promote an integrated, 

collaborative, and multi-disciplinary approach to reducing 

the incidence, illness, and death from cancer. This will be 

addressed through a culturally sensitive plan which reflects 

prevention, early detection, treatment, rehabilitation, 

palliation, and quality of life issues and will embrace all of 

the residents of New Jersey. Coalition building, 

partnerships, and education are essential to achieving this 

mission.” 
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Executive Summary 
 T 

he Task Force on Cancer Prevention, 
Early Detection and Treatment in New 
Jersey (the Task Force) is comprised of 
standing committees, workgroups and the 

Regional Chronic Disease Coalitions, a volunteer 
cadre of over 2,000 individuals and organizations, 
whose mission is to reduce the burden of cancer 
for New Jersey. Thus, the Governor’s Task Force, 
established by Executive Order 114 and 
memorialized by Public Law 2005, Chapter 280, 
continues its charge of developing and 
implementing the New Jersey Comprehensive 
Cancer Control Plan (hereafter referred to as the 
Plan). 

 
Utilizing guidelines developed by the Centers for 
Disease Control and Prevention (CDC),1,2 the Task 
Force tells New Jersey’s story of cancer incidence 
and mortality as a spur to reducing the burden of 
the disease among its residents. In 2003,  
supported through state appropriations, the Task 
Force conducted the first-ever statewide capacity 
and needs assessment in each of New Jersey’s 21 
counties, both to benchmark the current status of 
the cancer burden in each county and to develop 
an extensive inventory of the state’s cancer-related 
activities and resources. 

 
The Task Force and its work have been 
recognized nationally by the CDC for its local 
implementation model, and internationally by 
Canada as it began to develop its own nationwide 
cancer plan. Through its leadership, the Task 
Force continues its mission and applauds the 
successes of the Workgroups and Regional 
Chronic Disease Coalitions as demonstrated in 
each respective chapter. 

THE BLUEPRINT FOR 
2013–2018 

The Task Force began development of the third 
edition of the Plan utilizing best practices and the 
internal monitoring system developed by the 
Battelle Centers for Public Health Research and 
Evaluation in conjunction with Rutgers New 
Jersey Medical School and Rutgers School of 
Dental Medicine (formerly the University of 
Medicine and Dentistry of New Jersey). The 
Plan’s evidence-based chapters are grounded in 
data provided by the New Jersey State Cancer 
Registry and trends gleaned from peer-reviewed 
publications. Legislative initiatives, clinical trials, 
and the application of current technologic  
research and data are integrated as recurrent 
themes throughout each chapter. Priority areas in 
this third edition of the Plan, developed by the 
Task Force and its workgroups and standing 
committees, are summarized below. 

 
Advocacy: The primary focus of this 
standing committee is supporting the continuation 
of the State's infrastructure and funding for cancer 
awareness, education, and early detection 
programs. Committee members will continue to 
advocate for increased access to cancer care and 
reduce cancer-related health disparities among 
minorities and the medically underserved. 

 
Communications: This standing 
committee will continue to focus on raising 
awareness and promoting utilization of cancer 
prevention, early detection, and treatment 
resources and strengthening partnerships. 

Nutrition and  Physical  Activity: 
This workgroup's priority is to continue to 
promote lifelong healthy eating patterns, healthy 
weight, and physical activity by educating New 

 
viii 



 
 
 
 
 

Jersey residents through academic, worksite and 
community education. 

 
Palliation:   This workgroup plans to 
integrate the knowledge of palliative care 
services, beginning with the diagnosis of cancer, 
into professional and public health systems. 
Workgroup members will also be addressing the 
accessibility of palliative care services to cancer 
patients and others with chronic diseases, as well 
as the benefits and risks of complementary and 
alternative medicine in palliative care. 

 
Breast: The key activities of this workgroup 
continue to be awareness and education for those 
at higher than expected risk of developing breast 
cancer. This workgroup will be focusing on 
improving public understanding of breast health, 
breast cancer, and screening to promote the value 
of early detection. 

 
Childhood: The overall focus of this 
workgroup is enhancing the quality of life of the 
child, adolescent, and/or young adult cancer 
patient from diagnosis through treatment to 
survivorship across the life span. Workgroup 
members will also be advocating on issues 
especially related to long-term survivorship and 
continuing medical care into adulthood. 

 
Colorectal: Raising awareness of colorectal 
cancer with respect to effective measures 
available for prevention, detection, and treatment 
remain a focus of this workgroup. Workgroup 
members will also address measures to increase 
colorectal cancer screening rates among New 
Jersey residents. 

 
Gynecologic: The main focus of this 
workgroup is to increase public, patient, and 

professional awareness and education regarding 
cervical and ovarian cancers. The workgroup will 
also be addressing utilization of the human 
papillomavirus (HPV) vaccine in indicated 
populations. 

 
Lung:  This workgroup's focus is to increase 
the proportion of providers who will implement 
the Public Health Service guidelines regarding 
tobacco-dependency treatment. Workgroup 
members will continue its tradition of support for 
the New Jersey Comprehensive Tobacco Control 
Program, develop strategies to enhance the 
detection of lung cancer at earlier stages, and 
heighten public awareness and knowledge of lung 
cancer and other smoking (or tobacco-related) 
cancers and chronic diseases, i.e., heart disease. 

Melanoma: This workgroup’s priority is to 
increase the practice of preventive behaviors 
among New Jersey’s youth; promote worksite 
education to employers and employees; and 
educate the community on melanoma and other 
skin cancers. The workgroup will also address 
measures to decrease the exposure of New Jersey 
residents to ultraviolet radiation from the use of 
tanning beds and booths. 

 
Oral and  Oropharyngeal:  This 
workgroup will continue its focus of heightening 
public awareness of oral and oropharyngeal 
cancers and the need for access to screening for 
all segments of the population. 

Prostate: Promoting a public health message 
regarding screening; the benefits of early 
detection and risks of early detection; and the 
follow-up necessary for normal and abnormal 
screening and treatment continues to be the major 
focus of this workgroup. Workgroup members 
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will also continue to address increasing access to 
prostate cancer services for all New Jersey men 
through education, screening, treatment, and 
palliative care, as well as ensuring that the public 
and healthcare providers remain up-to-date on 
available prostate cancer technologies and 
resources. 

 

MOVING FORWARD 

Implementation of the third New Jersey 
Comprehensive Cancer Control Plan (2013-2018) 
will require an invigorated campaign to address 
the issues facing New Jersey cancer patients and 
their families. Addressing survivorship and 
diversity, the Plan implementation will continue 
with support from the New Jersey Department of 
Health and the coordinated efforts of its relevant 
programs. 

 
Implementation of the 2013-2018 Plan will also 
require continued intensive collaboration among 
the Task Force and its public and private partners. 
Partnerships can and should be optimized with a 
focus on mutual benefits and a coordinated 
approach to planning as a means to achieve the 
“higher good” of reducing cancer’s burden in 
New Jersey. 

 
The cornerstone of implementation will be 
periodic updating of the statewide capacity and 
needs assessment, through which the most current 
and accurate information about the burden of 
cancer in New Jersey, cancer statistics/data, 
research, and resources are made available to the 
public via the website, https://nj.gov/h alth/c s/ 
public/r sourc s/occp.shtml. This information is 
invaluable to the Task Force, its standing 
committees, workgroups, and Regional Chronic 
Disease Coalitions as they prioritize 

implementation based on the most current 
evidence. The New Jersey State Cancer Registry 
plays a pivotal role as a data resource able to 
document the differential cancer burden in various 
geographic locations and segments of the 
population, thus guiding delivery of effective and 
appropriate interventions to those in greatest need. 

 
No discussion of Plan implementation would be 
complete without addressing the critical 
importance of funding. The State of New Jersey 
has clearly demonstrated its support through 
annual appropriations, and with New Jersey’s 
recognition as a comprehensive cancer control 
state, cooperative agreements and grant monies 
have been awarded by the Centers for Disease 
Control and Prevention (CDC). Foundations and 
not-for-profit organizations also provide financial 
and in-kind support for this organization of 
organizations. Yet, as the CDC points out in its 
Guidance for Comprehensive Cancer Control 
Planning, the ongoing activity of mobilizing 
support extends beyond merely securing funding. 
It requires a broad campaign that increases 
visibility, develops political will, and enhances 
awareness of community leaders, who become 
advocates for both funding and implementing 
portions of the Plan. This has been the vision of 
the Task Force since its inception and will 
continue to inspire the actions of its members as 
they engage current and new partners in 
comprehensive cancer control, not for their 
expertise alone, but because they are key 
decision-makers who can advocate for and deliver 
on commitments to Plan implementation. 

 
Further, an enhanced emphasis on communication 
through the Task Force’s Communications 
Standing Committee can improve the dialogue 
among collaborators. Impact will be measured 
under the guidance of the Evaluation Committee, 
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with an emphasis on implementation activities 
that include an annual evaluation plan and a 
status report assessing progress by the Task 
Force. 

 
The value of the New Jersey Comprehensive 
Cancer Control Plan lies in its blueprint to 
improved integration and coordination of cancer 

control activities among relevant New Jersey 
agencies, organizations, and individual 
stakeholders. This collaborative effort will reduce 
duplication; enhance delivery of programs at the 
state and community levels; and serve to foster 
synergy among the stakeholders to the ultimate 
benefit of all New Jersey residents. Together we 
can make a difference. 
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Addressing the Burden of Cancer in New Jersey 
 
 
 

CANCER FACTS IN 
NEW JERSEY1,2,3

 

Cancer is the second leading cause of death in 
New Jersey after heart disease. In 2013, there 
were approximately 429,693 people (199,433 
men, 230,260 women) living with cancer in New 
Jersey3. An estimated 54,437 New Jersey 
residents were diagnosed with cancer in 2014 and 
16,483 died from cancer that year.5 

 
 
Table 1 

Lung cancer alone accounts for approximately 
25% of cancer deaths in New Jersey. Lung, 
colorectal, prostate, and pancreatic cancers are the 
leading causes of death for New Jersey men. 
Lung, breast, colorectal and pancreatic cancers are 
the leading causes of cancer deaths for New  
Jersey women. 

 
Table 1 shows the 10 leading types of cancer 
among men and women in New Jersey in 2013. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*At the time of this publication, 2013 data from the NJSCR was preliminary. 
^Includes Uterus, NOS. 
Source: New Jersey State Cancer Registry3

 

 

LEADING NEW CANCER CASES 
AND DEATHS IN NEW JERSEY 
BY GENDER 

Nearly half of all new cancer cases are comprised 
of prostate, breast, lung and colorectal cancers. 
New Jersey men are most often diagnosed with 
prostate, lung/bronchus, colorectal and urinary 

bladder cancers. New Jersey women are most 
often diagnosed with breast, lung/bronchus, 
colorectal, and corpus uteri cancers. Table 2 
shows the 10 leading causes of cancer-related 
deaths among men and women in New Jersey in 
2013. 
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Table 2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

* At the time of this publication, 2013 data from the NJSCR was preliminary. 
^Includes Uterus, NOS. 

Source: New Jersey State Cancer Registry3
 

 

CANCER-RELATED HEALTH 
DISPARITIES AND PRIORITY 
POPULATIONS 

Differences in the rates of new cancer cases and 
deaths are not only affected by hereditary and 
environmental factors, but also by various 
demographic and socioeconomic factors, 
particularly among disparate and priority 
populations. State and county level analyses of the 
cancer burden can conceal local variations. The 
reasons for these local variations can be 
differences in prevalence of cancer risk factors, 
such as tobacco use; environmental exposures and 
population genetics; and demographic and 
socioeconomic factors within the state or county. 

 
Demographics Affect Cancer 
Rates 

With approximately 9 million residents, New 
Jersey is the nation’s most densely populated state 
comprised of urban, suburban and rural areas.6 

Whites represent nearly 74% of New Jersey’s 
population, blacks/African Americans (black) 
15%, and Asians 9%. American Indian and Alaska 
Native, Native Hawaiian or Other Pacific 
Islanders represent 2% or less of the state’s 
population.7 Approximately 1.9 million of New 
Jersey residents are foreign-born residents.8 

Among foreign-born blacks, Asians and 
Hispanics, cancer is the leading cause of death.9 

 
The state has a median household income of 
$71,919, the second highest in the nation; 
however, 11.1% of the population lives in poverty, 
which is lower than 14.9% nationwide. New 
Jersey residents who are black, Hispanic, 
American Indian/Alaska Native, or Pacific 
Islanders have higher rates of poverty than white 
or Asian residents.10 

 
People who have lower educational and income 
levels, have lower screening rates when compared 
to other levels and are more likely uninsured or 
underinsured. However, health insurance 
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coverage among currently uninsured or 
underinsured residents is likely to increase in the 
future with the implementation of the Affordable 
Care Act (ACA) and the expansion of Medicaid in 
New Jersey to cover more low-income, uninsured 
people. 

 
Cancer Among Older Adults in 
New Jersey 

The probability of developing cancer increases 
with age. This is critical in New Jersey where the 
median age of the population is 39 years versus 
37 nationwide,11 and the number of people living 
beyond 85 years is increasing every year.12 With 
the rising number and proportion of older adults 
with cancer in New Jersey over the coming 
decades, attention should be paid to interventions 
that will decrease the burden of cancer among 
adults aged 65 and older. There are many 
opportunities for research to understand the issues 
of early diagnosis, treatment, and support of older 
adults with cancer. It appears that chronological 
age by itself is less of a factor in determining 
patient outcomes than other related factors, such 
as functional status, co-morbidities, and overall 
health status. Because of the heterogeneity in 
health and economic status of our aging 
population, comprehensive assessments and 
individualized management may be of significant 
value in improving survival of and quality of life 
in older adults with cancer.13 

Cancer Rates by Race for 
New Jersey and the Nation 

Age-adjusted incidence and mortality rates per 
100,000 population for men and women by race 
in New Jersey and the United States (US) for all 
cancer sites (2009 to 2013) are presented in Table 
3. A comparison of New Jersey rates with US 
rates is provided on page xv. The incidence rates 
for New Jersey Hispanic and Asian/Pacific 
Islander men and women were lower for all 
cancers combined (see Table 3). In New Jersey, 
black men, when compared to white men, have 
higher incidence rates for all cancers combined. 
The total cancer incidence rate for New Jersey 
white women is higher than the rate for black 
women. 

 
New Jersey mortality rates were higher in men 
than women among all races (see Table 2). 
Mortality rates were also higher for black women 
than women of other races.  Cancer mortality 
rates for both black men and women were higher 
than those of white men and women for all sites 
combined. Relative to the respective US rates, 
overall cancer mortality was lower for all New 
Jersey men and women.  New Jersey 
Asian/Pacific Islanders had much lower mortality 
rates than those of the overall population. For 
further details on incidence and mortality visit the 
New Jersey Department of Health Cancer 
Epidemiology Services website at 
http://www.stat .nj.us/h alth/c s/r ports.shtml 
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Table 3 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry3; Surveillance, Epidemiology and End Results Program (SEER) Cancer Statistics4
 

 
 
 

Cancer Rates by Geographic 
Area 

Cancer incidence and mortality rates vary by 
geographic area. Currently, most of the data used 
to inform comprehensive cancer control and 
prevention in New Jersey are presented at the 
national, state and county levels.15 This provides 
consistent measures that enable comparisons to 
demonstrate disparities most likely due to 
variations in cancer risk factors. Differences in 
cancer incidence and mortality rates by county are 
seen in the maps provided in Figure 1.16,17 The 
highest overall age-adjusted mortality rates tend  
to be found in the most southern counties. 

It should be noted that in counties where there is a 
large heterogeneous population, local disparities 
within the county, e.g., higher than expected 
incidence or late-stage diagnoses, may not be 
identified by reviewing county-level data only.15, 18 

For example, the New Jersey Department of 
Health, Cancer Epidemiology Services recently 
identified three (3) distinct geographic areas in the 
state with significantly higher invasive cervical 
cancer rates – in the northeast (primarily Newark 
and Elizabeth), central (primarily Trenton) and 
southern (primarily Camden) area of New Jersey.15 
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Figure 1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
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NEW  JERSEY  CANCER  RATES national rates are: cervical cancer cases among 
COMPARED TO THE NATION, 
2009-2013 

Cancer has a major effect upon the lives of all 
affected, as well as their families. In the US, 
during 2010-2012, the lifetime risk of developing 
cancer was 39.65%.19 

Cancer incidence rates for men and women are 
higher in New Jersey than in the US for most 
cancers. Incidence rates for New Jersey men and 
women, all cancers combined, are higher than the 
US rate except for Asian/Pacific Islander people. 
New Jersey colorectal cancer incidence rates for 
black men are lower than US rates. Incidence 
rates for New Jersey women that are lower than 

 
Table 4 

white women; and breast cancer for black 
women.14 

 
New Jersey cancer mortality rates for all men for 
all cancers combined, lung and prostate cancer are 
lower than US rates, but New Jersey rates for 
colorectal cancer for all men are higher than US 
rates for colorectal cancer. Mortality rates that are 
higher than US rates for New Jersey women for  
all cancers combined are: breast and colorectal 
cancer among all women; and colorectal cancer 
among white and black women. The New Jersey 
uterine cancer mortality rate is above the US rate 
and rising, while liver/bile cancer mortality rates 
are increasing for New Jersey men and women, 
similar to the US rate.20 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Death data provided by the National Vital Statistics System public use data file. Death rates calculated by the National Cancer 
Institute using SEER*Stat. Death rates are age-adjusted to the 2000 US standard population (19 age groups: <1, 1-4, 5-9, ... , 80-84, 85+).     
The Healthy People 2020 goals are based on rates adjusted using different methods but the differences should be minimal. Population  
counts for denominators are based on Census populations as modified by NCI. The 1969-2014 US Population Data File is used with     
mortality data. 
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TRENDS IN RATES 

Five-year incidence and mortality rate changes in 
New Jersey for 2009 to 2013 are shown in 
Figures 2 and 3 below. Consistent with the 
nation, most cancer rates in New Jersey declined. 
Cancer sites with incidence rates that fell 
significantly include ovary, esophagus, 
lung/bronchus, colon/rectum, bladder, non- 

Hodgkin’s lymphoma, cervix, kidney/renal pelvis, 
stomach, oral cavity/pharynx, and brain/ONS. 
Incidence rates increased significantly for uterine 
cancer. During the same time period, mortality 
rates increased significantly for uterine and 
liver/bile duct cancers, while mortality rates for 
all other sites decreased significantly except for 
ovary, thyroid, and pancreas which remained 
stable. 

 
 

Figure 2 
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5-Year Rate Changes - Mortality 
New Jersey, 2009-2013 
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rates (deaths per 100,000 population per year) are age-adjusted to the 2000 US  standard  population (19  age  groups:  <1, 1-4, 5-9, ... ,  80-84, 85+). Population  counts 
for denominators are based on Census populations as modified by NCI. The 1969-2014 US Population Data File is used with mortality data. 

Please note that the data comes from different sources. Due to different years of data availablili ty 1 most of the trends are AAPCs based on APCs but some are EAPCs 
calculated in SEER* Sta t. Please refer to the source for each graph for additional information. 

 
# - The annual percent change is significantly different from zero (p<::0.05). 

 
 

Figure 3 
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CANCER SURVIVAL 

Five-year relative survival rates for all cancer 
sites in the Plan significantly improved from 
1982 to 2006. Approximately 429,693 people 
(199,433 men, 230,260 women) were living with 

Table 5 

cancer in New Jersey during 2013.3 Overall, 
survival rates are improving – the relative 
survival rate reached 66.9% among people 
diagnosed from 2002 to 2006, while the relative 
survival rate for patients diagnosed from 1982 to 
1986 was only 48.6%. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry3
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Nationally, there are an estimated 14.5 million 
cancer survivors as of January 1, 2014, but that 
figure is expected to increase to 18.9 million by 
2024, according to the American Cancer Society.21 

The growing number of cancer survivors was 
attributed in part to earlier detection and 
improvements in cancer treatment, according to a 
report in the CA: A Cancer Journal for 
Clinicians.22 

 
SURVIVORSHIP 

Many survivors and their families experience 
long-term physical, emotional, and practical needs 
resulting from cancer that affect their quality of 
life. Advances in treatment options and early 
detection have played roles in allowing those with 
cancer to lead full lives during and after  
treatment. The cancer “survivorship” concept 
includes the physical, emotional, and practical 
issues that arise during and after a cancer 
diagnosis.23 

 
Some of the issues cancer survivors and their 
families face are related to health insurance. The 
Affordable Care Act addressed some of these 
issues by requiring most insurance plans cover 

 
Table 6 

essential benefits, including cancer and other 
screenings, treatment and follow-up care. People 
cannot be excluded from coverage because they 
have a pre-existing diagnosis of cancer or other 
chronic diseases, or be dropped from a plan 
because they have cancer or other chronic 
diseases. Health plans can no longer charge sick 
people more for coverage than healthy people; 
dollar limits on care and benefits cannot be 
imposed; and the amount of money that people 
must pay for “out-of-pocket costs and 
deductibles” is limited. Cancer survivor rates are 
expected to increase if more people are diagnosed 
and treated at an earlier stage of cancer because 
evidence-based cancer screenings will be 
available to people at no cost.24 Enrollment in the 
health insurance plans started in October 2013. A 
recent report from the Robert Wood Johnson 
Foundation, indicated that the proportion of non- 
elderly adults in New Jersey who report being 
uninsured decreased 38% from 21.2% in 
September 2013 to 13.2% in March of 2014.25 

 
Strategies to improve survivorship have been 
incorporated throughout the Plan. 

Healthy NJ 2020 Target 

Reduce the death rate due to all cancers: 161.5 per 100,00 population. 
 

Increase the proportion of cancer survivors who are living 5 years or longer after 
diagnosis. 
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REDUCING THE CANCER 
BURDEN 

The goal of cancer control and of this Plan is to 
reduce the burden of cancer for all New Jersey 
residents. Many types or forms of cancer can be 
prevented. It is critically important to provide 
New Jersey residents with the information they 
need to avoid behaviors that place people at risk 
for developing cancers. Other cancers can be 
detected early and treated, controlled, or cured. 
Data about these kinds of cancer and the potential 
to survive them once detected must be 
disseminated broadly. Access to high-quality 
cancer screenings and state-of-the-art treatment 
must be available. Finally, even for cancers for 
which a cure has not been found, there are certain 
life-prolonging, life-enhancing, and palliative care 
measures, including pain control, to which New 
Jersey’s residents deserve access. These are the 
aims of this Plan and will, once achieved, reduce 
the burden of cancer in New Jersey. 

 
Strategies addressing specific basic research are 
not addressed in the Plan. However, the 
respective chapters propose ways to enhance and 
increase support for these efforts. New Jersey is 
rich in resources for basic research through the 
biopharmaceutical industry, academic centers of 
excellence, and innovative research institutes. 
Through the efforts of these dedicated scientists in 
our state, new approaches and therapies are 
realized that pave the way to understanding how 
cells and organisms function normally and what 
goes wrong that leads to the development of 
cancer. The Task Force continues to support 
measures to increase participation in clinical  
trials. 

Emerging Trends 

While most major cancers occur less frequently, 
cancers of some sites are on the rise throughout 
the US and require greater control efforts. 
According to the Cancer Trends Progress Report 
2011/2012 Update, incidence rates of some 
cancers, including melanoma of the skin; cancer  
of the kidney and renal pelvis; thyroid; pancreas; 
and liver and intrahepatic bile duct cancers are 
rising with annual percentage increases of greater 
than 1%.26 The report also advises that rising 
cancer incidence trends must be interpreted with 
caution, because they can reflect a “real” increase 
in cases, a temporary increase in cases associated 
with early detection, or a permanent increase in 
cases associated with finding cases that are 
histologically malignant, but biologically indolent. 
Among these cancers, New Jersey thyroid cancers 
are rising, with an annual change of greater than 
1%.27 

 
Thyroid Cancer 

According to data from the New Jersey State 
Cancer Registry, the age-adjusted thyroid cancer 
rate in females rose from about 7 cases per 
100,000 to about 29 cases per 100,000 between 
1990 and 2013. In males, the increase was 
smaller, from about 3 per 100,000 to about 10 per 
100,000 in 2013. 

 
Thyroid cancer incidence rates continued to 
increase for all men, especially among white men, 
each year from 2009 to 2013. Thyroid cancer 
age-adjusted rates for white men are more than 
three times the rates for black men. Thyroid 
cancer age-adjusted rates for white women are 
more than two and a half times the rates for black 
women.28 Thyroid cancer is more common in 
women than men and occurs most frequently in 
individuals between the ages of 20 and 60. 
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Risk factors for thyroid cancer include exposure 
to high doses of ionizing radiation (such as might 
be received from therapeutic radiation treatment 
or exposure to radioactive fallout), a family 
history of thyroid cancer, goiter, certain pre- 
cancerous polyps in the colon, such as familial 
polyposis, or other inherited medical conditions. 
For now, the reason behind the rising incidence of 
thyroid cancer is unclear. Although some 
researchers attribute the increase to improved 
detection and imaging, which allows for the 
diagnosis of subclinical thyroid cancers, others 
feel that there is an actual true increase in 
incidence that may be associated with 
environmental and lifestyle factors (such as the 
large increase in use of diagnostic radiation in the 
US since 1980, endogenous female hormones, the 
prevalence of obesity in the US, and changes in 
US iodine consumption), and other factors that 
have yet to be identified. There is no accepted 
screening test to diagnose the disease before 
symptoms occur, although the American Cancer 
Society recommends that all adults over the age  
of 20 should have their thyroid examined as part 
of a routine health examination.29 

Liver/Bile Duct Cancers 

Primary liver cancers are any malignant tumors 
that arise in the liver itself, as opposed to having 
metastasized to the liver. The most common types 
are hepatocellular carcinoma (HCC) and cholan- 
giocarcinoma, which arise from the liver cells and 
the bile ducts, respectively. 

Incidence rates for liver/intrahepatic bile duct 
cancers increased among all New Jersey men 
during 2009-2013, with a small decline in 2010.30 

Cases are usually rapidly fatal and are among the 
leading causes of cancer death in New Jersey. 
Infection with either hepatitis B virus (HBV) or 
hepatitis C virus (HCV) are important risk factors 
for development of HCC.31,32,33 Infection with HBV 
early in life appears to be a much stronger risk 
factor for HCC than acquisition of HBV in 
adulthood. Chronic infection with HBV has been 
associated with HCC even in the absence of 
detectable serum hepatitis B surface antigen. Use 
of a hepatitis B virus vaccine, which provides 
durable immunity in very young children, will 
likely prevent most cases of HCC.34 Vaccination 
against HBV is currently recommended for all 
children in the US.35,36 
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Implementation I 
n 2003, the Task Force conducted the first- 
ever statewide capacity and needs 
assessment (C/NA) encompassing all cancer- 
related activities and resources in each of 

New Jersey’s 21 counties. The C/NA assisted the 
Task Force and its partners in mapping county- 
level resources and identifying critical target 
areas for cancer prevention and control activities. 
The C/NA also served as a mechanism for 
assessing gaps, a means to engage additional 
stakeholders, and a baseline against which to 
measure future progress. 

 
The results of the C/NA continue to be updated 
and utilized by the Regional Chronic Disease 
Coalitions, which are charged with identifying 
priority cancers in each county and implementing 
the Plan at the community level by providing the 
evidence needed to identify priority cancers in 
each county. The information gathered in the 
C/NA will guide the Task Force, its standing 
committees, workgroups, and Coalitions in 
prioritizing evidence-based implementation 
activities, while also offering the most up-to-date 
and accurate information to the public via the 
website, https://nj.gov/h alth/c s/public/ 
r sourc s/occp.shtml.   The New Jersey State 
Cancer Registry’s data further serves as a valuable 
aid in helping to improve the delivery of effective 
and appropriate interventions to targeted 
populations. 

 
Identifying and attracting funding sources also is 
critical to successful cancer control 
implementation. Since 2003, the State of New 
Jersey has demonstrated continued support 
through annual appropriations. With New 
Jersey’s recognition as a comprehensive cancer 
control state, cooperative agreements and grant 
funds have also been received from the CDC. In 

addition, foundations and non-profit organizations 
have not only provided financial, but also in-kind 
support for this “organization of organizations” 
and its undertakings. 

 
However, the ongoing process of mobilizing 
support involves more than merely securing 
funding. Rather, what is required is a broad 
campaign that provides visibility for the initiative, 
develops widespread commitment to institute 
positive change, and enhances awareness of 
community leaders who then become advocates 
for both funding and implementing portions of the 
Plan. 

 
Since its inception, the Task Force has adopted a 
broad-based approach to garnering support for its 
mission. In the coming years, its members will 
continue to pursue this path as they engage  
current and new partners in comprehensive cancer 
control, not only for their considerable expertise, 
but also for their power as key decision-makers 
who can advocate persuasively for and deliver on 
commitments to Plan implementation. 

 
Overall, implementation progress can only be 
accomplished with the continued emphasis on the 
following: 

 
• Empowering the Task Force, its standing 

committees, workgroups, and coalitions to 
prioritize items in the Plan based on current 
evidence provided by the New Jersey State 
Cancer Registry and other reputable data 
sources. 

• Investigation of additional resources necessary 
to update cancer-related activities in an ongoing 
capacity/needs assessment effort in New Jersey. 

• Coordination and mobilization of key 
stakeholders that will be cultivated and 
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maintained by sharing programs, resources and 
best practices through such means as a 
newsletter, website, and/or annual conference. 

• Based on the evaluation of implementation 
activities, provide for review and revision and 
initiate the next planning cycle. 

• Coordination and communication will serve to 
foster synergy among the stakeholders and will 
ultimately benefit all the residents of New 
Jersey through enhanced cancer prevention and 
control. 
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Evaluation 
 P 

rogram evaluation is the gathering of 
information about a program’s short-term 
and long-term outcomes to identify 
problems, support modifications, and 

determine if goals and objectives are met, and to 
build on successes. 

 
The Office of Cancer Control and Prevention is 
responsible for developing and implementing an 
evaluation plan that will assess the 2013-2018 
New Jersey Comprehensive Cancer Control Plan. 
The ultimate measure of the Cancer Plan’s 
success will be the reduction of cancer mortality 
rates in New Jersey. Since long-term outcomes 
take years to achieve, short-term impacts will be 
assessed through progress on measurable 
objectives in the Cancer Plan. 

 
Quantitative data obtained from the New Jersey 
State Cancer Registry will measure improvements 

in cancer incidence, stage of diagnosis, five-year 
survival and mortality rates. For progress on 
objectives related to screening and risk factors, 
other quantitative data sources will be used.  All 
of the measurable objectives in the Cancer Plan 
will be followed in progress reports utilizing the 
most reliable data sources to assess cancer control 
progress, impacts, and outcomes in New Jersey. 

 
While the Office of Cancer Control and 
Prevention is responsible for evaluating the Plan, 
stakeholders throughout New Jersey will be 
participating in monitoring the progress of the 
Plan and utilizing data from available sources to 
guide their cancer control activities. It is 
acknowledged that the Cancer Plan is a document 
that will evolve with time, new information, 
varying resources, and changing needs. 
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CHAPTER 1. Advocacy E
very day, decisions are made that impact 
the lives of current and future cancer 
patients, survivors, and their families.37 To 
influence those decisions, the 

Comprehensive Cancer Control Plan for New 
Jersey incorporates advocacy as a strategy to 
promote beneficial policies, laws, regulations and 
standards of care for those affected by cancer. 

Additional advocacy work remains to be done by 
the Task Force and its workgroups, standing 
committees and Regional Chronic Disease 
Coalitions. Through the implementation of the 
2008-2012 Plan, these groups were instrumental 
in efforts to sustain appropriations for the Office 
of Cancer Control and Prevention, the 
Comprehensive Tobacco Control Program, the 

New Jersey Commission on Cancer Research, and 
the New Jersey Cancer Education and Early 
Detection Program. 

Priorities in the cancer arena have and will 
continue to focus on advancing the Plan and 
ensuring that all residents have access to cancer 
education, screening, and quality cancer care. 
Specific advocacy goals, objectives, and strategies 
are also cited within each site-specific chapter of 
the Plan. However, the following goals, 
objectives, and strategies reflect the most urgent 
and comprehensive actions needed to implement 
and sustain this ambitious state plan by  
advocating for funding of and support for the Plan 
and increasing access to quality cancer care in an 
effort to reduce cancer-related health disparities. 

GOAL AD-1 
To advocate for support of the New Jersey 
Comprehensive Cancer Control Plan, including 
cancer awareness, education, and early 
detection programs, as well as access to care. 

Objective AD-1.1 

To identify, engage, and involve interested 
public and private organizations, institutions, 
and agencies to garner ongoing support of the 
Plan. 

Strategy 

AD-1.1.1 

Build cancer advocacy capacity through 
recruitment of interested participants. 
Parties initially identified include, but are 
not limited to: survivors, media, insurers, 
pharmaceutical companies, healthcare 
professionals, corporations, and other key 
decision-makers. 

2 

Overall Goal 

Promote public 
awareness of cancer 
prevention, early 
detection, and 
treatment in New 
Jersey. 

https://families.37/
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Objective AD-1.2 

To educate residents about the importance of 
cancer prevention and control programs. 

Strategy 

AD-1.2.2 
Work with partner organizations and 
coalitions to build and continue support for 
cancer education, early detection, and 
access to care. 

GOAL AD-2 
To advocate for increased access to quality 
cancer care, prevention, early detection, and 
awareness programs. 

 
Objective AD-2.1 

To advocate for providing to all New Jersey 
residents, adequate health insurance coverage 
relating to cancer prevention and control. 

Strategies 

AD-2.1.1 
Assess current New Jersey insurance 
coverage for cancer prevention, detection, 
and treatment. 

 
AD-2.1.2 
Identify gaps in cancer coverage. 

 
Objective AD-2.2 
To ensure that cancer patients have access to 
quality prevention and cancer care, including 
both current therapies and treatments provided 
through high-quality, peer-review clinical 
trials. 

Strategies 
AD-2.2.1 
Educate decision-makers of identified 
cancer-related needs. 
AD-2.2.2 
Educate policy-makers about cancer- 
related issues, i.e., reimbursement. 

 

GOAL AD-3 
To reduce cancer-related health disparities 
among racial and ethnic minority populations, 
seniors, and the medically underserved. 

 
Objective AD-3.1 
To increase awareness of a healthcare system 
that provides cancer services that address the 
psychosocial, economic, physical, and 
educational needs of the patient in a culturally 
sensitive and linguistically appropriate 
manner. 

Strategies 
AD-3.1.1 
Advocate for quality improvement 
standards for cancer screening, diagnostic 
tests, treatment, rehabilitation, and 
palliation care services and therapies that 
would be available and cost-effective for 
all the medically underserved and seniors. 

 
AD-3.1.2 
Advocate for organized healthcare systems 
that reduce fragmentation of available 
cancer services. 

 
AD-3.1.3 
Advocate for funding toward increased 
numbers of knowledgeable and competent 
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navigators for cancer patients and their 
families to help access and navigate the 
healthcare system. 

 
AD-3.1.4 
Collaborate with other interested 
stakeholders to integrate existing 
initiatives addressing health and health 
care disparities. 
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CHAPTER 2. Nutrition and Physical Activity 
 
 
 

Table 7 
 

Healthy NJ 2020 Target 
 

• 
 

Prevent an increase in the proportion of the population that is obese to 23.8% of 
 adults age 20 years and older, and 10.3% of high school students (grades 9-12). 

• Increase the proportion of the population consuming five or more servings of fruits 
 and vegetables per day to 28.7% of adults age 18 years and older, and 22.1% of high 
 school students (grades 9-12). 

• Increase aerobic physical activity by increasing the proportion of adults who meet 
 current Federal physical activity guidelines for moderate or vigorous physical 
 activity to 58.5%, and high school students who meet current physical activity 
 guidelines for moderate or vigorous physical activity. 

• Reduce screen time among high school students by increasing the proportion who 
 watch TV for no more than 2 hours a day to 74.1%, and those who use the 
 computer for no more than 2 hours a day to 78.2%. 

• Reduce the proportion of high school students (grades 9-12) who drank soda one or 
 more times per day in the past 7 days to 13.9%. 

 

aintaining healthy eating patterns 
throughout life can play a major role 
in cancer prevention, mainly because 
this is a potentially modifiable 

behavior. Therefore, the introduction of healthy 
eating patterns and physical activity at any time 
will promote overall health and greatly reduce the 
risk of cancer. Former smokers, a group at high 
risk of developing cancer, can also benefit from a 
healthy diet and a physically active lifestyle. 

 
Evidence-based national dietary guidelines for 
cancer prevention have been issued by various 
organizations. Overall, recommendations include 
maintenance of a healthy weight and an active 
lifestyle, eating a healthy diet––emphasizing a 
variety of fruits, vegetables and whole-grain 
products and drinking alcohol only in moderation 
or not at all.38,39 

Through the implementation of the 2008-2012 
Plan, the Nutrition and Physical Activity 
Workgroup and the Regional Chronic Disease 
Coalitions were instrumental in supporting federal 
designation of New Jersey as a Fruit and 
Vegetable State, contributing to the New Jersey 
Department of Education's Core Curriculum 
Content Standards, maintaining a Speakers 
Bureau, and sponsoring numerous local coalition 
events. 

 
Therefore, the Nutrition and Physical Activity 
Workgroup proposes that New Jersey residents 
continue to be educated about the importance of 
dietary factors and physical activity to decrease 
the risk of cancer through academic, worksite, and 
community education and recommends the 
following goals, objectives, and strategies. 
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GOAL NP-1 NP-1.2.2 

To promote long-term healthy eating patterns, 
healthy weight, and physical activity for cancer 
prevention among New Jersey residents. 

 
Objective NP-1.1 
To increase the proportion of healthy foods, 
especially fruits, vegetables and dietary fiber, 
that New Jersey residents consume each day. 

Strategies 

NP-1.1.1 
Review the New Jersey Department of 
Education's Core Curriculum Content 
Standards for inclusion of education about 
diet and nutrition, including healthy eating 
patterns, physical activity, and the 
prevention of cancer. 

 
NP-1.1.2 
Increase access to healthy foods, especially 
for high-risk groups, by supporting state-level 
nutrition programs, such as Special 
Supplemental Nutrition Program for Women, 
Infants and Children (WIC), and the 
Supplemental Nutrition Assistance Program- 
Education (SNAP-Ed). 

 
Objective NP-1.2 
To enhance, or support where necessary, 
statewide nutrition programs to help New 
Jersey residents reduce the risk of developing 
cancer. 

Strategies 

NP-1.2.1 
Support an infrastructure to coordinate and 
collaborate on activities among existing 
nutrition programs and partnerships. 

Coordinate and support comprehensive, 
evidence-based nutrition education 
programs in allied fields by facilitating 
collaboration. 

 
NP-1.2.3 
Promote awareness of the link between 
weight and certain cancer types, such as 
breast (postmenopausal) or colorectal 
cancers. 

 
Objective NP-1.3 
To increase frequent, leisure-time physical 
activity, consistent with Healthy NJ 2020 
goals. 

Strategies 

NP-1.3.1 
Educate the public about ways to increase 
physical activity and reduce sedentary 
behavior by using existing programs and 
information sources. 

 
NP-1.3.2 
Promote the availability and accessibility 
of affordable opportunities for physical 
activity within communities. 

 
NP-1.3.3 
Continue to support an infrastructure 
within state government to coordinate and 
collaborate on activities among existing 
physical activity programs, e.g., Shaping 
NJ and Workplace Wellness Toolkit. 

 
NP-1.3.4 
Coordinate and support comprehensive, 
evidence-based physical activity education 
programs in allied fields by facilitating 
collaboration. 
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Objective NP-1.4 
Support environmental changes to increase 
support for proper nutrition and physical 
activity at the state and local level. 

Strategies 

NP-1.4.1 
Focus efforts on gaining support for 
initiatives that promote healthy eating, 
healthy weight and physical activity, e.g., 
Complete Streets. 

NP-1.4.2 
Increase support for the New Jersey Baby- 
Friendly Hospitals Initiative (NJBFHI) to 
promote lactation to decrease the risk of 
pre- and post-menopausal breast cancer. 
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CHAPTER 3. Palliation 
 P 

alliation is frequently described as 
managing the physical, emotional, and 
spiritual needs of both patient and family. 
This comprehensive approach requires a 

multi-disciplinary team for care, including 
nursing, pharmacy, social work, volunteer 
services, pastoral care, nutrition, arts, physical 
therapy, and medicine.40, 41, 42 

 
The Palliation Workgroup and the Regional 
Chronic Disease Coalitions were successful in 
implementing public and professional education 
through public programs at senior sites, local 
libraries and community-based organizations that 
impacted over 600 attendees. A professional 
education webinar series included topics such as 
Pain Management and Symptom Management. 
They were also instrumental in supporting the 
New Jersey Pain Initiative, the Survivorship 
Conference, and numerous coalition-sponsored 
events.  Building upon their successes, in this 
Plan the Palliation Workgroup will strive to: 
integrate knowledge about palliative care into 
professional, public health; ensure palliative care 
services are accessible for those who are 
chronically or terminally ill; and work toward 
increasing awareness about and the availability of 
complementary and alternative medicine (CAM) 
in palliative care. 

 
Acknowledging that those with cancer are 
increasingly living with it rather than (quickly) 
dying from it, the Palliation Workgroup concurred 
that palliative care was certainly indicated for 
patients whose cancers were responsive to 
curative treatment, as well as for those in need of 

end-of-life care. For patients with cancer at any 
stage, the benefits of care that recognizes 
psychological distress and spiritual needs, as well 
as physical symptoms are readily apparent. 

 
“ Palliative care is a coordinated, inter- 

disciplinary approach to health care that 
enhances the quality of life of people with 
cancer and other illnesses. It targets the 
physical and psychological symptoms and 
spiritual needs of survivors from the time of 
diagnosis to end-of-life care in all settings.” 
(Palliation Workgroup, 2006) 

 
Note that through the phrase “from time of 
diagnosis to end-of-life care in all settings,” 
Workgroup members intend to include those with 
both chronic and terminal illness as appropriate 
recipients of palliative care. 

 
Cancer patients continue to seek CAM to aid in 
disease and treatment related symptom 
management. CAM includes alternative medical 
systems, mind-body interventions, biological- 
based therapies, manipulative and body-based 
methods, and energy therapies.43 Both patients and 
physicians must be aware of the risks and benefits 
associated with CAM use in palliative care. 

 
In this Plan, barriers to effective palliative care at 
all levels must be overcome. As a result, the 
Palliation Workgroup proposes the following 
goals, objectives, and strategies to continue to 
achieve the best quality of life for patients and 
their families. 
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GOAL PA-1 
To integrate knowledge of palliative care into 
professional, public health, and legislative 
systems. 

 
Objective PA-1.1 
To educate healthcare professionals and the 
general public regarding the right to access 
palliative care and the benefits of 
comprehensive palliative care in all settings, 
when appropriate. 

Strategies 

PA-1.1.1 
Integrate training on palliative care into 
primary and continuing education for 
practicing professionals. 

 
PA-1.1.2 
Collaborate with healthcare professional 
organizations to promote palliative care 
credentialing and ensure a sufficient 
workforce, including individuals trained in 
CAM. 

 
PA-1.1.3 
Develop a public education plan on 
palliative care for targeted populations 
based on capacity and needs assessments. 

GOAL PA-2 
To ensure that palliative care services are 
accessible to cancer patients and others with 
chronic illnesses. 

 
Objective PA-2.1 
To ensure reimbursement for palliative care 
services. 

Strategy 

PA-2.1.1 
Investigate palliative care reimbursement 
initiatives and engage insurance 
companies in further discussion of 
reimbursement for palliative care services, 
including psychosocial and bereavement 
counseling for the patient and the patient’s 
family. 

 

GOAL PA-3 
To increase awareness of the benefits and risks 
of CAM use in palliative care. 

 
Objective PA-3.1 
To increase awareness among healthcare 
professionals of the benefits and risks of CAM 
use in palliative care. 

Strategy 

PA-3.1.1 
Integrate training in CAM in palliative 
care into primary and continuing education 
for practicing health and social service 
professionals. 
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CHAPTER 4. Breast Cancer 
 
 

BREAST  CANCER  FACTS  IN • Approximately 12.4 percent of women will be 
NEW JERSEY3,44

 

Estimates 
• 89,050 women were living with breast cancer 

in New Jersey (2013).3 

• 88.5% survived 5 Years after diagnosis (2002- 
2006).3 

Figure 4 

diagnosed with female breast cancer at some 
point during their lifetime, based on 2011- 
2013 data.45 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 
 

Table 8: BREAST CANCER (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
Source: New Jersey State Cancer Registry3
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Table 9 

 

 

 

 
 

he causes of breast cancer are not all 
known, but some risk factors are well 
recognized. The major risk factors for 
breast cancer include: 

 
• Age 
• Genetic factors (personal or family history 

or genetic mutations) 
• Hormonal factors 

o Early menarche (early onset of 
menstruation) 

o Late menopause 
o Late parity (bearing children late) 
o Null parity (not bearing children) 
o Exogenous estrogen exposure 

• High breast tissue density (a mammographic 
measure of the amount of glandular tissue 
relative to fatty tissue in the breast) 

• Very high doses of radiation (such as that 
used in radiation therapy)45,46,47

 

 
It is important to note that breast cancer may 
occur in men as well as women. 

 
New Jersey black women are significantly more 
likely to die from breast cancer than other 
races/ethnicities even though they had lower 
incidence rates (see Table 8). 

One type of breast cancer that is less well known 
is called inflammatory breast cancer (IBC). IBC is 
a rare but very aggressive type of breast cancer in 
which the breast often looks swollen and red, or 
“inflamed.” IBC accounts for 1% to 5% of all 
breast cancer cases in the US. It occurs more 
frequently and at a younger age in blacks than in 
whites. Symptoms of IBC may include redness, 
swelling, and warmth in the breast, often without  
a distinct lump in the breast.48

 

 
The Breast Cancer Workgroup and the Regional 
Chronic Disease Coalitions have experienced 
successes in the implementation of the 2008-2012 
Plan that included the Men Against Breast Cancer 
Project with public presentations at Jewish Family 
Services and the then- South Jersey Healthcare 
System. State programs impacted by this program 
included the Office of Cancer Control and 
Prevention, New Jersey Cancer Education and 
Early Detection (NJCEED), and the Coalitions. 

 
The IBC Awareness Campaign provided 
presentations at an annual meeting of the New 
Jersey Academy of Family Physicians (NJAFP) 
and the Coalition Coordinators, as well as 
published a Continuing Medical Education (CME) 
article entitled “Breast Imaging,” published in 
Perspectives, the Journal of the New Jersey 
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Healthy NJ 2020 Target 

• Reduce the death rate due to female breast cancer to 23.5 per 100,000 population. 

• Reduce the incidence rate of late-stage female breast cancer to 43.7 per 100,000 
population. 

• Increase the proportion of women aged 50 to 74 who receive a breast cancer 
screening based on most recent guidelines (Proportion to be determined). 

https://breast.48/
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Academy of Family Physicians. In 2009, an IBC 
education and awareness event was held at Panera 
Bread in Hamilton, New Jersey in memory of a 
former Workgroup member. The program was 
attended by 100 people and proceeds from the 
event were donated to the Erase IBC Foundation. 
Other successes included partnership with the 
Survivorship Conference and numerous coalition- 
sponsored events. 

 
Based upon these successes, incidence and 
mortality data, the Breast Cancer Workgroup, as 
discussed below, will focus on: educating New 
Jersey residents about breast health, with a 
priority on high-risk populations; reducing 
barriers to preventive care services and fostering 
recommendations by healthcare professionals for 
women to use available screening methods for 
breast cancer; recommending that breast cancer 
screening and early detection education be taught 
early to foster lifelong breast health; and 
increasing awareness about breast cancer among 
cancer patients themselves. 

 
Although the Breast Cancer Workgroup discussed 
the importance of educating all New Jersey 
residents about breast health, wellness, prevention 
and quality breast cancer care, high-risk 
populations must be targeted first in order to 
address disparities apparent in the incidence and 
mortality data. In 2012, approximately 77% of 
women age 40 years and older reported getting a 
mammogram in the last two years.49 There were  
no major differences between races or ethnicities 
in 2013, although the screening rate for black 
women (86.1%) surpassed that of white (78.6%) 
and Hispanic women (81.9%); however, large 
differences occur based upon education and 
income levels.49 Less-educated women and lower- 
income women age 40 and older are less likely to 
have had a mammography screening within the 

past two years.  There is a significant difference 
of the percent screened between women who 
graduated from college – 83% versus 75% or less 
for women who did not complete college. 
Approximately 70%-71% of women who earn 
less than $35,000 per year get a mammogram 
compared to those who earned more (81%).50

 

 
People who are concerned that they may be at 
increased risk of developing breast cancer should 
talk with their healthcare provider about current 
screening guidelines, appropriate screening 
modalities and preventive therapy based upon the 
guidance for personalized breast cancer screening. 
Informed decision-making can be made based 
upon individual risk factors, i.e., family history, 
which is present in only a small proportion of the 
population, or having high breast tissue density, 
which is a “powerful” indicator of who might 
benefit from earlier screening and occurs in more 
than half of women between the ages of 40 and 
49.51,52 

 
Primary Care healthcare providers hold a strategic 
position for the delivery of preventive care 
services because of their access to the patient 
population and their long-term relationship with 
patients. Tailored interventions, using a package 
that addresses specific professional barriers that 
need to change in a particular setting, are 
recommended to improve delivery of preventive 
services in primary care. The Breast Cancer 
Workgroup recommends that Primary Care 
healthcare professionals encourage women to use 
available screening methods for breast cancer. 

 
Given both the importance and the complexity of 
the issues, people should have access to the best 
possible relevant information regarding both 
benefits and risks of screening, presented in an 
understandable and usable form. The Breast 
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Cancer Workgroup also proposes that breast 
cancer screening and early detection be taught 
early to foster knowledge about lifelong breast 
health. 

 
Not only is it essential that awareness be 
increased in the general public, awareness must 
also be increased in the cancer patient population. 
Clinical trials are the major avenue for 
discovering, developing, and evaluating new 
therapies. However, only about 3% of all adult 
cancer patients participate in clinical trials. 

 
Below are the Breast Cancer Workgroup’s goals, 
objectives and strategies for a multi-dimensional 
approach to reduce breast cancer incidence and 
mortality in New Jersey. 

 

GOAL BR-1 
To increase the practice of breast cancer early 
detection strategies among people at high risk 
of developing breast cancer. 

 
Objective BR-1.1 
To continue to identify areas in New Jersey 
where breast cancer incidence and mortality 
disparities are the greatest in order to learn 
where education and screening awareness 
efforts are most needed. 

Strategies 

BR-1.1.1 
Using appropriate statistical models and 
tools, identify and describe geographic 
areas and population groups exhibiting 
high breast cancer mortality rates using 
demographic, service utilization, and 
epidemiologic data. 

BR-1.1.2 
Assess barriers to breast cancer screening 
(cultural barriers, help-seeking behaviors, 
socioeconomic factors, transportation, 
etc.), provider-related barriers 
(accessibility, waiting time, capacity, 
communication, etc.), institution-related 
barriers, and system-level barriers 
(analysis of payer data, claims data, 
policies and regulations, and standards of 
care) in these identified areas and/or 
population groups. 

 
Objective BR-1.2 
To increase public and professional awareness 
of the factors that place people at high risk for 
developing breast cancer. 

Strategies 

BR-1.2.1 
Identify existing, and develop as needed, 
evidence-based breast cancer educational 
materials and programs to use in reaching 
all people and promoting awareness of 
breast cancer risk factors. 

 
BR-1.2.2 
Disseminate evidence-based, culturally 
and linguistically appropriate educational 
materials to diverse communities, as 
needed, through appropriate community- 
based organizations or members who care 
for them (e.g., healthcare providers, 
laypersons, survivors, and community 
leaders). 
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GOAL BR-2 
To improve public understanding of breast 
health, breast cancer, and screening to promote 
the value of early detection. 

 
Objective BR-2.1 
To support the development and 
implementation of a statewide breast cancer 
public awareness/media campaign to increase 
use of breast cancer screening. 

Strategies 

BR-2.1.1 
Coordinate current media campaigns with 
a consistent message specifically 
promoting the availability of no-cost breast 
cancer screenings for those eligible 
through the New Jersey Cancer Education 
and Early Detection (NJCEED) Program. 
Develop media campaigns specifically 
promoting the Medicaid Breast and 
Cervical Cancer Treatment Program for 
eligible women who are screened and/or 
diagnosed through the NJCEED program. 

 
BR-2.1.2 
Collaborate with organizations and entities 
including healthcare professionals to 
communicate messages and effectuate the 
breast cancer campaign. 

 
Objective BR-2.2 
To identify breast cancer educational materials 
and resources to increase knowledge, improve 
public understanding of the value of screening 
and early detection, and promote high-quality 
breast health, paying special attention to 
vulnerable, high-risk populations. 

Strategies 

BR-2.2.1 
Partner with relevant organizations in 
providing evidence-based comprehensive 
breast cancer educational materials to 
appropriate local and statewide community 
organizations for distribution to their 
constituencies. 

 
BR-2.2.2 
Distribute information about NJCEED 
sites to provide greater access to quality, 
no-cost breast cancer diagnostic and 
treatment services to targeted 
demographics. 

 
Objective BR-2.3 
To educate people who come in for breast 
cancer screening about early detection and the 
need for appropriate follow-up, diagnostic 
testing, and annual rescreening. 

Strategy 

BR-2.3.1 
Identify existing, develop as needed and 
distribute widely, evidence-based, 
culturally and linguistically appropriate 
materials that describe the importance of 
rescreening and follow-up visits, where 
necessary. 
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CHAPTER 5. Childhood Cancer 
 

CHILDHOOD CANCER FACTS IN 
NEW JERSEY1

 

Table 10: CHILDHOOD CANCER ALL SITES 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
-- rate not displayed due to fewer than 10 cases 
Source: New Jersey State Cancer Registry3

 

 

 
Table 11: CHILDHOOD CANCER 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

-- rate not displayed due to fewer than 10 cases 
Source: New Jersey State Cancer Registry3
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Table 12 

 
 
 
 
 

ust as children are not “little adults,” 
childhood cancer is different in many ways 
from adult cancer. The most common 
cancers in adults are breast, cervical, 

colorectal, lung, and prostate; children almost 
never contract any of these. 

 
Leukemia, Acute lymphocytic leukemia, and brain 
and other nervous system constitute the top three 
diagnoses among children under 14 years of age  
in New Jersey. Lymphomas (7%) are the most 
common cancers among New Jersey adolescents 
ages 15-19 (see Table 11). Whites and Hispanics 
of any race have higher incidence rates than 
blacks, and white children have a higher mortality 
rate as well. 

 
The Childhood Cancer Workgroup and the 
Regional Chronic Disease Coalitions have 
successfully implemented the 2008-2012 Plan. 
“Childhood Cancer: Negotiating the Present… 
Planning the Future,” was presented at the 
National Conference Center in East Windsor, New 
Jersey for physicians, nurses, social workers, and 
families of survivors and underwritten through 
outside funding. The conference had two tracks: 
‘A Lion in the House,’ was for those children who 
have been diagnosed with cancer and highlighted 
the impacts of what it is like for them and their 
families as the children transition back into  
society after being diagnosed and treated, possibly 
experiencing late health effects. ‘SuperSibs!’ was 
for siblings of children who have been diagnosed 
with cancer and the impact of cancer on siblings. 

 
 
 
 
 

The conference was videotaped for web posting. 
“Resources to Help Childhood, Adolescent, and 
Young Adult Cancer Survivors,” published in 
2009 by the Workgroup, was distributed at the 
conference and posted on the Office of Cancer 
Control and Prevention’s website. Other 
successes included a partnership with the 
insurance industry and numerous coalition- 
sponsored events. Going forward, the Workgroup 
will focus on improving care, especially for 
adolescents and young adults, through clinical 
trial participation and advocacy, especially on 
issues related to long-term survivorship and 
medical care into adulthood. 

 
Today, thanks to advances in cancer treatment, 
about 80% of children with cancer will be long- 
term survivors. As the number of childhood 
cancer survivors increases, particular attention 
must be paid to their unique needs. While most 
adults have completed their education, are 
employed (or even retired), and often have 
children before being diagnosed with cancer, 
many children have not had the opportunity to 
realize their life’s goals before they are diagnosed 
with cancer. Some have not yet started school, 
and most still have years ahead of them, during 
which they should develop physical and mental 
maturity. Ideally, a child who survives cancer 
may grow and develop normally, complete an 
education, be gainfully employed and eventually 
have children. However, ongoing aggressive 
treatment and the probability of survival may 
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have profound effects on a child’s 
physical/psychosocial development and future 
opportunities. 

 
Many advances in childhood cancer treatment are 
the result of participation in clinical trials. 
Healthcare providers, patients, and families need 
to be made aware of the importance of 
participation in clinical trials. Pediatric patients 
treated at pediatric cancer centers are nearly twice 
as likely to be enrolled in clinical trials as patients 
treated at non-pediatric centers.53  As there has 
been a direct correlation between participation in 
national protocols and being treated at pediatric 
cancer centers, the Childhood Cancer Workgroup 
recommends that healthcare providers be educated 
about the importance of referring patients to 
pediatric cancer centers. 

 
Many of the treatments that have been 
instrumental in reducing mortality from childhood 
cancer can, themselves, have serious health 
consequences for the survivor. The side-effects of 
childhood cancer treatments include late effects, 
such as organ malfunction, secondary cancers,  
and cognitive disorders.54,55,56 Two thirds of 
childhood cancer survivors experience at least one 
late effect, while one fourth experience severe or 
life-threatening late effects. 

 
Advocacy for individual childhood cancer patients 
and their families should begin at the time of 
diagnosis. Education and advocacy are 
inextricably intertwined. Parents who are still in 
shock after being told their child has cancer must 
suddenly deal with a multitude of problems. They 
must learn the unfamiliar skills involved in taking 
care of their sick child, such as administering 
medications on schedule and taking care of 

central venous catheters. They must learn how to 
interact with the school system to ensure their 
child receives an appropriate education and is not 
penalized for having to miss school. They must 
also continue to meet the ongoing, day-to-day 
needs of the patient’s siblings. One parent may 
need to take a leave of absence from work, or 
even relinquish a job to devote additional time to 
their sick child. As a result, the importance of 
educating cancer survivors, their families, and key 
decision makers cannot be overemphasized. 

 
For the above reasons, the Childhood Cancer 
Workgroup, in contributing to this Plan, has been 
challenged to develop solutions for the survivors 
of childhood cancer in New Jersey as evidenced 
by the goals, objectives, and strategies listed 
below. 

 

GOAL CC-1 
To improve care for adolescents and young 
adults diagnosed with childhood cancer 
through encouraging participation in clinical 
trials. 

 
Objective CC-1.1 
To educate healthcare providers about the 
availability of existing clinical research 
protocols and the referral of young adults 
through the age of 21 to pediatric oncology 
centers. 

Strategy 

CC-1.1.1 
Collaborate with other organizations to 
develop and distribute educational 
materials about the availability and 
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importance of existing clinical research 
protocols and the available option to refer 
young adults through the age of 21 to 
pediatric oncology centers. 

 
GOAL CC-2 
To increase advocacy for childhood cancer, 
especially on issues related to long-term 
survivorship and continuing medical care into 
adulthood. 

 
Objective CC-2.1 
To educate healthcare providers, such as, 
primary care, about issues regarding the 
medical aspects of long-term survivorship. 

Strategy 

CC-2.1.1 
Work with stakeholders to disseminate 
evidence-based advances to healthcare 
providers through CME offerings. 

Objective CC-2.2 
To educate the community, about issues 
related to long-term survivorship. 

Strategy 

CC-2.2.1 
Collaborate with organizations to 
investigate established models for hosting 
a statewide conference to educate targeted 
audiences on long-term survivorship 
issues, e.g., medical aspects. 
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COLORECTAL CANCER FACTS IN 
NEW JERSEY3

 

Estimates 
• 37,667 people (18,234 men, 19,433 women) 

were living with colorectal cancer in New 
Jersey (2013).3 

Figure 5 

• 64.9% survived 5 years after diagnosis (2002- 
2006).1 

• Approximately 4.4% men and women in the 
US will be diagnosed with colorectal cancer 
during their lifetime, based on 2011-2013 
data.57 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 
 

Table 13: COLORECTAL CANCER (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
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Table 14 

 

 

 

 
 

t is well established that early detection of 
cancer through screening tests offers 
significantly improved chances for survival. 
Research suggests that the recent steady 

decline in colorectal cancer incidence and 
mortality rates may be due to increased screening 
and polyp removal preventing the progression of 
polyps to invasive cancers.58,59,60 Yet despite 
established screening and treatment guidelines, 
widespread availability of testing, and widespread 
agreement among professional societies and the 
scientific community that screening can prevent 
colorectal cancer and reduce mortality, screening 
rates remain relatively low for the population as a 
whole. In 2012, 64.9% of residents age 50 years 
and older reported having ever had a colonoscopy 
or sigmoidoscopy.61 Eligible adults with incomes 
less than $45,000 per year are significantly less 
likely to get a sigmoidoscopy (≤60%) compared  
to those earning more money (≥68%). Likewise, 
lower educational levels are associated with not 
meeting the screening guidelines.  Each year, 
black men are significantly more likely than white 
men to get colorectal cancer. Both black men and 
black women are significantly more likely than 
white men and white women to die from 
colorectal cancer. (See Table 13). 

In recent years, colorectal cancer has received 
increased attention due in part to the efforts of the 
Colorectal Cancer Workgroup and the Regional 
Chronic Disease Coalitions to increase public and 
professional awareness. Their successes included 
Dialogue for Action, New Jersey’s action plan to 
increase screening for colorectal cancer that 
advanced the use of patient navigators and 
supported federal and state legislation. 
Partnership with Capital Health Systems resulted 
in 484 patients being screened and 360 receiving 
colonoscopies through a colorectal cancer 
screening project. 

 
Body and Soul, a faith-based cancer awareness 
program with an emphasis on colorectal cancer, 
was implemented in Trenton by the co-chair of  
the Workgroup. In 2012, the National Black 
Leadership on Cancer awarded a Body and Soul 
grant extending outreach for Trenton, East Orange 
and Jersey City. 

 
The Office of Cancer Control and Prevention, 
along with NJCEED and the Supplemental 
Nutrition Assistance Program-Education (SNAP- 
Ed), collaborated on a Colorectal Cancer 
Awareness Campaign with the New Jersey Food 
Banks. And as of July 1, 2012, each Regional 
Chronic Disease Coalition is required to introduce 
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• Reduce the incidence rate of invasive colorectal cancer to 39.7 per 100,000 
population. 

• Reduce the death rate due to colorectal cancer to 15.8 per 100,000 population. 

• Increase the proportion of adults aged 50 to 75 years who receive a colorectal 
cancer screening based on most recent guidelines. 
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the Colorectal Cancer Screening Toolkit to five 
primary healthcare providers with the goal of 
recruiting three providers to implement the kit in 
an effort to increase screening rates. 

 
The Colorectal Cancer Workgroup’s aim in this 
Plan is to increase awareness of colorectal cancer 
as a preventable and curable cancer and the 
various screening options among all New Jersey 
residents, as a means of increasing colorectal 
cancer screening rates and decreasing the 
incidence and mortality of the disease. The 
Workgroup also recommends that educational 
efforts be targeted at healthcare providers to 
increase awareness and implementation of 
published screening guidelines. 

 
Colorectal cancer screening rates are low for a 
number of reasons. Some reasons for not being 
screened are associated with the individual  
patient, even when adequately insured. Colorectal 
cancer and colorectal cancer screening tests are 
unpopular subjects. The public views the tests as 
distasteful and likely to be painful. Patients report 
that their doctors do not talk to them about 
colorectal cancer or their screening options. 
Awareness of colorectal cancer screening options 
is an important determinant of whether or not an 
individual is appropriately screened. To be 
effective, preventive initiatives focusing on 
colorectal cancer must be inclusive of the general 
population and those at increased risk for 
developing colorectal cancer, and must include 
the screening options currently available for the 
detection of colorectal cancer. 

 
Education and awareness activities for the public 
and healthcare professionals must continue in 

order to open and facilitate dialogue between 
patients and their healthcare providers as a means 
to increase usage of colorectal cancer screening 
tests and reduce the burden of disease among  
New Jersey residents. The public must also be 
made aware of the inherent and modifiable risk 
factors associated with colorectal cancer. Efforts 
to encourage a healthy diet and increased physical 
activity, as well as to discourage the use of 
alcohol and tobacco products, could lead to a 
reduction in incidence of colorectal and other 
cancers. Individuals with a personal or family 
history of colorectal polyps, cancer, or 
inflammatory bowel disease in particular, should 
be made aware of their increased risk of 
developing colorectal cancer and should be 
encouraged to speak with a healthcare provider 
about early screening.62 

 
Clearly, one of the most important priorities for 
action is to improve public awareness about 
colorectal cancer as a preventable and curable 
cancer; about the benefits of colorectal cancer 
screening; and about the specifics of screening 
options. While several screening methods have 
been tested and used, only colonoscopies detect 
cancer and pre-cancerous polyps throughout the 
entire length of the colon and remove them, thus 
preventing development of invasive cancers. 

 
Only through recognition of colorectal cancer as a 
major health problem will we be able to 
effectively influence incidence and mortality rates 
as evidenced by the following goals, objectives 
and strategies proposed. 
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GOAL CO-1 GOAL CO-2 
To raise awareness of prevention and screening 
colorectal cancer for all residents of New 
Jersey of at least high school age by 2020, with 
regard to effective measures available for 
prevention, detection, and treatment to improve 
the quality of life and survival rates for those 
diagnosed. 

 
Objective CO-1.1 
To target specific educational efforts for 
subpopulations, including but not limited to, 
lower socioeconomic status (SES) and high- 
risk groups, in order to increase awareness of 
colorectal cancer. 

Strategy 

CO-1.1.1 
Identify targeted educational interventions 
to reduce gaps in awareness and behaviors 
around colorectal cancer screening among 
men and women 50 years of age and older 
residing in New Jersey. 

 
Objective CO-1.2 
To increase knowledge and ensure healthcare 
providers practice behaviors that stress the 
importance of colorectal cancer screening and 
the need for patient education. 

Strategy 

CO-1.2.1 
Recommend that healthcare professional 
organizations educate their members based 
on identified knowledge gaps regarding 
screening for colorectal cancer. 

To increase colorectal cancer screening rates 
among New Jersey residents. 

 
Objective CO-2.1 
To increase colorectal cancer screening rates 
among uninsured and underinsured 
populations in New Jersey. 

Strategies 

CO-2.1.1 
Continue to partner with NJCEED to 
educate uninsured and underinsured 
populations regarding resources available 
for prevention, detection, and treatment of 
colorectal cancer. 

 
CO-2.1.2 
Promote awareness of the NJCEED 
program and its services among New 
Jersey residents. 

 
CO-2.1.3 
Advocate for increased funding for 
screening and treatment under the 
NJCEED program. 

 
Objective CO-2.2 
To increase colorectal cancer screening rates 
among the insured population in New Jersey. 

Strategy 

CO-2.2.1 
Promote the use of screening reminders 
and other interventions to increase 
colorectal cancer screening 
recommendations by healthcare providers. 
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CERVICAL CANCER FACTS IN 
NEW JERSEY3,45

 

Estimates 
• 8,909 women were living with cervical cancer 

in New Jersey (2013).3 

Figure 6 

• 68.1% survived 5 years after diagnosis (2002- 
2006).3 

• 0.6% of US women will be diagnosed with 
cervical cancer during their lifetime per the 
2011-2013 data.45 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 
 

Table 15: CERVICAL CANCER (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
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Table 16 

 

 

 

 

ervical cancer is a highly preventable 
and curable disease. Most cervical 
cancers develop over a relatively long 
period of time, allowing for early 

detection and treatment.64 Cervical cancer 
incidence and mortality can be reduced effectively 
through adherence to the Advisory Committee on 
Immune Practices’ (ACIP) recommendations for 
Human Papilloma Virus (HPV) vaccination, plus 
early detection using the Papanicolaou (Pap) test 
and HPV testing for high-risk subtypes. The 
decline in death rates from cervical cancer in the 
US thus far, has been widely attributed to use of 
Pap tests for early detection.45 Approximately 
86.1% of New Jersey’s adult women 18 and over 
with an intact cervix had a Pap test within the past 
two years. There is a significant difference 
between any races or ethnicities in Pap test 
screening rates.66 Screening rates among Asian 
women were 71.4% in 2012-2013 in comparison 
to 89.7% among black and 86.9% among white 
New Jersey women. The average annual cases for 
black and Hispanic women, as well as annual 
deaths for black women, are significantly higher 
than all other races or ethnicities. (See Table 15.) 
In addition, three distinct geographic areas where 
there are significantly higher incidence rates, for 
example, in the north, primarily Newark/Elizabeth; 

central, primarily Trenton; and south, primarily 
Camden, have been identified.15

 

 
To address cervical cancer in New Jersey, the 
Gynecologic Cancer Workgroup and the Regional 
Chronic Disease Coalitions have had many 
successes in implementing the 2008-2012 Plan. 
For example, the Cervical Cancer Subcommittee 
developed a resource guide, “Cervical Cancer & 
HPV: What are Your Concerns.” Targeted 
audiences for distribution have included school 
nurses, Coalitions, and NJCEED Lead Agencies. 
Several school nurse workshops were held, with 
approximately 400 training manuals distributed 
thus far. This guide was developed to provide 
information and resources not only to healthcare 
providers, but also to patients and the community, 
and is posted on the Office of Cancer Control and 
Prevention’s website. Numerous coalition- 
sponsored events have been held addressing both 
gynecologic cancers. 

 
In this Plan, the Cervical Subcommittee will 
continue to focus on public and professional 
education about cervical cancer, the HPV vaccine, 
and the need for adhering to screening guidelines. 
Public education is an important means to 
increase awareness of cervical cancer, the HPV 
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• Reduce the incidence rate of invasive uterine cervical cancer to 7.2 per 100,000 
population. 

• Reduce the death rate due to invasive uterine cervical cancer to 1.9 per 100,000 
population. 

• Increase the proportion of women aged 21 to 65 years who receive a cervical cancer 
screening. 
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vaccine, and the need for screening. It is 
recommended that community-based approaches 
be used to reach diverse populations. 

 
The Gynecologic Cancer Workgroup also 
identified professional education in its educational 
recommendations. Given the importance of 
healthcare provider recommendation in patient 
adherence to cervical cancer screening guidelines, 
the Workgroup proposes that healthcare 
professionals continue to receive education and 
materials designed to increase their awareness of 
cervical cancer and the importance of discussing 
screening with patients. 

 
It is important to increase physician and patient 
awareness of, and participation in, clinical trials to 
test new treatments more rapidly, find more 
effective treatments, and broaden the options 
available to patients.26

 

 
HPV is a virus with more than 100 types, 13 of 
which are cancer-causing and over 30 infect the 
genital tract.67 Some non-oncogenic types of HPV 
can cause genital warts, while others may have no 
symptoms. Vaccine acceptability is largely 
associated with knowledge of HPV and the 
associated risks. Due to the sexual nature of 
genital HPV infections, vaccinating young adults 
may encounter unique barriers to parental consent. 
In addition to barriers against other vaccines, such 
as concern over side effects and religious beliefs, 
parents may fear that vaccination against a 
sexually transmitted infection (STI) may 
encourage their adolescent children to engage in 
sexual activity.68,69,70,71

 

 
Evidence also suggests that when parents are 
educated about HPV and the HPV vaccine, they 
are significantly more likely to be in favor of 

HPV vaccination.69,71 Factors that may increase 
parental acceptance of HPV vaccination include 
school requirements, healthcare provider 
endorsement, knowledge of HPV, and personal 
attitudes and beliefs. Recommendations by 
healthcare professionals and professional 
organizations have been identified as a significant 
factor in parental acceptance of HPV vaccination. 
68,69,71 

 
 

The Gynecologic Cancer Workgroup developed 
the following goals, objectives and strategies as 
its next steps in reducing the burden of cervical 
cancer in New Jersey. 

 

GOAL GY-1 
To improve access to cervical cancer screening 
and treatment in New Jersey. 

 
Objective GY-1.1 
To increase access to cervical cancer 
screening and treatment for New Jersey 
women. 

Strategy 

GY-1.1.1 
Identify and refer New Jersey populations 
to existing programs, e.g., NJCEED, for 
screening, education, and treatment for 
cervical cancer. 

 

GOAL GY-2 
To increase public awareness and education 
about cervical cancers among all women. 

 
Objective GY-2.1 
To bolster efforts to educate the public about 
cervical cancer by using culturally sensitive 
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and linguistically appropriate educational 
materials and programs to reach all women. 

Strategies 

GY-2.1.1 
Identify, and develop where needed, 
evidence-based educational materials and 
programs that are effective for populations 
with an increased risk of cervical cancer, 
including media campaigns, professional/ 
lay champions, and enhancing events 
during Cervical Cancer Awareness Month 
(currently in January). 

 
GY-2.1.2 
Outreach to increased-risk populations 
with culturally sensitive cervical cancer 
educational materials and programs, by 
partnering with local organizations and 
businesses that work within the areas of 
populations identified. 

 
GY-2.1.3 
Design a progressive, age-appropriate 
cancer prevention on-line campaign, 
stressing the importance of cervical cancer 
screening and early detection, especially 
targeting populations at increased risk. 

GOAL GY-3 
To increase the awareness of healthcare 
professionals concerning cervical cancer, risk 
factors, screening guidelines, follow-up, and 
treatment options. 

 
Objective GY-3.1 
To educate healthcare professionals about the 
importance of cervical cancer screening, risk 
factors, follow-up, treatment options, and 
cultural sensitivity. 

Strategies 

GY-3.1.1 
Distribute AAP and CDC cervical cancer 
educational brochures appropriate for 
dissemination among healthcare providers. 

 
GY-3.1.2 
Partner with professional organizations to 
offer incentives to healthcare professionals 
for completion of cervical cancer 
educational modules/in-services. This can 
be in the form of Continuing Medical 
Education (CME) credits and/or 
recognition. 

 
GY-3.1.3 
Disseminate clinical guidelines for cervical 
cancer screening and follow-up to 
appropriate healthcare providers. 
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GOAL GY-4 Objective GY-4.2 

To improve awareness and encourage use of 
the HPV vaccine in the indicated populations. 

 
Objective GY-4.1 
Follow AAP and CDC strategies for HPV 
vaccine implementation in New Jersey. 

Strategies 

GY-4.1.1 
Partner with stakeholders to inform the 
healthcare community of the Advisory 
Committee on Immune Practices’ 
recommendations regarding HPV 
vaccines. 

 
GY-4.1.2 
Explain the importance of practicing 
routine healthcare procedures, such as 
breast self-examination, testicular 
examinations, and HPV vaccine. 

 
GY-4.1.3 
Advocate for access to HPV vaccination 
for targeted, age-appropriate populations. 

To educate parents/guardians, young women 
and men about the risk of HPV-associated 
disease and the benefits and availability of 
vaccination. 

Strategies 

GY-4.2.1 
Identify, and develop where needed, 
evidence-based educational materials and 
programs to inform the target population. 

 
GY-4.2.2 
Partner with stakeholders to outreach to 
the target populations with evidence-based 
HPV educational materials and programs. 
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OVARIAN  CANCER  FACTS  IN • 45.5% survived 5 years after diagnosis (2002- 

NEW JERSEY3,72
 

Estimates 
• 6,501 women were living with ovarian cancer 

in New Jersey (2013).3
 

2006).3
 

• 1.3% US women will be diagnosed with 
ovarian cancer during their lifetime (2011- 
2013).72

 

 
 

Figure 7 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 
 

Table 17: OVARIAN CANCER (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
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Table 18 
 
 
 
 
 

OVARIAN CANCER 

t is a myth that ovarian cancer is most often 
asymptomatic. Many women diagnosed with 
ovarian cancer recall experiencing symptoms 
of the disease several months before 

diagnosis.  However, they are usually unaware 
that the symptoms could be associated with 
ovarian cancer.73 Symptoms of ovarian cancer may 
include enlargement of the abdomen; abdominal 
bloating or pain; abnormal vaginal bleeding 
(rarely); fatigue; change in bowel habits, digestive 
disturbances, or inability to eat normally; pelvic 
pain; constipation; back pain and urinary 
frequency or incontinence; and unexplained 
weight loss or gain.   Symptoms are usually 
sudden and persist despite home treatment. 
However, often these symptoms are not 
recognized as cause for concern, and many 
patients and healthcare professionals attribute 
them to other conditions.74,75,76 White women are 
significantly more likely to get ovarian cancer in 
New Jersey and die from it than non-white 
women. (See Table 17.) 

 
While implementing the 2008-2012 Plan, the 
Ovarian Cancer Subcommittee assisted with the 
planning of a continuing medical education 
program on ovarian cancer. Held in 2009 in 
collaboration with Cooper Healthcare Systems, 
the audience included primary healthcare 
providers and specialists, such as 
obstetrics/gynecology. The Subcommittee also 

 
 
 
 
 
 

held the 1st Annual New Jersey Statewide 
Ovarian Cancer Symposium, “One Force to Make 
a Difference,” in 2010 with the goal of raising 
awareness of ovarian cancer and promoting 
funding efforts for ovarian cancer research. A 
second similar conference was held in 2011. The 
Regional Chronic Disease Coalitions and the 
NJCEED program work together to participate in 
and disseminate educational materials for Ovarian 
Cancer Awareness  during the month of 
September. 

 
The Ovarian Cancer Subcommittee will continue 
to educate the public and healthcare providers 
about early signs and symptoms of ovarian cancer 
and risk factors in this Plan. Currently, an 
effective screening mechanism to detect ovarian 
cancer does not exist. Contrary to what many 
women believe, the Pap test, which screens for 
cervical cancer, is not effective in detecting 
ovarian cancer. Because ovarian cancer often has 
no significant signs or symptoms until the later 
stages, it is difficult to diagnose the disease in its 
earliest stages when it is most treatable. 

 
Women who are aware of their risk of developing 
ovarian cancer due to one or more risk factors, 
may be more likely to notice early symptoms of 
the disease and seek medical care, leading to 
earlier diagnosis. Educating women and 
healthcare professionals about the risk factors and 
symptoms associated with ovarian cancer is 
currently the only means to decrease morbidity 
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and mortality from the disease. The Gynecologic GOAL GY-5 
Cancer Workgroup is in agreement with the 
American College of Obstetricians and 
Gynecologists (ACOG), which recommends that, 
in order to increase the early diagnosis of ovarian 
cancers, both patients and clinicians must be 
educated about symptoms associated with ovarian 
cancer and must have a high index of suspicion of 
the disease in symptomatic women. Educational 
programs must be targeted at women,  
emphasizing the importance of recognizing the 
early symptoms of ovarian cancer and the need  
for an annual pelvic exam. Women should also be 
educated about self-monitoring strategies for 
ovarian health as a strategy for reducing diagnosis 
delays during self-care.77

 

 
In addition, clinicians must be educated with 
state-of-the-science ovarian cancer health 
programs that emphasize recognition of early 
signs and symptoms and the risk of 
misdiagnosis.77 Clinical trials are the major 
avenue for discovering, developing, and 
evaluating new therapies. It is important to 
increase physician and patient awareness of, and 
participation in, clinical trials if we are to test new 
treatments more rapidly, find more effective 
treatments, and broaden the options available to 
patients.26

 

To increase awareness of the early signs, 
symptoms, and risk factors associated with 
ovarian cancer. 

 
Objective GY-5.1 
To collaborate with organizations to promote 
public awareness of ovarian cancer early 
signs, symptoms, and risk factors. 

Strategy 

GY-5.1.1 
Make public awareness and education 
materials about ovarian cancer early signs, 
symptoms and risk factors available on- 
line. 

 
Objective GY-5.2 
To educate healthcare professionals about the 
early signs and symptoms of ovarian cancer to 
identify those women at greatest risk through 
family history or other significant risk factors. 

Strategies 

GY-5.2.1 
Partner with organizations and universities 
to obtain professional education and 
awareness materials and messages. 

 
GY-5.2.2 
Work with stakeholders to disseminate 
appropriate professional education and 
awareness materials and messages, and 
encourage collaboration between primary 
care and gynecologic oncologists through 
CME offerings. 

 
 
 
 
 

39 

https://self-care.77/
https://misdiagnosis.77/
https://patients.26/


 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

40 



I.. 
G) 
(J 
C 
ca 

0 
C) 
C 
:::, 

.J 
 
 
 
 

CHAPTER 8 
Lung Cancer 

 
 
 
 



Lu
n

g
 C

a
n

ce
r 

CHAPTER 8. Lung Cancer 
 
 
 

LUNG CANCER FACTS IN 
NEW JERSEY3,78

 

Estimates 
• 13,334 people (5,666 men, 7,668 women) 

were living with lung cancer in New Jersey 
(2013)3. 

Figure 8 

• 18% survived 5 years after diagnosis (2002- 
2006).3 

• 6.5% of the US population will be diagnosed 
with lung cancer during their lifetime, based 
on 2011-2013 data.78 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 
 

Table 19: LUNG CANCER (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
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Table 20 

 

 

 
 
 

moking is the single most preventable 
cause of death and disease and the leading 
cause of lung cancer. Tobacco smoking is 
responsible for 90% (almost 9 out of 10) 

of lung cancer deaths.79 The Surgeon General’s 
report, The Health Consequences of Smoking - 50 
Years of Progress, found sufficient evidence that 
smoking contributes not only to the cause of lung 
cancer, but also cancers of the bladder, cervix, 
colon, esophagus, kidney, larynx, liver, oral cavity 
and pharynx, pancreas, and stomach, as well as 
acute myeloid leukemia.80,81 Exposure to 
secondhand smoke increases the risk for heart 
disease and lung cancer among nonsmokers.82 

Although New Jersey black men have 
significantly more lung cancer cases and more 
deaths from the disease than other races and 
ethnicities, lung cancer death rates for New Jersey 
white men also far surpass the Healthy NJ 2020 
goal of 42.0 per 100,000 population, age-adjusted. 
(See Table 19.) 

 
While tobacco is the leading cause of lung cancer, 
and tobacco cessation is the most effective 
method for reducing lung cancer morbidity and 
mortality, there are other factors that contribute to 
the lung cancer burden in New Jersey.  These 
other risk factors include environmental and 
occupational exposures including secondhand 
smoke, radon, asbestos, arsenic, and some organic 
chemicals (such as benzene), as well as radiation 

exposure, air pollution, and tuberculosis. Most 
importantly, though, there is an interaction 
between cigarette smoking and exposure to radon 
or asbestos, resulting in a significantly greater risk 
of lung cancer than would be attributed to either 
of the exposures alone.79

 

 
There also may be a genetic, or inherited, 
component placing some individuals at an 
increased risk of developing lung cancer. 

 
To reduce lung cancer in New Jersey, the Lung 
Cancer Workgroup, cognizant of the need to 
educate New Jersey residents, developed a 
webinar series for healthcare providers on 
prevention, detection, and treatment that impacted 
over 200 attendees. The Workgroup has also 
supported the Hospital Smoke-free Campaign that 
succeeded in recruiting 90% of New Jersey’s 
healthcare systems. The Workgroup and the 
Regional Chronic Disease Coalitions’ efforts have 
also been focused on encouraging the creation of 
smoke-free outdoor municipal ordinances and 
have hosted numerous coalition-sponsored events. 
For this Plan, the Workgroup anticipates that it 
will continue to collaborate with the New Jersey 
Comprehensive Tobacco Control Program 
(NJCTCP) to educate the public and healthcare 
providers about tobacco control issues, such as 
harmful effects of secondhand environmental 
smoke, the awareness of tobacco treatment 
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resources, and to increase the detection of lung 
cancer at earlier stages per evidence-based 
recommendations. 

 
The major intervention in the prevention of lung 
cancer is tobacco control. The most effective 
approach to tobacco control is to enact public 
policies that reduce tobacco use.  Proven 
strategies include increasing tobacco taxes, 
making tobacco-dependence resources available, 
and restricting tobacco use in public places.83,84 

Policies that restrict the use of tobacco in public 
places have been shown to increase the social 
unacceptability of tobacco use, leading to a 
reduction in overall smoking prevalence.78 In 
2006, the Surgeon General released a report on 
the health effects of secondhand smoke. The 
report concluded that secondhand smoke causes 
premature death and disease among adults and 
children and recommends the elimination of 
smoking in indoor spaces as the only way to fully 
protect nonsmokers from exposure to secondhand 
smoke.85 The Lung Cancer Workgroup 
recommends collaborating with the NJCTCP to 
overcome implementation barriers and facilitate 
provider actions to achieve desired outcomes. 

 
In 2008, the US Department of Health and Human 
Services updated the Public Health Service’s 
(PHS) Guidelines for Treating Tobacco Use and 
Dependence 2008 Update (henceforth referred to 
as the PHS Guidelines).86 The PHS Guidelines 
provide clinicians with excellent strategies to help 
their patients abstain from tobacco. But the 
guidelines are rendered useless if providers are 
unaware of them and are unable to execute them 
effectively. Since publication of the PHS 
Guidelines, the challenge of tobacco control 
advocates has been to persuade healthcare 
providers to implement the recommendations in 

their respective practices. A concerted effort must 
be made to inform healthcare providers of the 
resources available for specialty referral and 
improve their use. 

 
Healthcare providers also have the opportunity to 
intervene in circumstances beyond the direct 
patient’s habit. This would include pediatricians 
addressing environmental tobacco smoke in the 
household of smokers; obstetricians addressing 
smoking during pregnancy and the fetal effects 
that ensue; and the correlation of tobacco use to 
other diseases. 

 
It is important to note that not all lung cancers 
occur among current smokers. Former smokers 
and never-smokers should be aware of the factors 
that may put them at risk for developing lung 
cancer. While some of the risk factors for lung 
cancer, such as heredity, cannot be controlled or 
prevented, raising awareness will ultimately help 
New Jersey residents avoid environmental and 
occupational exposures that may increase their 
risk of developing lung cancer. According to the 
US Environmental Protection Agency (EPA), 
radon exposure is the second leading cause of 
lung cancer and the leading cause among non- 
smokers. Radon-induced lung cancer, like 
tobacco-related cancers, can be prevented by 
reducing the radon source. The US Surgeon 
General and EPA recommend testing for radon 
and reducing high radon levels.87 New Jersey has 
a Radon Hazard Subcode in place for new homes 
and schools in the highest radon risk areas, but 
much more needs to be done to raise awareness of 
this significant environmental risk for lung cancer 
to get all new homes and existing homes tested 
and mitigated for radon when elevated levels are 
found. 
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For those who are at increased risk for lung GOAL LU-1 
cancer due to heredity or past exposures, raising 
awareness of lung cancer risk and symptoms can 
lead to earlier detection. The symptoms of lung 
cancer may include persistent cough, sputum 
streaked with blood, chest pain, and recurring 
pneumonia or bronchitis.79 In the absence of 
sufficient evidence to recommend broad, 
population-based lung cancer screening of 
asymptomatic individuals, it is important to not 
only educate the public about the risk factors of 
lung cancer, but also the signs and symptoms of 
the disease to facilitate early diagnosis and 
treatment. It is equally important to educate the 
public as to the correlation of tobacco use to not 
only lung cancer, but also other cancers and 
chronic diseases, such as heart disease. 

 
Lung cancer is the leading cause of cancer death 
in the US. Its major cause is cigarette smoking. 
Lung cancer is usually detected at the late stage, 
making treatment more difficult. Therefore, 
tobacco control and early detection are the two 
most important strategies for the reduction of lung 
cancer incidence and mortality. To save lives 
through early detection, the US Preventive 
Services Task Force recently recommended lung 
cancer screening of high-risk people by low-dose 
Computed Tomography (CT).88 But continued 
research is needed to develop more effective 
measures for tobacco control and early detection, 
such as lung cancer early detection trials, or the 
impact of electronic smoking devices upon the 
public’s health.26

 

 
The Lung Cancer Workgroup and the Regional 
Chronic Disease Coalitions have experienced 
successes in numerous coalition-sponsored events 
and recommend the following goals, objectives, 
and strategies. 

To adopt the goals already formulated by the 
New Jersey Comprehensive Tobacco Control 
Program, namely: 
• Reducing the acceptability of tobacco use 

among all NJ residents; 
• Eliminating involuntary exposure to 

secondhand smoke both legally and socially; 
• Reducing tobacco use among population 

groups who are disparately affected by 
tobacco; and 

• Raising awareness about the need for a 
sustained tobacco control program in New 
Jersey. 

 
Objective LU-1.1 
To support the long-term goals of the New 
Jersey Comprehensive Tobacco Control 
Program and its comprehensive components 
by increasing funding to the levels 
recommended by the CDC. 

Strategies 

LU-1.1.1 
Broaden the number and scope of advocates 
for tobacco control by identifying new 
advocates and advocacy groups that will 
advocate for tobacco control, such as the 
Office of Tobacco Control Program’s 
Smoke-free Policy Tool Kit. 

 
LU-1.1.2 
Increase the awareness and use of New 
Jersey tobacco treatment resources in 
communities. 

 
LU-1.1.3 
Increase the awareness and improve use of 
the Rutgers School of Public Health 
Certified Tobacco Treatment Specialist 
training program. 
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GOAL LU-2 
To increase the proportion of providers in New 
Jersey who properly and effectively implement 
the Public Health Service Guidelines regarding 
tobacco-dependency treatment. 

 
Objective LU-2.1 
To increase provider knowledge regarding 
available resources for tobacco-dependency 
treatment in New Jersey, such as Quitline. 

Strategies 

LU-2.1.1 
Support promotional programs to increase 
the awareness of tobacco-dependency 
treatment in New Jersey, such as Quitline. 

 
LU-2.1.2 
Collaborate with stakeholders to 
disseminate information about tobacco- 
dependency treatment to New Jersey 
healthcare providers through CME 
offerings. 

 

GOAL LU-3 
To increase the detection of lung cancer at 
earlier stages. 

 
Objective LU-3.1 
To support evidence-based recommendations 
for lung cancer screening among high-risk 
people to decrease lung cancer mortality. 

Strategies 

LU-3.1.1 
Work with stakeholders to disseminate 
evidence-based advances for lung cancer 
screening to New Jersey healthcare 
providers through CME offerings. 

LU-3.1.2 
Work with stakeholders to educate New 
Jersey residents about state-of-the-art lung 
cancer screening. 

 

GOAL LU-4 
To heighten public awareness and knowledge 
of lung cancer, other cancers and chronic 
diseases, such as heart disease, and their 
correlation to tobacco use. 

 
Objective LU-4.1 
Support stakeholders’ efforts to educate New 
Jersey residents about lung cancer and other 
cancers and diseases and the correlation to 
tobacco use. 

Strategies 

LU-4.1.1 
Partner with the NJDOH and community 
agencies to raise awareness about the 
harmful effects of indoor and outdoor 
secondhand smoke by target populations. 

 
LU-4.1.2 
Collaborate with the Regional Chronic 
Disease Coalitions and other community- 
based organizations to disseminate 
educational materials. 

 
LU-4.1.3 
Partner with stakeholders to educate and 
advocate for a policy dialogue regarding 
new tobacco products, such as electronic 
cigarettes. 
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GOAL LU-5 
To reduce the risk of lung cancer due to 
environmental exposure. 

 
Objective LU-5.1 
To increase radon awareness and testing in 
New Jersey homes to reduce environmental 
exposure. 

Strategy 

LU-5.1.1 
Partner with the New Jersey Department of 
Environmental Protection (NJDEP), 
community agencies and the general public 
to raise awareness about radon testing and 
mitigation in homes, particularly new ones. 
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MELANOMA CANCER FACTS IN 
NEW JERSEY1,89

 

Estimates 
• 23,550 people (11,590 men, 11,960 women) 

were living with melanoma cancer in New 
Jersey (2013).3 

Figure 9 

• 92% survived 5 years after diagnosis (2002- 
2006).3 

• 2.1% of the US population will be diagnosed 
with melanoma cancer during their lifetime, 
based on 2011-2013 data.89 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 

Table 21: MELANOMA (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
-- rate not displayed due to fewer than 10 cases 
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Table 22 
 
 
 
 
 
 
 

utaneous melanoma (melanoma skin 
cancer) is a serious threat in New Jersey, 
in particular, where the number of new 
melanoma cases is the eleventh highest 

in the nation.45 Exposure to solar ultraviolet 
radiation (UVR) is well established as a major  
risk factor for melanoma.90,91,92 New Jersey has a 
very active coastal community where tourists visit 
the beaches and other outdoor attractions every 
summer and seasonal workers are employed, 
many of whom are exposed to UVR from the sun. 
In addition, increasing evidence has shown that 
artificial UVR exposure, such as that experienced 
in tanning beds and booths, significantly increases 
the risk of developing melanoma and other skin 
cancers.93,94 The indoor tanning industry is a large 
business - its annual revenue was estimated at $2 
billion in 2016.95     Every day, over 1 million 
people are exposed to UVR in tanning salons 
throughout the US. The most frequent users of 
indoor UVR tanning are white adolescent girls.96 

Other risk factors for melanoma include genetics, 
skin coloring, geographic location of residence, 
sunburn history and melanocytic nevi (moles).90,91 

The number of new cases and death rates for New 
Jersey white men and women are significantly 
higher than for other races and ethnicities. (See 
Table 21.) 

 
To reduce the melanoma cancer burden, the 
Melanoma Workgroup and the Regional Chronic 
Disease Coalitions have achieved multiple 

 
 
 
 
 
 
 

successes in the implementation of the 2008 - 
2012 Plan. Their major efforts, described below, 
include Choose Your Cover, the CDC Skin Cancer 
Project, “Skin Cancer Reduction-Early Education 
Network” (SCREEN), Train the Trainer, support 
of Tanning Salon Regulation, and numerous 
coalition-sponsored events. 

 
Choose Your Cover (CYC), the skin cancer 
screening and health education initiative, was 
launched in 2008 at three beaches in Ocean 
County. Beachgoers were offered free skin cancer 
screening and education. This initial effort 
impacted nearly 600 people with an estimated 
6,500 free sunscreen samples and skin cancer 
prevention educational materials distributed. 
CYC is now a statewide New Jersey initiative 
providing screening and education not only at the 
beach, but other outdoor venues as well. Over 
6,600 people were screened during the second 
plan. This initiative has been recognized by the 
CDC as a success story for cancer prevention and 
by the Agency for Healthcare Research and 
Quality (AHRQ) as an innovative service. 

 
First funded in 2007 by the CDC, the “Skin 
Cancer Reduction-Early Education Network” 
(SCREEN) program was successfully conducted 
through 2012, culminating the five-year grant 
cycle. The aims of the project were to reduce the 
incidence of skin cancer in New Jersey by 
improving sun safety knowledge and behaviors, 
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and increasing sun safety policy implementation 
and environmental changes, such as available 
shaded areas. The program was implemented in 
the seven New Jersey counties that had the 
highest melanoma incidence rates based on 1999- 
2003 data. Due to the evidence-based success of 
this project, the SCREEN program is currently 
being used in many communities in the following 
states besides New Jersey: New York, Iowa, 
Pennsylvania, Colorado and California. 

 
Train the Trainer, a program for skin protection 
and cancer prevention, has targeted numerous 
educational groups, especially school nurses. 
Trainings have been held statewide and include 
Bergen, Essex, Hudson and Passaic Counties. In 
2008 and 2009, an estimated 53,000 students and 
staff were impacted. 

 
Support of tanning salon regulations has also been 
the focus of the Workgroup and Regional Chronic 
Disease Coalitions who collaborated with the 
Advocacy Ad-Hoc Committee. Their combined 
effort resulted in the passage of the Teen Indoor 
Tanning Ban. 

 
To decrease the incidence and mortality of 
melanoma in New Jersey, in this Plan, the 
Melanoma Workgroup will continue to 
concentrate on their successful education, 
screening and policy initiatives that emphasize 
prevention and early detection. The fact that 
melanoma is a life-threatening disease must 
continue to be communicated effectively to the 
public and healthcare professionals, in order to 
increase the proportion of melanomas diagnosed 
in the early stages when the disease is most 
treatable. The Workgroup recommends continued 
implementation of awareness campaigns that 
target education, prevention, early diagnosis and 
treatment and are provided in schools, worksites 

and community settings. Workgroup  members 
also recommend disseminating information to 
patients and healthcare providers about new and 
emerging research about clinical trials, technology 
and resources. 

 
Reducing the public’s exposure to natural and 
artificial UVR is an important step in reducing the 
disease burden of melanoma.  Educating the 
public about melanoma prevention and early 
detection, including the risks of melanoma and 
other skin cancers associated with tanning beds 
and other artificial UVR exposure, as well as to 
outdoor UVR, is a priority. Cutaneous melanoma 
prevention begins with avoidance of exposure to 
the sun, especially during midday. Those who do 
not avoid the sun should limit direct sun exposure 
by wearing broad-brimmed hats, long-sleeved 
shirts, pants, sun-resistant fabrics, and sunglasses 
and using and reapplying sunscreen. Further, 
given the risk of melanoma and other skin cancers 
associated with indoor UVR exposure, no one 
should use tanning beds and booths. Schools, 
worksites and community settings present ideal 
venues for educating the public about issues 
surrounding melanoma prevention and detection 
and fostering policy changes. The Melanoma 
Workgroup recommends that educational 
initiatives be implemented in all three settings. 

 
To that end, New Jersey school districts must 
continue to be committed to the promotion of 
comprehensive school health education in the 
form of Kindergarten through 12th grade health 
instruction that is planned, documented, 
sequential, and age-appropriate. Awareness of the 
increasing rate of melanoma incidence must be 
presented to school health educators to impress 
upon them the seriousness of the problem in our 
state. Sun-safe community promotion can 
augment existing sun-safe messages, if present, or 
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encourage the school administration to review 
existing instruction and policies relating to sun 
safety. 

 
Community education efforts include spreading 
awareness of the damaging effects of natural and 
artificial UVR, the importance of practicing sun- 
safe behaviors, and the need to perform self- 
screening and how to recognize potentially 
malignant changes. The most common public 
awareness message is that of the “ABCDE’s of 
Melanoma,”97 which describes suspicious lesions 
as those that are Asymmetrical, have an irregular 
Border, have Color variegation, have a Diameter 
greater than 6 millimeters, and Evolve or change 
over time. 

 
The Melanoma Workgroup also recommends 
information on the evolution of available 
treatment, including clinical trials, be continually 
updated for medical professionals and patients. 
The Melanoma Workgroup will closely monitor 
new and emerging research in melanoma and 
partner with organizations to ensure that both 
patients and healthcare providers remain up-to- 
date on the most currently available technologies 
and resources. 

 
Based upon recommendations by the Melanoma 
Workgroup, the following are the proposed goals, 
objectives and strategies. 

GOAL ME-1 
To decrease the number of melanomas 
diagnosed in late stages and increase the 
percent of melanomas being diagnosed in early 
stages. 

 
Objective ME-1.1 
To develop an alliance with organizations to 
develop sun-safety awareness campaigns 
promoting public awareness and knowledge. 

Strategy 

ME-1.1.1 
Develop and disseminate educational 
materials and programs in collaboration 
with other organizations. 

 

GOAL ME-2 
To decrease the exposure of New Jersey 
residents to UVR from the use of tanning beds 
and booths. 

 
Objective ME-2.1 
To increase awareness among the public of the 
risk of melanoma associated with UVR 
exposure from the use of tanning beds and 
booths. 

Strategy 

ME-2.1.1 
Partner with community organizations to 
develop and disseminate an awareness 
campaign emphasizing the risks associated 
with UVR exposure from the use of 
tanning beds and booths. 
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GOAL ME-3 
To increase the practice of prevention 
behaviors among youth by instructing students 
in all New Jersey public school districts on 
prevention, detection, and screening for 
melanoma and other skin cancers. 

 
Objective ME-3.1 
To support age-appropriate curriculum of all 
public schools, and enhance where necessary, 
instruction on prevention, detection, and 
screening for melanoma and other skin 
cancers. 

Strategies 

ME-3.1.1 
Partner with the New Jersey Department of 
Education to promote education through 
core curriculum standards. 

 
ME-3.1.2 
Support online training for representatives 
from school districts about melanoma and 
skin cancer prevention, detection, and 
screening. 

 
ME-3.1.3 
Support professional organizations training 
by development of continuing education 
credits relating to skin cancer. 

 
ME-3.1.4 
Support partnerships between healthcare 
organizations to train appropriate 
professionals in school districts on proven 
skin cancer prevention programs, such as 
Sun-Safe Communities. 

GOAL ME-4 
To promote worksite education by employers to 
employees on prevention, detection, and 
screening for melanoma and other skin 
cancers. 

 
 
GOAL ME-5 
To educate the community on prevention, 
detection, and screening for melanoma and 
other skin cancers. 

 
Objective ME-5.1 
To provide public health educational 
opportunities relating to skin cancer to the 
residents of New Jersey at the local level. 

Strategies 

ME-5.1.1 
Work with stakeholders to support their 
efforts to implement and evaluate 
community public health education 
programs on prevention, detection, and 
screening for melanoma and other skin 
cancers. 

 
ME-5.1.2 
Use and evaluate public service 
announcements, social and traditional 
media campaigns to educate the public on 
prevention, detection, and screening for 
melanoma and other skin cancers. 

 
ME-5.1.3 
Collaborate with local government and 
other agencies regarding sun-safety 
policies, such as structural protection and 
sun-safe park certification, for the 
prevention of melanoma and other skin 
cancers. 
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GOAL ME-6 
To ensure that New Jersey residents and 
healthcare providers remain up-to-date on the 
most current available melanoma technologies 
and resources. 

 
Objective ME-6.1 
To continue to monitor and disseminate 
current information on advances in melanoma 
prevention, screening, diagnosis, and 
treatment. 

Strategy 

ME-6.1.1 
Work with stakeholders to disseminate, as 
they become available, evidence-based 
advances to healthcare providers through 
Continuing Medical Education (CME) 
offerings. 
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CHAPTER 10. Oral and Oropharyngeal Cancer 
 
 
 

ORAL CANCER FACTS IN 
NEW JERSEY3,98

 

Estimates 
• 7,743 people (4,997 men, 2,746 women) were 

living with oral cancer in New Jersey (2013).3 

Figure 10 

• 59.1% survived 5 years after diagnosis (2002- 
2006).3 

• 1.1% of the US population will be diagnosed 
with oral cancer during their lifetime, as per 
the 2011-2013 data.98 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 

Table  23: ORAL AND OROPHARYNGEAL CANCER (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
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Table 24 

 

 

 

 

he Oral and Oropharyngeal Cancer 
Workgroup defined public awareness and 
education as the most effective 
mechanisms for reducing morbidity and 

mortality from oral and oropharyngeal cancer.99,100 

More than 90% are squamous cell carcinoma, 
including cancer of the lip, tongue, floor of the 
mouth, palate, gingiva and alveolar mucosa, 
buccal mucosa, and oropharynx, as well as the 
pharyngeal tonsils and salivary glands. The most 
common risk factors are related to lifestyle 
behaviors that include long-term tobacco use and 
excessive alcohol consumption,101,102 the use of the 
areca nut, popular in the Asian population,103 as 
well as infection with human papillomavirus 
(HPV), particularly genotype.16.104 Focusing on 
prevention and early detection is essential. This is 
especially true for New Jersey white men who are 
more likely to be affected and black men who are 
significantly more likely to die from oral cancer 
than men of other races. (See Table 23.) 

 
The Oral and Oropharyngeal Cancer Workgroup 
and the Regional Chronic Disease Coalitions have 
experienced successes in the implementation of 
the 2008-2012 Plan. These efforts include a multi- 
county screening project that engaged Bergen, 
Morris, Passaic, Hudson, Union, Burlington, 
Hunterdon, Middlesex, Monmouth and Sussex 
Counties and three Federally Qualified Health 
Centers impacting the lives of nearly 4,500 
people. The Workgroup and Coalitions have 

continued to stress the importance both of oral 
cancer screening and training of dental health 
providers. As a result, 170 providers were trained 
at several sessions around New Jersey. 

 
In 2010, efforts by the Workgroup resulted in the 
passage of the Joint Resolution naming April as 
“Oral and Oropharyngeal Cancer Awareness 
Month.” 

 
The Oral and Oropharyngeal Cancer Workgroup 
proposes to implement this Plan by enhancing 
initiatives that are already underway in New 
Jersey. Existing efforts enhance public awareness 
about the behaviors that places one at increased 
risk for oral and oropharyngeal cancer and 
increase screening opportunities. Additionally, the 
Workgroup will focus on educating people about 
the signs and symptoms of oral and oropharyngeal 
cancer. The Workgroup recommends the 
enhancement of professional development among 
those who are in medical and dental schools in 
New Jersey and practicing clinicians. 

 
Building upon current efforts, first the Workgroup 
suggests concentrating education and awareness 
efforts on the population at highest risk. 
Targeting high-risk segments of the population for 
educational programs can be accomplished by 
first determining areas of the state where pockets 
of at-risk individuals reside and then reviewing 
and improving existing educational materials for 
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• Reduce the death rate due to oropharyngeal cancer to 2.0 per 100,000 population. 

• Increase the proportion of oral and oropharyngeal cancers detected at the earliest 
stage to 36.9%. 
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use with this population. Secondly, the Oral and 
Oropharyngeal Cancer Workgroup proposes 
continuing to work on strengthening laws and 
regulations concerning tobacco and alcohol, the 
two primary risk factors for oral and 
oropharyngeal cancer. 

 
By improving the knowledge of the general public 
about the risk factors, signs, and symptoms of oral 
and oropharyngeal cancer, all populations will be 
positively influenced. It is nevertheless, critical 
that education efforts be designed to reach those 
identified as least likely to receive oral and 
oropharyngeal cancer examinations. 

 
Since oral and oropharyngeal cancer is one of the 
most preventable and treatable cancers, improving 
access and resources is essential to decreasing 
morbidity and mortality from oral and 
oropharyngeal cancer. The Oral and 
Oropharyngeal Cancer Workgroup, the Rutgers 
School of Dental Medicine, and the Oral Cancer 
Consortium must continue to partner to begin 
centralizing the oral and oropharyngeal cancer 
efforts within New Jersey. 

 
Of the many obstacles to early detection of oral 
and oropharyngeal cancer, one that can be 
overcome is the inadequacy of education and 
training among healthcare providers.  The Oral 
and Oropharyngeal Cancer Workgroup  offers 
three goals by which the involvement of medical 
and dental providers in the prevention and early 
detection of oral and oropharyngeal cancer can be 
upgraded to have a significant impact on mortality 
and quality of life for survivors. First, it is 
proposed that professional development about oral 

and oropharyngeal cancer begin with young 
professionals in medical and dental schools in 
New Jersey. Second, practicing clinicians should 
be educated and re-educated about comprehensive 
oral and oropharyngeal cancer examinations 
through continuing medical education classes. 
Third, to ensure that practicing clinicians are 
receiving training for oral and oropharyngeal 
cancer, the Workgroup recommends that this type 
of professional education be added to the 
licensure requirements. 

 
The Workgroup also encourages and supports 
research on the epidemiology of oral and 
oropharyngeal cancer; the impact of early 
detection and intervention on oral and 
oropharyngeal cancer; the pathogenesis of 
progression or regression of dysplastic lesions in 
oral and oropharyngeal cancer; chemoprevention 
of oral and oropharyngeal cancer; and the 
development of improved technologies for 
identifying and characterizing oral and 
oropharyngeal cancer. 

 
Oral and Oropharyngeal cancer incidence and 
mortality are declining, but long-term 
comorbidities and poor quality of life after 
treatment is a major issue that is under-studied. 
The long-term effects of the cancer seem to be 
more of the burden than the incidence or 
mortality. 

 
The following are goals, objectives, and strategies 
to support future efforts in addressing oral and 
oropharyngeal cancer in New Jersey. 
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GOAL OR-1 
To heighten public awareness and knowledge 
of oral and oropharyngeal cancer and the need 
for early detection in New Jersey. 

 
Objective OR-1.1 
To increase direct public education to 
populations at high risk for oral and 
oropharyngeal cancer. 

Strategies 

OR-1.1.1 
Collaborate with the Oral Cancer 
Consortium, Rutgers School of Dental 
Medicine and other agencies, to coordinate 
and support national, state, and local oral 
and oropharyngeal cancer awareness and 
education campaigns. 

 
OR-1.1.2 
Work with the American Dental 
Association, the New Jersey Dental 
Association and other professional groups 
and associations in their endeavors to 
create a media campaign to increase 
awareness of oral and oropharyngeal 
cancer in the general public. 

 
OR-1.1.3 
Partner with the addictions, HIV and STD 
treatment programs to increase awareness 
of oral and oropharyngeal cancer risk 
factors, i.e., tobacco, alcohol, other drugs, 
and exposure to human papillomavirus 
(HPV), among high-risk populations. 

 
OR-1.1.4 
Partner with other stakeholders to increase 
awareness regarding the relationship of 
oral and oropharyngeal cancer to HPV. 

OR-1.1.5 
Increase awareness of oral and 
oropharyngeal cancer risk regarding areca 
nut among target populations. 

 

GOAL OR-2 
To increase access to oral and oropharyngeal 
cancer screening and the ability to reach all 
segments of the population. 

 
Objective OR-2.1 
To increase community outreach promoting 
oral and oropharyngeal cancer screening. 

Strategies 

OR-2.1.1 
Partner with the Oral Cancer Consortium, 
Rutgers School of Dental Medicine and 
other organizations to improve screenings 
through collaboration. 

 
OR-2.1.2 
Integrate oral and oropharyngeal cancer 
examinations into existing outreach 
programs with appropriately equipped 
facilities to increase screening without 
creating substantial cost, by using the 
following venues: mobile units; outpatient 
facilities run by medical centers; long-term 
care facilities and assisted-living facilities; 
oral and oropharyngeal cancer screenings 
in major urban hubs; remote and 
underserved areas; at meetings for those 
with addictions; and at meetings for other 
high-risk groups. 
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GOAL OR-3 
To expand involvement of medical and dental 
professionals in the prevention and early 
detection of oral and oropharyngeal cancer by 
increasing the current level of awareness, 
education, training, and motivation among 
these healthcare providers. 

 
Objective OR-3.1 
To ensure New Jersey’s practicing clinicians’ 
knowledge and awareness of oral and 
oropharyngeal cancer remains current. 

Strategies 

OR-3.1.1 
Coordinate existing and newly created 
continuing education programs for 
medical and dental professionals on the 
primary prevention and early detection of 
oral and oropharyngeal cancer. 

 
OR-3.1.2 
Recommend to the New Jersey Board of 
Dentistry that oral and oropharyngeal 
cancer education become part of the 
licensure requirements. 
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CHAPTER 11. Prostate Cancer 
 

PROSTATE   CANCER  FACTS  IN • 100.0% survived 5 years after diagnosis 

NEW JERSEY1,105
 

Estimates 
• 86,728 men were living with prostate cancer 

in New Jersey (2013).3 

Figure 11 

(2002-2006).1 

• 12.9% of US men will be diagnosed with 
prostate cancer during their lifetime.105 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New Jersey State Cancer Registry 
County-level measures can mask local disparities when counties contain large heterogeneous populations. 

 
 

Table 25: PROSTATE CANCER (INVASIVE ONLY) 
 
 
 
 
 
 
 
 
 
 
 

*Hispanic may be of any race. Therefore, the categories of race and ethnicity are not mutually exclusive. 
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Table 26 

 

 

 
 
 

ducation and early detection represent the 
two prongs of the Prostate Cancer 
Workgroup’s approach to addressing 
prostate cancer in New Jersey. The 

public must be educated on the major risk factors 
for prostate cancer (i.e., older age, family history, 
black race),106 the screening methods, and the 
options for treatment if cancer is found. Each 
year, New Jersey black men are significantly 
more likely to be diagnosed with prostate cancer 
and die from prostate cancer when compared to 
other races and ethnicities. (See Table 25.) The 
public should also be educated about the pros and 
cons of prostate cancer screening to facilitate 
informed decision-making. 

 
The Prostate Cancer Workgroup and the Regional 
Chronic Disease Coalitions have successfully 
implemented the 2008-2012 Plan with efforts 
such as “Barbershop.” The Barbershop 
Initiative™, a trademarked national program 
created by The Prostate Net (TPN), is a national 
patient education and advocacy organization 
founded by Virgil H. Simons. Funded by the 
CDC, implementation of an enhanced version of 
The Prostate Net’s Barbershop Initiative model in 
New Jersey began in September 2007 and 
continued with additional funding through June 

 
30, 2012. The intent of the program had been to 
access medically underserved minority men in 
New Jersey through barbershops, to increase their 
awareness and knowledge about prostate cancer 
and its detection. Barbers who, over time, have 
served as respected emissaries in their 
communities, were trained to serve as lay health 
educators to then train their patrons. This project 
impacted all 21 counties in New Jersey. Success 
of this program is evidenced by interviews 
accomplished with twenty barbershop owners 
who spoke positively about the program and its 
value to their patrons, as well as themselves. Of 
the shop owners interviewed, 94.7% had sought 
screening and/or other healthcare as a result of 
participating in the initiative. 

 
The Workgroup and Coalitions also continued 
their relationship building with the Mayor’s 
Wellness Campaign in an initiative to provide 
presentations to local officials. To date, 260 
mayors have committed to prostate cancer 
education and early detection awareness efforts. 

 
During the implementation of this Plan, the 
Workgroup recommends that public and 
professional education about prostate cancer 
continue to be a focus that will improve 
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Healthy NJ 2020 Target 

• Reduce the death rate due to prostate cancer to 21.2 per 100,000 population. 

• Increase the proportion of men aged 40 and over whose doctor, nurse, or other 
health professional have ever talked to them about the advantages of the prostate- 
specific antigen (PSA test to screen for prostate cancer). (Proportion to be 
determined.) 
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healthcare provider recommendations, increase 
access to screenings, and continue informing New 
Jersey residents about advances in technology, 
resources, clinical trials and the current state of 
prostate cancer research. 

 
Education about prostate cancer screenings is first 
and foremost. The CDC does not recommend 
prostate cancer screening, but does recommend 
that men be provided with up-to-date information 
about screening, including the potential harms and 
benefits. Several organizations including the 
American Cancer Society, the American 
Urological Association, the National Cancer 
Institute, and the US Preventive Services Task 
Force recommend offering information about the 
potential harms and benefits of screening in order 
that men, their healthcare providers, and their 
families can make informed decisions about 
screening.106

 

 
Educational and community-based programs can 
play an integral role in contributing to the 
improvement of health outcomes related to 
prostate cancer, specifically in high-risk 
populations. These programs, when developed to 
reach those outside of traditional healthcare 
settings, can be critical to enhancing health 
promotion and quality of life for New Jersey 
residents. Interventions that will elicit and ensure 
participation from populations at high risk for 
prostate cancer should be a high priority. 

 
For all of these reasons, it is important to educate 
the public and healthcare professionals about the 
issues concerning prostate cancer. Then, 
individuals should be able to make informed 

decisions about their prostate health in 
consultation with their healthcare providers and 
families. 

 
Providing education is the first step to increasing 
the number of New Jersey residents accessing 
prostate cancer screening. Increasing knowledge, 
improving healthcare provider recommendations, 
and creating access to affordable cancer screening 
tests are important ways to lower barriers to 
cancer screening. 

 
Prostate cancer is characterized by a wide range 
of treatment options depending on a patient’s age, 
overall health, status of the cancer, and personal 
choice. In addition, knowledge about the disease, 
its detection, and its treatment is constantly 
evolving. Healthcare providers, particularly 
primary care, may find it difficult to remain 
apprised of new developments and subsequently 
advise or treat individual patients in an efficient 
and comprehensive manner. 

 
To ensure that both patients and healthcare 
providers remain up-to-date on currently available 
technologies, resources, research and clinical 
trials, the Prostate Cancer Workgroup will closely 
monitor new and emerging research in prostate 
cancer and partner with organizations. 

 
The following goals, objectives and strategies are 
recommended to continue addressing prostate 
cancer in New Jersey. 
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GOAL PR-1 GOAL PR-2 
To promote a public health message regarding 
the benefits and risks of prostate cancer 
prevention, screening and early detection, 
symptoms, follow-up for normal and abnormal 
screening and treatment. 

 
Objective PR-1.1 
To increase public knowledge among all 
people about the risk factors associated with 
prostate cancer, the value of prevention as 
scientific knowledge is accrued, and the 
benefits of early detection, especially for men 
aged 40 years and older who are at high risk, 
men of African descent, and men with a 
family history of prostate cancer. 

Strategies 

PR-1.1.1 
Promote evidence-based educational 
programs that comprehensively describe 
prostate cancer; symptoms; screening; the 
benefits and risks involved in screening; 
follow-up; and treatment for all men, 
including participation in clinical trials. 

 
PR-1.1.2 
Promote evidence-based educational 
programs that describe the issues related to 
barriers, myths, access, and funding for 
prostate cancer screening, follow-up, and 
treatment for high-risk individuals 
throughout the age continuum, especially 
men of African descent. Promote the 
provision of evidence-based educational 
programs by partnering with national, state 
local, and community-based organizations. 

To improve education to clients/patients and 
their significant others about prostate cancer 
screening, risk factors, symptoms, follow-up, 
and treatment. 

 
Objective PR-2.1 
To increase knowledge among men and 
women regarding the need for men to 
annually discuss prostate cancer screening, 
using nationally recognized screening 
guidelines, with a healthcare professional. 

Strategy 

PR-2.1.1 
Promote utilization of educational 
materials and resources that provide 
information on prostate health and 
screening. 

 

GOAL PR-3 
To increase access to prostate cancer services 
for all New Jersey men, encompassing 
education, screening, and treatment, including 
palliative care. 

 
Objective PR-3.1 
To increase the number of opportunities, e.g., 
prostate cancer education, screenings, support 
groups, etc., made available by healthcare 
practitioners and advocates for targeted 
populations. 

Strategy 

PR-3.1.1 
Partner with community leaders and 
community-based organizations, including 
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faith-based organizations, on prostate 
cancer education and screening programs 
to create incentives that attract targeted 
populations. 

 
Objective PR-3.2 
To ensure that all men diagnosed with prostate 
cancer through the NJCEED program have 
access to follow-up and treatment services. 

Strategy 

PR-3.2.1 
Work with the NJCEED program to ensure 
treatment is available for all 
clients/patients diagnosed with prostate 
cancer. 

GOAL PR-4 
To ensure everyone including the public and 
healthcare providers remain up-to-date on 
currently available prostate cancer technologies 
and resources. 

 
Objective PR-4.1 
To continue to monitor and disseminate 
current advances in prostate cancer 
prevention, screening, diagnosis, and 
treatment. 

Strategies 

PR-4.1.1 
Work with healthcare organizations to 
disseminate, as they become available, 
evidence-based advances to healthcare 
providers through CME and other 
continuing education offerings. 

 
PR-4.1.2 
Monitor current research about prostate 
cancer prevention, i.e., 5-alpha reductase 
inhibitors and other modalities, educating 
healthcare providers and the public 
regarding appropriate use as recommended 
by professional organizations based on 
evidence. 
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Clinical Trials/Research: Ao-2.2, cc-1.1, ME-2.2 PR-I.I, PR-4.1 

Community Clinical Linkages: AD-3.t, BR-1.2, BR-2.2, BR-2.3, cc-1.1, cv-s.1, ME-s.1, OR-I.I, OR-2.1, PR- 
3.t 

Community Health Education: NP-1.2, NP-1.3, PA-I.I, BR-1.1, BR-2.1, BR-2.2, cc-2.1, cc-2.2, co-1.2, co- 
1.3, GY-1.1, GY-2.1, GY-4.3, GY-5.1, LU-A.A, LU-1.2, LU-2.2, LU-4.1, ME-1.1, ME-2.1, ME-5.1, ORI.I, OR-2.1, PR-I.I, PR- 
2.1, PR-3.1 

Diagnosis: BR-2.2, ME-1.1, ORl.1, PR-3.1 

Disparities: AD-2.1, AD-3.1, BR-1.1, BR-2.1, BR-2.2, CO-1.1, CO-2.1, GY-1.1, GY-2.1,GY-4.3, LU-1.1, LU-2.1, OR2.1, 
PR-1.1, PR-3.2 

Early Detection: AD-2.1, BR-1.1, BR-2.1, BR-2.2, BR-2.3, cv-1.1, cv-s.2, LU-4.t, ME-4.1, OR-1.1, PR-3.1 

End-of-Life: PA-1.1, PA-2.1, PA-3.t 

Environmental Strategies: NP-1.1, NP-1.2, NP-1.3, NP-t.4, PA-I.I, BR-1.1, BR-2.2, co-1.1, GV-4.1, LU-I.I, LU- 
4.t, ME-4.1, ME-5.1, ORl.1 

Epidemiology, Surveillance and Evaluation: BR-1.1, Ev-1.1 
Health System Interventions: Ao-2.2, AD-3.1, PA-1.1, PA-2.2, co-2.2, cv-s.2, OR-I.I 

Media: BR-2.1, GY-2.1, ME-s.1, oR-1.1 

Palliation: PA-I.I, PR-3.t 

Policy/Advocacy: AD-1.1, AD-1.2, AD-2.1, AD-2.2, AD-3.t, NP-t.4, PA-2.1, BR-2.2, cc-2.2, co-2.1, GY-4.t, LU-1.1, 
LU-4.1, ME-2.2, OR-1.1, PR-3.2 

Prevention: AD-2.2, AD-3.1, NP-1.2, NP-1.3, BR-1.1, BR-2.1, BR-2.2, BR2.3, CO-1.1, GY-4.1, GY-4.2,LU-2.1, ME-2.1, 
ME-3.1, ME-4.1, PR-4 

Providers: NP-1.4, PA-1.1, PA-2.1, PA-3.1, BR-1.1, BR-2.1, BR-2.2, cc-1.1, cc-2.1, co-1.3, GY-3.1, GY-4.2, cv-s.2, LU- 
1.2, LU-2.1, LU-3.1, ME-2.1, ME-6.1, OR-1.1, PR-3.1, PR-4.1 

Quality of Life: PA-1.1 

Schools/Youth: NP-1.1, co-1.1, cv-2.1, cv-4.t, ME-3.t 

Survivorship: PA-1.1, cc-2.1, cc-2.2, PR-3.t 

Treatment: BR-2.2, GY-1.1, GY-3.1, LU-1.1, LU-2.1, PR-3.2 

Worksites/W orkforce: ME-4.t 
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Unit, Division of Community Health Services, 
New Jersey Department of Health 
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Environmental & Occupational Health 
Surveillance Program’s Cancer Surveillance Unit 
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Committee 

Rutgers, the State University of New Jersey 

Angela Bailey MSW Chronic Disease Coalition Coordinator 
Palliative Care Workgroup 

Shore Memorial 

Elisa Bandera MD, PhD Professor of Epidemiology 
Co-Leader, Cancer Prevention and 
Control Research Program, Advocacy Ad 
Hoc Committee, Nutrition & Physical 
Activity Workgroup, Chair 

Rutgers School of Public Health, 
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