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MISSION 
STATEMENT

he mission of the Alabama
Comprehensive Cancer
Control Coalition
(ACCCC) is to develop

and sustain an integrated and coordi-
nated approach to reducing cancer
incidence, morbidity, and mortality
and to improving quality of life and
care for cancer patients, their fami-
lies, and their caregivers. ACCCC
fulfills its mission by improving
access, reducing cancer disparities,
advocating for public policy, and
implementing the Alabama
Comprehensive Cancer Control
Plan, which addresses prevention,
early detection, treatment, follow-up
care, palliation, and behavioral and
clinical trials research.

■ ACCCC will coordinate,
enhance, and strengthen the
efforts of public agencies, academ-
ic institutions, and community-
based private and public organiza-
tions that are concerned with
cancer prevention, control, and
care in Alabama.

■ ACCCC will assist with dissemi-
nation and utilization of state reg-
istry data as well as the sharing of
other information procured by
various entities concerned with
cancer-related issues throughout
the state.

■ ACCCC will continue to work in
partnership with the Alabama
Department of Public Health
(ADPH) and other institutions
and organizations to improve
cancer prevention, control, and
care in Alabama; to evaluate areas
of greatest need; and to find the
resources to meet the identified
needs.

■ ACCCC will educate and advise
policy and decision makers about
cancer issues facing Alabama.

■ ACCCC will act as a clearing-
house for information on cancer
control activities across the state
and will develop partnerships to
minimize duplication of effort
among involved entities
statewide.

■ ACCCC will develop and
evaluate methods to track the
progress of comprehensive cancer
control in Alabama.

T

This publication was supported in part by Grant Number U55/CCU 421939 from the National Comprehensive Cancer
Control Program at the Centers for Disease Control and Prevention. Its contents are solely the responsibility of the
contributing authors and do not necessarily reflect the official views of the National Comprehensive Cancer Program at
the Centers for Disease Control and Prevention.



he 2006 – 2010 Alabama
Comprehensive Cancer
Control Plan is dedicated
to Samuel O. Moseley,

M.D., for his countless hours of
service in trying to protect
Alabamians from cancer. He is a
true servant leader who has always
kept the needs of the citizens of
Alabama in the forefront and
advocated tirelessly for them.

Dr. Moseley’s pioneering efforts in
establishing community-based can-
cer programs have led to the current
cancer control efforts in Alabama.
He served as the first Chair of the
Alabama Comprehensive Cancer
Control Coalition and a member of
the workgroup who drafted the
original Alabama Comprehensive
Cancer Control Plan. 

Dr. Moseley’s gentle nature and
positive attitude have endeared him
to his patients and colleagues and
have been a guiding light to those of
us continuing his quest for cancer
control. The citizens of Alabama
will ever be in his debt and he will
always hold a special place in our
hearts.

DEDICATION

T



February 3. 2005

Greetings:

There are few of us who have not
in some way been touched by a
tragedy of cancer. Having lost my
eldest daughter Jenice to cancer, I
am well aware of the pain and sacri-
fice of this disease on its victims and
their families.

Across the United States and
beyond, tremendous strides have
been taken to prevent cancer and
treat those individuals diagnosed
with the disease. 1 am confident that
with the shared commitment to
preserve our health and battle this
disease we are on the brink of a
breakthrough. Our continued dedi-
cation to include medical research,
clinical care, support services, and
early detection programs will make a
positive and valuable difference in
the lives of many in the state of
Alabama.

I commend the Alabama
Comprehensive Cancer Control
Coalition for developing this very
thorough and much needed action
plan for the state of Alabama. This
distinguished group of individuals
and organizations brought together
their collective knowledge and
expertise for the good of all
Alabamians. Living a life with

cancer can be filled with pain and
discomfort, with little to no opportu-
nity to experience the joys of life. I
wholeheartedly support and admire
the efforts of the Alabama
Comprehensive Cancer Control
Coalition for acknowledging this
issue and taking a stance to help
individuals have a more fulfilled and
joyful existence.

It is incumbent upon the citizens
of Alabama to work together as
people and as a state to increase
research into understanding the
causes, into finding effective screen-
ing and prevention strategies, and
into developing improved therapies
for cancer patients. The Coalition
has shown that working together, we
can ensure a healthier future for the
people of Alabama.

BR/sl/cbj

FROM 
THE GOVERNOR



June 2, 2005

Dear Colleague:

I am pleased to introduce the
2006 – 2010 Alabama
Comprehensive Cancer Control
Plan produced by the Alabama
Comprehensive Cancer Control
Coalition. This plan addresses the
burden of cancer and the reduction
of cancer incidence and mortality in
Alabama. 

Each year, 24,000 Alabamians are
diagnosed with cancer and an addi-
tional 10,000 deaths are attributed
to this disease. Reduction in the
rates of cancer in Alabama will be
accomplished through lifestyle
changes that eliminate tobacco use,
improve dietary habits, increase
physical activity, maintain a healthy
weight, avoid harmful ultraviolet
light, increase the adherence to early
detection cancer screening tests, and
increase the receipt of appropriate
and timely cancer treatment. 

The Alabama Comprehensive
Cancer Control Coalition is com-
prised of a diverse group of statewide
organizations and partners who are
committed to the reduction of the
cancer burden. Through the hard
work and dedication of each mem-
ber, the 2006 – 2010 Alabama

Comprehensive Cancer Control
Plan was developed. It is our hope
this plan will become the driving
force behind cancer control
activities in the state. 

Finally, I encourage you to
become involved in reducing the
cancer burden on Alabama residents.
You are invited to join the Alabama
Comprehensive Cancer Control
Coalition to help with this impor-
tant task. For more information
about cancer control activities in
Alabama, please visit our website at
www.adph.org. 

Sincerely,

Donald E. Williamson, M.D.
State Health Officer

DEW/hj

FROM THE STATE
HEALTH OFFICER
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he development of the 2006 – 2010 Alabama Comprehensive Cancer
Control Plan is the result of ongoing collaboration among statewide
organizations and individuals who are committed to improve the
state’s cancer incidence and mortality rates. Since 1988, many have

dedicated their time and expertise to establishing and promoting the Alabama
Comprehensive Cancer Control Coalition (ACCCC). Special thanks are extend-
ed to the individuals who participated in the first statewide strategic planning
process, without whose vision and insight, ACCCC would not have been
successful. The names of each of these 1988 Cancer Committee members can 
be found in the appendix. 

In addition, the Executive Committee and the project staff have played an
invaluable role in developing the Plan’s content and laying the groundwork for
the eventual achievement of the Plan’s objectives.

EXECUTIVE COMMITTEE MEMBERS: 

ACKNOWLEDGEMENTS

T

■ Kenneth C. Brewington, MD
Chairperson

■ Linda Goodson, RN
Vice-Chairperson

■ Lori Blanton
Secretary

■ Diane Beeson, MBA
Prevention Chair

■ Pam Bostick
Early Detection Chair

■ Susan Baum, MSW
Survivorship Chair

■ Cheryl Browder, MBA
Environmental, Medical, &
Occupational Chair

■ John Waterbor, MD, DrPH
Surveillance Chair

■ Isabel Scarinci, PhD, MPH
Research Chair

PROJECT STAFF:
■ Mary Evans, MA

Technical Consultant

Finally, great appreciation is due to ACCCC members for their energy,
interest, and dedication to improving the cancer prevention and control efforts 
in Alabama.

■ Cheryl Holt, PhD
Evaluator
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ACCCC MEMBERS:
Stacey Adams ..............................................................Alabama Department of Public Health, 

Public Health Areas VII and IX
Shauntice Allen, MA.................................................University of Alabama at Birmingham,

Community Health Advisors in Action Program
William P. Allinder.......................................................Alabama Department of Public Health, 

Bureau of Environmental Services
Rowell Ashford, MD .........................................................................Cooper Green Hospital
Linda Austin, RN......................................................Alabama Department of Public Health, 

Arthritis Prevention Branch
Max Austin, MD .......................................................Alabama Department of Public Health, 

Medical Advisory Committee
Lekan Ayanwal, PhD............................. Tuskegee University, School of Veterinary Medicine
Tom Babington ..................................Alabama Department of Public Health, Pharmacy Unit
Mack Barnes, MD ...................University of Alabama at Birmingham, Gynecologic Oncology
Susan Baum, MSW ..........................University of Alabama, Division of Preventive Medicine
Diane Beeson, MBA..................................................Alabama Department of Public Health, 

Tobacco Control Division
Rosemary Blackmon................................................................Alabama Hospital Association
Sheila Blackshear...........................................................Alabama Social Workers Association
Lashon Blakely ..........................................................U.S. Environmental Protection Agency
Lori Blanton ....................................................................................American Cancer Society
Angie Blevins ...................................................... Alabama Primary Health Care Association
Laura Booth ..............................................................Alabama Cooperative Extension System
Pam Bostick ....................................................................................American Cancer Society
Viki Brant, MPA.........................................................Alabama Department of Public Health
Kenneth Brewington, MD ...................University of South Alabama, Gynecologic Oncology
Cheryl Browder, MBA ..............................................Alabama Department of Public Health, 

Risk Assessment and Toxicology Branch
Kathryn Chapman .....................................................Alabama Department of Public Health, 

Center for Health Statistics
David Chhieng.....................University of Alabama at Birmingham, Department of Pathology
Janice Cook, MBA ....................................................Alabama Department of Public Health, 

Cardiovascular Health Branch
Donnie Cook, PhD...................................................Alabama Cooperative Extension System
Gay Coughlin ..............Alabama Department of Public Health, Bureau of Family Health Services
Debbie Davis ..................................................................................American Cancer Society
Ron Dawsey................Alabama Department of Public Health, Bureau of Environmental Services
Mark Dignan, PhD...........................University of Kentucky, Center for Prevention Research
Regina Dillard .................................................................Alabama Statewide Cancer Registry
Lakeshia Dotson, MPA .......................Alabama Cooperative Extension System and National 

Cancer Institute, Cancer Information Services 
Lynn Dyess, MD .......................................................................University of South Alabama
Lelia Edwards...............................................................University of Alabama at Birmingham
Laurie Eldridge-Auffant, MPH ................................Alabama Department of Public Health, 

Worksite Wellness Division
Bill Eley..................................................................................Alabama Pharmacy Association
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Shannon Ellis ............................................................Alabama Department of Senior Services
Raenetta Ellison................................University of Alabama, Division of Preventive Medicine
Bonnie Embry, MD....................................................Alabama Department of Public Health, 

Medical Advisory Committee
Mary B. Evans, MA ..............University of Alabama at Birmingham, School of Public Health
Ronnie Floyd ....................................................... Governor’s Commission of Physical Fitness
Mona Fouad, MD .............................University of Alabama, Division of Preventive Medicine
Al Fox ...................................................................Alabama Primary Health Care Association
Brenda Furlow ..............Alabama Department of Public Health, Health Care Facilities Division
Shyrell Gehman .....................................................Sovereign Nation of Poarch Creek Indians
Linda Goodson, RN ..............University of Alabama at Birmingham, School of Public Health
Yolanda Graham ..........................................................University of Alabama at Birmingham
Brenda Guthrie.............................................................Alabama Department of Public Health, 

Bureau of Family Health Services
Diane Hadley...................................................................Alabama Statewide Cancer Registry
Dollie Hambrick ............................Alabama Department of Public Health, Social Work Unit
Christopher Hamlin, MD ...........................................University of Alabama at Birmingham
Sig Harden, PhD .......................................................Alabama Department of Public Health, 

Bureau of Health Promotion and Chronic Disease
Gail H. Hardin, MS, CHES ............National Cancer Institute, Cancer Information Services
Jessica Hardy, MPH ..................................................Alabama Department of Public Health, 

Office of Women’s Health
Claudia M. Hardy, MPA ...........................................University of Alabama at Birmingham, 

Deep South Network for Cancer Control
Michael Harris .............................................................University of Alabama at Birmingham, 

Division of Preventive Medicine
Dorothy Harshbarger, MS ........................................Alabama Department of Public Health,

Center for Health Statistics
Heidi Hataway ...........................................................Alabama Department of Public Health, 

Nutrition and Physical Activity Unit
Jack Hataway, MD ....................................................Alabama Department of Public Health, 

Chronic Disease Prevention Division
John Higginbotham, PhD .........................University of Alabama, Department of Behavioral 

and Community Medicine
Nina Hollingsworth, MS, RD ................................Alabama State Department of Education
Martha Holloway ....................................................Alabama State Department of Education
Cheryl Holt, PhD........................................................University of Alabama at Birmingham, 

Division of Preventive Medicine
Karen Hood..................University of Alabama at Birmingham, Division of Preventive Medicine
Francine Huckaby .................University of Alabama at Birmingham, School of Public Health
Sandra Hullett, MD ...........................................................................Cooper Green Hospital
Sanford Jeames ............................University of Alabama at Birmingham, Division of Urology
Haley Justice, MPH ..................................................Alabama Department of Public Health, 

Cancer Prevention Division
Dennis King ....................................................................................................House of Hope
Beverly Laird, PhD.....................................................................3D Medical Concepts, LLC
Judy Lang ............................................................................................Baptist Medical Center

Acknowledgements continued
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Lori Langner....................................................................................American Cancer Society
Lucille Latham ..........................................................Coffee County Family Health Services, 

Avon Foundation Breast Cancer Fund
Frank Lawrence, III, MPH ........................................University of Alabama at Birmingham, 

Division of Preventive Medicine
Gwendolyn Lipscomb, RN, MSN ............................Alabama Department of Public Health, 

Division of Minority Health
Michael Maetz, DVM ................................................University of Alabama at Birmingham, 

School of Public Health
Sharmilla Makhija, MD .............................................University of Alabama at Birmingham,

Division of Oncology
Charlotte Mayo, PhD..................................................University of Alabama at Birmingham, 

Division of Preventive Medicine
Julia McCollum ........................................................Alabama Cooperative Extension System
Patricia McGaughey...........................................................................Cunningham Pathology
Jim McNees, MS........................................................Alabama Department of Public Health, 

Office of Radiation Control
Jim McVay, DrPA......................................................Alabama Department of Public Health, 

Bureau of Health Promotion and Chronic Disease
Holley Midgley .........................................................Alabama Academy of Family Physicians
Thomas Miller, MD, MPH ..........................................Alabama Department of Public Health, 

Bureau of Family Health Services
Gary D. Monheit, MD .....................................................................................Dermatologist
Carolyn Morgan ..........................................................Alabama Department of Public Health
Patty Moriarty, RHIT ..................................................................Crestwood Medical Center
Vicki Nelson....................................................................Alabama Statewide Cancer Registry
Carrie Nelson-Hale.......................................................................SISTAs Can Survive, Inc.
Stacey Neumann........................................................Alabama Department of Public Health, 

Tobacco Prevention and Control Division
Jennifer Newsome......................................................University of Alabama at Birmingham, 

Center for Palliative Care
Maria Norena...............................................................University of Alabama at Birmingham, 

Division of Preventive Medicine
Sondra M. Parmer ........................................................Alabama Cooperative Extension System, 

Nutrition Education Program
Edward Partridge, MD ...............University of Alabama at Birmingham, OB/GYN Oncology
Diane Payne ..........................................................................................New Beacon Hospice
Deborah Pennington, RN ............................................Alabama Breast and Cervical Cancer 

Early Detection Program
Steve Pettitt ..........................................................Sovereign Nation of Poarch Creek Indians
Molly B. Pettyjohn, MS, RD, LD............................Alabama Department of Public Health, 

Nutrition and Physical Activity Unit
John Pinkston, MD .....................................................Baptist Montclair - Princeton Hospital
Suzanne Reaves, MPA, MPH...................................Alabama Department of Public Health, 

Cancer Prevention Division
Sondra Reese ...............Alabama Department of Public Health, Behavioral Risk Factor Survey Unit
Pat Reyman, RN ...................................................................................Oncology Consultant
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Kyle Reynold, DrEd ..................................................Alabama Department of Public Health, 
Steps to a Healthier Alabama

Sandra F. Richardson, RHIA..................................Alabama Quality Assurance Foundation
Blake Roper ..........................................Alabama Department of Environmental Management
Nasser Said-Al-Naief, MS.........................................University of Alabama at Birmingham, 

Department of Pathology
Samuel Saliba, MD ...................................................Baptist Health Systems, Family Practice
Teri Salter............................................................................................Baptist Health Systems
Earl Sanders, MPH .....................................................University of Alabama at Birmingham,

Comprehensive Cancer Center
Anita Sanford, RN ....................................................Alabama Department of Public Health,

Nutrition and Physical Activity Unit
Samuel Sawyer, MD ............................................................................Sawyer Surgery Clinic
Isabel Scarinci, PhD, MPH ........................................University of Alabama at Birmingham,

Division of Preventive Medicine
John Searcy, MD ..........................................................................Alabama Medicaid Agency
Xuejun Shen....................................................................Alabama Statewide Cancer Registry
Cyndi Signor.........................................................Alabama Primary Health Care Association
Rachael Sims ..............................................Auburn University, Harrison School of Pharmacy
Patti Stadlberger, RN........................Alabama Department of Public Health, Pharmacy Unit
Rosanna Smith ...........................................................Alabama Department of Public Health,

Cancer Prevention Division
David Stone, MSW ................................................................Alabama Hospice Organization
Sarah Strawn .............................................................Alabama Department of Senior Services
Barbara Struempler, PhD .............................Auburn University, College of Human Sciences
Marc Sussman ...............................................Cooper Green Hospital, Balm of Gilead Center
Kim Swinney-Morgan..............................................................Alabama Hospital Association
Kathleen Tajeu, PhD ................................................Alabama Cooperative Extension System
Tracey Taylor ..................................................................Alabama Statewide Cancer Registry
Charlie Thomas, RPh .......................Alabama Department of Public Health, Pharmacy Unit
Deborah Thomasson ..............Alabama Department of Public Health, Public Health Nursing
Joanice Thompson......................................................University of Alabama at Birmingham,

Recruitment and Retention Shared Facility
Brooke Thorington....................................................Alabama Department of Public Health,

Tobacco Prevention and Control Division
Tim Turner, PhD ................................................Tuskegee University, Department of Biology
Theo Vaughn-Smith ..............University of Alabama at Birmingham, School of Public Health
Susan Volker, MPH ....................................................University of Alabama at Birmingham
John Waterbor, MD, DrPH ......................................University of Alabama at Birmingham,

School of Public Health
Kirk Whatley...................Alabama Department of Public Health, Office of Radiation Control
Arica White, MPH .........................................................Alabama Statewide Cancer Registry
Beth Williams.........................Alabama Breast and Cervical Cancer Early Detection Program
Charmaine Williams ....................................................University of Alabama at Birmingham
Shirley Williams ..............................................................Alabama Statewide Cancer Registry
Theresa Wynn, PhD ...................................................University of Alabama at Birmingham,

Division of Preventive Medicine

Acknowledgements continued
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labama continues to
build on its very success-
ful history of cancer
control. This second

statewide cancer plan covers years
2006 - 2010 and addresses issues
across the cancer continuum. A
statewide approach to cancer control
is the most effective way to tackle
such a monumental public health
concern. No single agency or organi-
zation can meet the challenge alone.

Comprehensive cancer control
has been defined as an integrated
and coordinated approach to reduc-
ing cancer incidence, morbidity, and
mortality through prevention, early
detection, treatment, and palliation.
This comprehensive approach
involves systematic assessment of
state cancer concerns to ensure that
important priorities are identified,
resources are used efficiently, gaps in
education and services are identified,
and duplication of efforts is avoided.

Development and implementa-
tion of the new Alabama
Comprehensive Cancer Control
Plan (ACCCP) involves a statewide
partnership among the Alabama
Department of Public Health
(ADPH), other public health agen-
cies, academic and research institu-
tions, and community-based private
and not-for-profit volunteer organi-
zations. Alabama’s strength lies in
the ability of key stakeholders to col-
laborate to further reduce the burden
of cancer.

While Alabama, along with the
rest of nation, has made progress
reducing cancer incidence and mor-
tality, significant challenges are still
ahead. By tailoring educational mes-
sages to groups where the greatest
cancer disparities exist and increas-
ing screening and early detection
services for the underserved, the
state will continue to see exciting
progress. An example is, for the first
time ever, African American women
in Alabama are receiving mammo-
grams at a higher rate than their
Caucasian counterparts.

As cancers are detected at earlier
stages and treatments become more
effective, people are living longer, an
achievement that is reflected in the
expanded section on Survivorship in
the 2006 - 2010 Plan. Also, a much
greater emphasis will be placed on
cancer prevention over the next five
years, including proper nutrition and
weight management, regular physical
activity, tobacco prevention or cessa-
tion, and over exposure to ultravio-
let light.

Lifestyle choices will be the
health focus for the 21st century.
Peer education, community-based
interventions, and better access to
preventive health care will support
Alabamians in making better
lifestyle choices and help the state
continue to make progress in the
battle against cancer.

EXECUTIVE
SUMMARY

A
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Alabama’s commitment to cancer
control began in 1988 when the
ADPH conducted an organization-
wide strategic planning process that
produced the first statewide compre-
hensive plan for cancer control. The
original Cancer Control Strategic
Planning Committee consisted of
eight members appointed by the
State Health Officer and included
representation from ADPH, academ-
ic medical institutions, and clinical
professionals. Additional individuals,
organizations, and agencies were
consulted during the development of
the plan to assure the appropriate-
ness and inclusiveness of the goals,
objectives, and strategies addressed.
Appendix C contains a list of the
1988 Cancer Control Strategic
Planning Committee. 

In 1998, the Cancer Prevention
Branch of ADPH initiated a revision
of the 1988 plan to carry Alabama
into the next century. Original mem-
bers were invited to participate in
the review and to assist with the
development of the process by which
the update would be conducted.
Additional key members were
recruited to represent the explosion
of cancer prevention and control
research, programs, organizations,
and activities across the state. 

The newly formed
Comprehensive Cancer Control
Core Work Group (CWG) provided
the vision and leadership to expand
the scope of the original plan. The
work continued until the full
Alabama Comprehensive Cancer
Control Coalition met in September
2001 to adopt the 2001 - 2005 Plan.
A cooperative agreement awarded
the same year between the Centers

for Disease Control and Prevention
(CDC) and the ADPH provided the
necessary funding to begin statewide
implementation. 

The 2001 - 2005 Plan for
Alabama has provided the frame-
work to expand ACCCC member-
ship, target implementation of
evidence-based cancer control
programs, and refine evaluation and
reporting processes of the Plan.
Based on the collective experience
of the coalition, it is clear that to
impact cancer in Alabama the fol-
lowing major needs must be
addressed:

■ Maintaining existing partner-
ships and assuring communica-
tion across existing programs,
partnerships, and cancer control
organizations.

■ Broadening partnerships and 
the community role in cancer
control.

■ Investigating and implementing
new cancer control strategies.

■ Providing linkages for cancer
control research.

■ Expanding resources and
increasing use of early detection
and treatment services by
underserved populations.

■ Enhancing surveillance activities
to monitor and evaluating cancer
prevention and control activities.
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CCCC partners with the
University of Alabama at
Birmingham (UAB)
Division of Preventive

Medicine to evaluate implementation
of the Plan as well as the ongoing
activities and operations of the
Coalition.

The evaluation component of the
Alabama Comprehensive Cancer
Control Plan assesses program imple-
mentation and program outcomes at
the short-term, intermediate-term, and
long-term levels. The evaluation is
guided by use of logic models (see
Appendix D), which reflect the con-
tent of the Plan. Objectives within
each section of the Plan are examined
to determine the degree to which they
are realistic and measurable. In addi-
tion, it is recognized that it may not

be possible at this time to evaluate
every objective in this comprehensive
plan. A degree of flexibility is to be
expected, and the evaluation plan is
based on priority areas and available
data. There is, however, increased
importance placed on process/
implementation of the Plan activities
(strategies). Data are collected
through use of a Monitoring Form 
(see Appendix E) and are compiled for
the evaluation report. Implementation
data, coupled with surveillance data,
provide a more comprehensive picture
of Plan activities. Evaluation reports
are prepared on an annual basis with
input by members of the Evaluation
Team as well as other primary stake-
holders. These reports are used in a
feedback loop to improve and
strengthen the Plan.

EVALUATION

A
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Alabama
Comprehensive
Cancer Control
Coalition and
their respective
resources.

The Coalition
includes state
agencies, aca-
demic and
research institu-
tions, volunteer
organizations,
and local and
county agencies.

Increase cancer
prevention, con-
trol, and care in
Alabama.

Reduction in
cancer incidence,
mortality, and
impact in the
state of
Alabama.

Long-term
changes, as doc-
umented
through surveil-
lance data.

Outcomes relat-
ed to prevention,
early detection,
treatment and
care, environ-
ment/ occupa-
tional, research,
surveillance and
evaluation.

Documentation
of increases in
cancer preven-
tion and screen-
ing behaviors,
and decreases in
risk behaviors, as
assessed through
surveillance data,
over a 3-5 year
period.

Objectives relat-
ed to prevention,
early detection,
treatment and
care, environ-
ment/occupa-
tional, research,
surveillance and
evaluation.

Documentation
of changes in
knowledge, edu-
cation, aware-
ness, and short-
term behavior
change, over a 
1-2 year period.

Implementation
of strategies relat-
ed to prevention,
early detection,
treament and
care, environ-
ment/occupation-
al, research, sur-
veillance, and
evaluation.

Documentation
includes but is
not limited to,
reports, rosters,
surveys, and data
reported through
use of a standard-
ized reporting
and data collec-
tion form, to doc-
ument the type
and number of
activities (imple-
mentation of
strategies.)

Strategies
related to preven-
tion, early detec-
tion, treatment
and care, environ-
mental/occupa-
tional, medical
research, surveil-
lance, and evalua-
tion.

Priority areas
include but are
not limited to
research, advoca-
cy, education, dis-
semination/com-
munication, pro-
motion/aware-
ness, data needs,
disparities, access,
and service.

Input Activity/Strategy Implementation Short-term 
outcome

Intermediate 
outcome

Long-term
outcome

Alabama Comprehensive Cancer Control - Overall Logic Model

E
valuation continued
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he U.S. Department of
Health and Human
Services released Healthy
People 2010 as an effort

for states, communities, professional
organizations, and others to help
improve the health of the nation.
This initiative includes a set of
health objectives for the nation to
achieve over the first decade of the
new century. The effort is designed
to achieve two overarching goals: to
increase the quality and years of
healthy life and to eliminate health
disparities. 

In response to this effort, the
Alabama Department of Public
Health established a Healthy
Alabama 2010 steering committee.
The committee developed Healthy

Alabama 2010 to identify the specific
needs of the state in achieving the
goals and objectives listed by Healthy
People 2010. In addition to objec-
tives and strategies used in the
Healthy People 2010 report,
Alabama developed a set of objec-
tives to reduce racial disparities in
health outcomes and to improve the
overall health status of Alabamians. 

ACCCC plays an important role
in addressing the objectives in these
publications since many are relevant
to cancer prevention, early detec-
tion, and survivorship. The Alabama
Comprehensive Cancer Control
Plan used these objectives as a guide
for developing strategies and measur-
ing progress in the outcomes.

T

CCCC partners with the
American Cancer
Society (ACS) and the
Alabama Statewide

Cancer Registry (ASCR) to produce
the 2005 Alabama Cancer Facts
and Figures, which will report 2003
data. This is the third edition of
Alabama Facts and Figures; it has
become an important document for
anyone with an interest in cancer.
The publication illustrates a variety
of factors that affect cancer preven-
tion, detection, and quality of life by
providing not only data but also
interpretation of how these factors
affect one another.

Alabama Cancer Facts and Figures
provides accurate and timely cancer
data and cancer risk factor informa-
tion to key Alabama stakeholders at
all levels. The document also serves
as an essential planning and
evaluation tool for the Alabama
Comprehensive Cancer Control
Plan. 

An additional benefit is that it
serves as another mechanism for
distributing the Plan, which can be
found in an abbreviated format at
the end of the document.

ALABAMA CANCER 
FACTS AND FIGURES
AND HEALTHY PEOPLE 2010
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ccording to the 2000
U.S. Census, Alabama is
the 23rd most populous
state, with 4,447,100

residents.1 Between 2000 and 2003,
Alabama’s population grew 1.2 per-
cent, adding 53,652 new residents,
but Alabama’s growth was lower
than the national rate of 3.3 percent.
The racial make-up of the state is 71
percent Caucasian, 26 percent
African American, and 3 percent
other.1

AFRICAN AMERICAN POPULATION
In 2000, 26.3 percent of

Alabamians were African American,
over twice the national rate of 12.2
percent.1 Federal poverty rates are
higher among African Americans,
along with lower levels of private
insurance and access to health care
services.2 In 2003, 30 percent of
Alabama high school graduates were
African American, significantly
lower than their Caucasian counter-
parts.3 Postsecondary education
among the African American popu-
lation is significantly lower than
among Caucasian counterparts.4

GROWING HISPANIC POPULATION
According to a 2004 report by the

U.S. Census, the nation’s Hispanic
population continues to grow at
much faster rates than the popula-
tion as a whole. The national
Hispanic population reached 39.9
million on July 1, 2003, accounting

for about one-half of the 9.4 million
residents added since the 2000 U.S.
Census. This 13.0 percent growth
rate for Hispanics over the 39-month
period was almost four times that of
the total population. The number of
people in the United States who
reported being Asian grew from 11.9
million to 13.5 million.5

Within Alabama, Hispanics
account for the fastest growing seg-
ment of the population. In 1990, 0.6
percent of Alabama’s residents
reported being of Hispanic origin. In
2000, 1.7 percent of the population
was Hispanic.1 The northeast and
southeast counties have higher pro-
portions of Hispanic residents than
other counties in the state. Residents
in almost 4 percent of households in
Alabama report speaking a language
other than English in the home.

AGING POPULATION
Alabama has declining birth and

death rates, and, like the rest of the
United States, its population is
aging. The median age of
Alabamians in 2000 was 35.8 years,1

compared to 32.9 years in 1990. In
2000, 13 percent of Alabama’s popu-
lation was 65 years and older; this is
higher than the national rate of 12.4
percent.1 The female population is
larger than the male population
throughout the age span.1 Over half
of Alabama’s population is female,
and women also typically have a
longer lifespan than men. The

ALABAMA 
DEMOGRAPHICS
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population of Alabamians 65 and
older is 60 percent female and 40
percent male.1

EDUCATIONAL ATTAINMENT
The recent report America’s

Health: State Health Rankings, issued
by the United Health Foundation,
the American Public Health
Association, and the Partnership for
Prevention ranked Alabama 46th in
the nation for high school comple-
tion. Only 57.2 percent of incoming
ninth graders graduate with a high
school diploma in four years.7

POVERTY
The median Alabama household

income reported to the 2000 U.S.
Census was $34,135 per year, 19
percent below the national average.1

Shelby County had the highest
median household income ($55,440)
followed by Madison County
($44,704). The lowest incomes were

in Wilcox ($16,646) and Sumter
counties ($18,911).1

UNINSURED POPULATION
The majority of individuals who

live below the poverty threshold
have no health insurance. In 2003,
the Kaiser Family Foundation report-
ed that 13 percent of Alabamians are
uninsured. For those with health
insurance, 59 percent were covered
by private or individual insurance
and 27 percent were covered by
either Medicare or Medicaid.3

Adequacy of the coverage, however,
is less clear. Presumably people who
live in Alabama, like residents of
many other states, may have group
health insurance limited to wage
earners only, may have high
deductibles, or may be only
catastrophic coverage. The degree of
significance to which lack of health
care insurance contributes to poor
health outcomes and economic

Alabama Comprehensive Cancer Control Plan 2006-2010   12

American Indian &
Alaskan Native

0.5%

Caucasian
71.8%

Asian
0.7%

Native Hawaiian &
other Pacific Islander

0.0%

Other races
0.7%

African 
American

26.3%

Produced by the Center for Health Statistics, 
Alabama Department of Public Health

Figure 1. Distribution of Racial Categories
Alabama Census 2000
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hardship in Alabama cannot be
overstated. Screening and early
detection services are not readily

available to this population, which
causes increased suffering from
conditions that could be prevented.
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outine screening is an
important factor which
decreases cancer morbidi-
ty and mortality rates.

Cervical cancer is almost 100 percent
preventable if women are properly
screened. Breast, colorectal, and
prostate cancers have a high survival
rate when detected at an early stage.
Unfortunately, funding for early
detection programs is not adequate to
reach populations who are uninsured
or underserved. Lung cancer is a sub-
stantial problem in Alabama, with an
incidence rate of 73.4 per 100,000
from 1996-2002.8 To decrease the
incidence and mortality rates of lung
cancer, priority should be placed on
establishing or enhancing effective
smoking prevention and cessation
programs.

Today, more than 150,000 indi-
viduals throughout Alabama are
living with or surviving a cancer

diagnosis. According to the
American Cancer Society (ACS),
more than 24,000 individuals, or 66
Alabamians per day will be diag-
nosed with cancer each year.9

Prostate, breast, and lung cancers are
the most frequently diagnosed can-
cers in Alabama. It is estimated that
there will be more than 10,000
cancer-related deaths in Alabama, or
27 per day, making cancer the state’s
second leading cause of death in
2005, following heart disease.6

Scientific evidence suggests that
60 percent of new cancer cases and
33 percent of cancer deaths could be
prevented through lifestyle changes
such as eliminating tobacco use,
improving dietary habits, exercising
regularly, maintaining a healthy
weight, avoiding exposure to ultravi-
olet light, obtaining cancer screen-
ing for early detection, and seeking
timely and appropriate treatment.10

Lung
31.7%

All Other
39.1%

Colorectal
9.1%

Breast
6.9%

Prostate
5.5%

Pancreatic
5.1%

Ovarian
2.6%

Source: Alabama Department of Public Health, Center for Health Statistics, 2005

Figure 7. Leading Causes of Cancer Deaths, Alabama 2003

THE BURDEN OF CANCER 
IN ALABAMA

R
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n addition to the distressing
loss of lives, cancer exacts a
great economic toll on
Alabamians. ACS estimates

the direct and indirect cost of cancer
in the United States was $189.8 bil-
lion in 2004. This estimate included
about $69.4 billion in direct medical
costs. Indirect costs for 2004, con-
sisting of productivity or time lost or
foregone by patients, families and
other informal caregivers, were esti-
mated to be $120.4 billion. These
costs include approximately $16.5
billion in indirect morbidity costs
(lost productivity due to illness) and
$103.9 billion in indirect mortality

costs (lost productivity due to pre-
mature death)11. This means that
with a population estimated to be
4.53 million in 2004, the economic
cost of cancer in Alabama was over
$2.9 billion or approximately $646
for each person.

In part, the costs in cancer care
can be attributed to lack of health
insurance and barriers that prevent
Alabamians from accessing the serv-
ices needed for cancer prevention
and early detection. To prevent
increasing costs of cancer-related
illnesses, it is important to focus 
on screening and early detection
strategies.

Direct Care,
$1,070.6

Lost Productivity
Due to Illness,

$254.5

Lost Productivity Due 
to Premature Death

$1,602.9

Total Cost of Cancer in Alabama, 2004 = $2,928.0 Million

Source: Alabama Department of Public Health, Center for Health Statistics, 2005

Figure 8. Direct and Indirect Costs of Cancer
Alabama, 2004 ($Millions)

ECONOMIC BURDEN 
OF CANCER IN ALABAMA 

I
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ubstantial progress has led to
advanced methods of cancer
detection, diagnosis, and
treatment. Unfortunately,

not all populations have reaped
benefits from this progress. The
incidence and mortality rates of
cancer show disparities among rural
and minority populations within
Alabama. These populations are more
likely to experience the following:

■ Be diagnosed with and die from
preventable cancers.

■ Be diagnosed with late-stage
disease for cancers detectable
through screening at an early
stage.

■ Receive either no treatment or
treatment that does not meet cur-
rently accepted standards of care.

■ Die of cancers that are generally
curable.

■ Suffer from cancer without the
benefit of pain control and other
palliative care.12

Health disparities are more promi-
nent in rural, underserved areas. Of
the 67 counties in Alabama, 45 are
classified as rural. Within these coun-
ties, health insurance enrollment
rates are low and health care facilities
and providers are sparse. A rural
region known as the Black Belt has
an age-adjusted prostate cancer death
rate of 58.4 compared to 38.0 for the
remainder of the state. Location of
health care facilities and providers

creates a burden for those who seek
cancer services. Many of these areas
have only one or two primary care
physicians within the county.

Cancer incidence rates are lower
among minorities; however, their
mortality rates are higher. Major con-
tributors to this disparity are the lack
of access to early detection and low
quality health care. Minorities, espe-
cially African American and
Hispanic populations, are less likely
than Caucasians to have private
health insurance. The number of
uninsured African Americans in
Alabama in 2003 was 22 percent,
compared to 13 percent of
Caucasians.5 Studies show that people
without health insurance are diag-
nosed with cancer at later stages and
die from cancer at higher rates than
those with insurance. To lower the
rate of cancer-related deaths, it is
important to increase awareness and
availability of cancer screening
services. 

The Alabama Breast and Cervical
Cancer Early Detection Program
(ABCCEDP) has helped to increase
breast cancer screening rates among
minority women. In 2002, more
African American than Caucasian
women in Alabama reported having
had a mammogram in the past year.13

Unfortunately, this screening rate
does not hold true for all types of
cancer.14 In 2002, only 10 percent of
Alabama’s African Americans and
Hispanic adults reported ever having

DISPARITIES 
IN ALABAMA 

S
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a fecal occult blood test, flexible sig-
moidoscopy, or colonoscopy.13 When
diagnosed at a localized stage, col-
orectal cancer has a five-year survival
rate of 90.1 percent. Colorectal can-
cer mortality rates in Alabama are
higher among African Americans.15

High quality health care facilities
and systems are less available for
minority or underserved communities.
The Institute of Medicine reported
that minorities, particularly African
Americans, frequently receive lower
quality health care than Caucasians,
even when access-related factors were
controlled. Individuals living in these
underserved communities may be
unable to derive benefit from services
because of communication barriers
such as language, health literacy, and
hearing or visual impairment.16

A patient’s understanding of an
illness may be different from a
provider’s perspective. An individual’s
beliefs are not always compatible with
evidence-based medical practices. To
increase compliance rates among
minorities and the underserved,
cultural competency of health care
professionals must become a priority. 

Solutions to eliminate cancer
disparities are complex and require
intensive and multidisciplinary
approaches that unite research and
community outreach strategies. The
Alabama Comprehensive Cancer
Control Coalition is dedicated to
working with health care profession-
als, community-based organizations,
government agencies, and academic
and research institutions to develop a
multi-faceted approach to lower
cancer incidence and mortality rates
among these populations.
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Figure 9. Factors That Influence
Cancer Disparities
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Source: adapted from: Freeman, HP. Commentary on the meaning of race and
science and society. Cancer Epidemiology Biomarkers Prev 12(3): 2325-65, 2003,
and Institute of Medicine. Unequal Treatment: Confronting Racial and Ethnic
Disparities in Health Care. Washington, DC: National Academy Press, 2002
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esearch is responsible for
the remarkable progress
that has been made in
cancer prevention and

control since the War on Cancer was
declared over 30 years ago. Ongoing
groundbreaking scientific discoveries
offer an incredible array of opportu-
nities to accelerate progress.

New and emerging scientific
research is the driving force behind
cancer prevention, improved early
detection methods, and successful
treatment options. The number of
cancer deaths and cases has been
declining in the U.S. for over a
decade, but our greatest achieve-
ments are yet to come.

CHEMOPREVENTION 
Chemoprevention involves the use

of either natural or synthetic sub-
stances to reduce the risk of develop-
ing cancer or to reduce the risk of
cancer recurring. Studies over the
past 25 years have identified agents
(drugs, vitamins, hormones, or dietary
compounds) which have shown sig-
nificant success in helping achieve
these goals.

Prevention usually denotes steps
patients can take on their own to
reduce the chance of cancer develop-
ment (dietary changes, smoking ces-
sation, weight control, decreased sun
exposure, etc.). Cancer treatment
involves the administration of proven
methods to slow or stop cancer.
Chemoprevention has been found to

bridge the gap between preventive
measures and cancer treatment.

Currently there are five basic
classes of agents – selective estrogen
receptor modulators (SERMs) like
tamoxifen and raloxifene, calcium,
retinoids (substances related to
vitamin A), glucocorticoids, and
non-steroidal anti-inflammatory
drugs (NSAIDs).

Currently NCI has over 40 trials
underway and many more being
conducted by pharmceutical compa-
nies. These trials require very large
numbers of participants to prove a
statistically valid result. With success
in this area will come a reduction in
new cancers as well as a reduction in
the number of recurrent cancers.

GENOMICS
Genomics specific to cancer is the

study of the functions and interac-
tions of the cancer genes within the
genome, including interactions with
environmental factors.17 It is estimat-
ed that 5 to 10 percent of cancer is
caused by autosomal dominant
inherited genetic changes, such as
BRCA1 and BRCA2 mutations in
breast and ovarian cancers.18

Research on the cancer genome has
already shown an increased risk for
individuals with a first-degree
relative with cancer, and much more
is being learned every day. The influ-
ence of the emerging fields of genet-
ics and genomics on cancer control
cannot be ignored. 

NEW AND EMERGING
RESEARCH

R
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Family history is known to be a
risk factor for many chronic diseases
– including coronary heart disease,
cancer, and diabetes – but its use in
preventive medicine has been de-
emphasized compared to modifiable
risk factors such as smoking and diet.
According to the results from the
Healthstyles 2004 Survey, conducted
by the CDC, 96 percent of
Americans believe that knowing
family history is important to their
health.19 The survey also shows,
however, that only one-third of
Americans have ever tried to gather
and organize their families’ health
histories. 

In November 2004, the U.S.
Department of Health and Human
Services launched a public education
campaign urging all Americans to
know their family medical history
and to discuss it with health care
professionals using an online family
history collection tool.20 This free
computer program organizes impor-
tant health information into a print-
out that can be taken to office visits
to help determine whether a patient
is at a higher riskate for disease. The
printout can also be placed in a
patient’s medical record. The new
computerized tool, called “My
Family Health Portrait,” can be
downloaded at
http://www.hhs.gov/familyhistory/.
Using family history as a risk assess-
ment tool is an important compo-
nent within cancer genetics and one
of the most amenable public health
applications of genomics at this
time.21

PROTEOMICS
Proteomics, in its modern form, is

relatively new and takes over where
genomics ends. Proteomics technolo-
gy is being used in cancer diagnosis
and treatment, which involves
searching for proteins that may serve
as biomarkers of early disease, or
responsiveness to therapy, or of the
likelihood of relapse after treat-
ment.22 At this point, none of the
proteomics analyses is mature
enough to be used in the clinic as a
screening tool, but these small stud-
ies point to the promise of pro-
teomics as a diagnostic maker. 

GENETIC ADMIXTURE
In many disease outcomes, adjust-

ment for socioeconomic factors does
not completely eliminate health dis-
parities, therefore suggesting a role
in genetics. An emerging technique
called genetic admixture looks close-
ly at the differences in ethnic and
racial groups to explore the compo-
nents that cause genetic predisposi-
tion to certain types of chronic dis-
eases. Ancestry-informative markers
help answer questions by estimating
what fraction of an individual’s
genome was inherited from African
ancestors, what part came from
European ancestors, and what frac-
tion descended from pre-Columbian
aboriginal populations.23 Past studies
have looked into the biology of obe-
sity traits and insulin-resistance syn-
drome. This technique is currently
being considered for application to
cancer research. 
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ancer is not just a medical
issue, it is also a psycho-
logical, social, and eco-
nomic issue. The disease

becomes political when elected offi-
cials make policy decisions that affect
the lives of cancer survivors, their
families, their career opportunities,
and other potential cancer patients.
Cancer advocates in Alabama
address all these issues at various lev-
els and in their own unique ways.
Some groups have paid consultants
while others influence decision mak-
ers by their personal testimonies. 

Through implementation of the
Alabama Comprehensive Cancer
Control Plan these various approach-
es will be combined to increase
Alabama’s capacity to positively
influence programs to help prevent
cancer, broaden access to quality can-
cer treatment and follow-up care, and
improve the quality of life for those
affected by the disease. Each of the
Plan sections (Prevention; Early
Detection; Survivorship;
Environmental, Medical, and
Occupational Exposure; Surveillance;
and Research) contains advocacy
objectives along with strategies to
help achieve success. 

Strong partners, such as the
American Cancer Society (ACS),
train individuals and groups to be
advocates for their own issues as well
as provide a voice for people who are
not usually heard. ACS initiatives
rely on the combined efforts of a

community-based, grassroots network
of cancer survivors, caregivers, volun-
teers, staff, health care professionals,
public health organizations, and
other collaborative partners who
have successfully influenced or sup-
ported policies, laws, and regulations. 

Recent achievements that have
been brought about by advocacy
efforts in Alabama include: 

■ Adopting the Breast and Cervical
Cancer Prevention and
Treatment Act. 

■ Increasing the state tobacco tax
and increasing penalties for those
who sell tobacco to minors.

■ Passing a statewide clean indoor
air act without preemption. 

■ Passing local clean air ordinance
in Prattville, Montgomery,
Birmingham, Dothan, and
Auburn, with initiatives pending
in Huntsville and Mobile as well
as numerous smaller cities
throughout Alabama.

■ Passing a mandated option
requiring that insurance compa-
nies offer the full range of
colorectal screenings through
private insurance.

■ Advocating for an adequate and
sustained funding source for
Medicaid to ensure access to
cancer care and prescription
drugs for Alabama’s medically
indigent cancer patients served
by the state Medicaid program.

ADVOCACY

C
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he Alabama
Comprehensive Cancer
Control Plan is divided
into sections that address

topics relevant to cancer control in
Alabama: 

■ Prevention
■ Early Detection
■ Survivorship
■ Environmental, Medical, and

Occupational Exposure
■ Surveillance
■ Research

The narrative material that intro-
duces each section and subsection
covers information about current
prevalence and mortality, and on
particular activities and programs
that are working to decrease cancer
incidence and mortality rates in the
state. 

The goals and outcomes of each
section are based on the most cur-
rent data available. Significant con-
sideration was given to each goal,
objective, and strategy to ensure all
populations were addressed. Each
section includes the following: an
overall goal, individual sub-section
goal statements, outcome measures
with data sources, objectives, and
strategies. The goal statements

reflect long-term aspirations and are
meant to guide the direction of
Alabama’s cancer control activities.
Outcome statements provide target
measures the ACCCC will work to
accomplish by the year 2010. Where
applicable, these measures are based
on Healthy People 2010 recommen-
dations. Some outcome statements
do not include baseline data; in
these cases, ACCCC has plans to
establish these baselines and set
appropriate targets to be met by the
end of the five-year period. To
accomplish each specific outcome
measure, comprehensive objective
statements are included. Strategies
are specific activities designed to
accomplish the objectives and
include information on agencies§,
other partners and programs§, and
linkages§ whose efforts and resources
address the need. 

Cancer control research is a
major component in the Plan.
ACCCC has included specific
research goals, outcomes, and objec-
tives in each section to allow for a
closer dialogue with researchers.
Each committee includes a research
liaison who will be responsible for
reporting ongoing efforts in cancer
research to their respective commit-
tees and to the Research Committee.

§ Defined in Glossary, see Appendix B

FORMAT OF THE 2006 – 2010 
ALABAMA COMPREHENSIVE CANCER
CONTROL PLAN

T
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s Alabama enters the
second five-year cycle of
Plan implementation,
valuable lessons have

been learned and numerous goals
have been achieved: growth in
section committee numbers, higher
levels of commitment by members,
and a better understanding of what a
collaboration such as this actually
means. Perhaps the most valuable
lesson learned is that no one group
or organization can hope to under-
take all the very complex issues
associated with cancer prevention
and control.

Plan implementation will be the
responsibility of all coalition mem-
bers, ad hoc committees, and the
advisory council as well as grassroots
individual and small groups around
Alabama. Linkages among the vari-
ous groups are necessary to ensure
coordination and success. 

Scientific data and research will
be used systematically to identify
priorities and to assist with decision
making. Objectives will be priori-
tized based on sound scientific
evidence that interventions are
effective in reducing cancer inci-
dence and/or mortality, especially in
areas where evidence-based inter-
ventions are underutilized. The
Alabama statewide plan will be
reviewed annually and relevant data,
expanded scientific knowledge,
improved technology, and available
resources will guide future priorities.
All ACCCC partners are dedicated
to the mission of reducing the bur-
den of this relentless disease.

The Plan is comprehensive and
will consider all cancers in all
populations, but an emphasis will
remain on populations that suffer the
greatest burden of morbidity and
mortality – rural, minority, and
medically underserved Alabamians.

IMPLEMENTATION 
AND PRIORITY SETTING

A
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PREVENTION
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Overall Goal: 

Alabama cancer cases 
will decline because of adoption 

of healthy lifestyle choices 
and modification of social 
and cultural risk factors.



n the past, the majority of
diseases and illnesses that
killed Americans were
communicable. Diseases, such

as smallpox, have been eradicated
worldwide and polio from the
United States by implementation of
public health programs. During the
21st century, it will take lifestyle
changes and healthy behaviors to
prevent or cure the most prevalent
chronic diseases, including cancer. 

The majority of Americans feel
that a cancer diagnosis is inevitably
fatal; however, current research
shows this is untrue. The American
Cancer Society estimates that more

than 60 percent of cancer deaths
could be prevented if Americans
maintained a healthy lifestyle and
followed recommended cancer
screening guidelines.8

This year more than 24,000
Alabamians, or 66 per day, will
receive a diagnosis of cancer, and an
estimated 10,000 Alabamians, or 27
per day, will die from cancer.6 To
decrease cancer incidence and
mortality rates, Alabamians are
encouraged to modify their lifestyle
choices – quit using tobacco, eat
better, get more physical exercise,
and avoid overexposure to
ultraviolet light.
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Figure 11. Actual Causes of Death
in Alabama, 2002
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HEALTH EFFECTS OF SMOKING
Cigarette smoking is responsible

each year for more than 440,000
deaths in the United States – more
than alcohol, car accidents, suicide,
AIDS, homicide, and illegal drugs
combined.24 Half of Americans who
smoke will die because of their habit. 

At least 30 percent of all cancer
deaths are caused by cigarette smok-
ing. It is the major cause of cancers
of the lung, larynx (voice box), oral
cavity, pharynx (throat), and esopha-
gus and is a contributing cause in the
development of some leukemia and
cancers of the bladder, pancreas,
liver, uterine cervix, kidney, stomach,
colon and rectum.22

Lung cancer is currently the lead-
ing cause of cancer death in both
men and women in Alabama.
Detection of lung cancer at an early
stage, when it is most treatable, is dif-
ficult. Compared to nonsmokers,
men who smoke are about 23 times
more likely to develop lung cancer
and women who smoke are about 13
times more likely to do so. Smoking
causes about 90 percent of lung can-
cer deaths in men and almost 80 per-
cent of lung cancer deaths in
women.22 Fortunately, lung cancer is
largely a preventable disease. 

The harmful effects of smoking do
not end with the smoker. Women
who smoke during pregnancy have
children who are at increased risk for
low birth weight, sudden infant death
syndrome, and serious respiratory
conditions such as asthma.

Secondhand smoke is dangerous to
all who are exposed. Primarily
because of exposure to secondhand
smoke, each year an estimated 3,000
nonsmoking Americans die of lung
cancer and an additional 35,000 die
of heart disease. An estimated
150,000 to 300,000 children younger
than 18 months have recurring respi-
ratory tract infections because of
exposure to secondhand smoke.

BURDEN OF TOBACCO USE IN
ALABAMA

In 2004, the Centers for Disease
Control and Prevention (CDC)
reported that 46.2 million adults in
the United States smoke cigarettes
despite broad public awareness of the
consequences this behavior has on
health.25 According to the 2003
Alabama Behavioral Risk Factor
Surveillance System (BRFSS), 25.3
percent of Alabamians reported
being current smokers, higher than
the national rate of 22.7 percent.
Each year in Alabama, 12,000 young
people under the age of 18 become
new regular smokers.26 Although
smoking rates have steadily decreased
in recent years, the prevalence of
Alabama’s youth who smoke remains
higher than national rates. Currently,
13.1 percent of Alabama middle
school students and 24 percent of
high school students smoke,27 while
national smoking rates for these pop-
ulations are 10.1 percent and 22.9
percent, respectively.28

TOBACCO
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Smokers, businesses, nonsmokers,
and society bear the burden of costs
from cigarette use. Increasing state
health care expenditures have result-
ed in increased taxes to pay for the
cost of state Medicaid and Medicare
programs. In addition, many health
insurance companies have raised pre-
miums for clients who smoke, based
on the excessive costs of healthcare
compared to nonsmokers.

Alabama spends more than $1.17
billion each year in direct medical
expenses to treat smoking-related dis-
eases, while it allocates less than 10
percent of minimum funding recom-
mended by the CDC to address the
problem of tobacco use through pre-
vention and cessation. Alabama
ranks 36th in the nation in terms of
per capita funding to address tobacco
use prevention and control, yet one-
fourth of Alabamians smoke.

DISPARITIES
Smoking prevalence varies by race

and ethnicity, age, gender, and edu-
cational attainment. Alabama has
higher rates of current smokers than
the national average. Alabamians
ages 45 to 54 have a higher preva-
lence of smoking than other age
groups 18 and older. Caucasian men
in Alabama are more likely to smoke
than any other gender or racial
group. Prevalence decreases when
educational attainment and annual
income increase.29

EXAMPLES OF CURRENT ACTIVITIES
TO REDUCE TOBACCO USE AND
EXPOSURE

To address these issues, in 1998
ADPH convened the Alabama
Tobacco Use Prevention and
Control Task Force (Tobacco Task
Force) to develop and implement a
comprehensive state plan to address
Alabama-specific tobacco issues. In
2003, the Tobacco Task Force adopt-
ed CDC’s Evaluation Plan to monitor
progress toward accomplishing
Alabama’s goals and objectives. In
2004, the Tobacco Task Force priori-
tized activities to reach objectives,
based on available resources. The
Alabama Comprehensive Cancer
Control Plan complements this plan
by adopting projects not targeted by
other agencies.

Currently, state government
resources to prevent and control
tobacco use in Alabama are primarily
included in three agencies: ADPH,
the Alabama State Department of
Education (ALSDE), and the
Alcoholic Beverage Control Board
(ABC Board). The ADPH Tobacco
Prevention and Control Division
funds a tobacco control program in
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each of the state’s 11 public health
areas, employing 11 Tobacco Use
Prevention and Control
Coordinators who provide technical
assistance to seventeen local tobacco
control coalitions. The Division also
funds 14 minigrants statewide the
purpose of which is to empower
youths to strengthen policies in their
communities regarding tobacco use,
exposure, and treatment. The Course
of Study developed by ALSDE
requires that students be taught the
risks of tobacco use and exposure to
secondhand smoke. Through the
Safe and Drug-Free Schools
Program, schools are monitored to
enforce the Alabama Administrative
Code that requires school campuses
to be tobacco free. Safe and Drug-
Free Schools Coordinators also par-
ticipate on local tobacco control
coalitions and provide tobacco use
prevention programming in their
schools. The ABC Board is responsi-
ble for enforcing youth access to
tobacco products by providing mer-
chant education, permitting for
tobacco vendors, and enforcing state
laws regarding sales of tobacco prod-
ucts to minors.

In April 2005, ADPH launched
the first statewide Tobacco Quitline
available to all Alabamians free of
charge. The 1-800-QUIT-NOW toll-
free line offers counseling for nico-
tine dependence as well as discount
coupons for nicotine replacement
therapy. Callers receive an informa-
tion packet which is called a “Quit
Kit” and can receive additional coun-
seling as they set a quit date and
develop a plan to give up cigarettes
or spit tobacco. Data shows that,
with counseling, users are twice as
likely to be able to quit tobacco for
good. The line takes live calls from 

8 a.m. to 8 p.m., Monday through
Friday. Callers can leave a message
24 hours a day to receive more
information or a call back.

In 1993, the U.S. Environmental
Protection Agency developed a
report on the respiratory health
effects of secondhand smoke. This
same report classified secondhand
smoke as a Class A Carcinogen, one
which is known to be a cancer caus-
ing agent in humans. To address the
issue of Clean Indoor Air legislation,
organizations across the state have
formed local coalitions and are work-
ing within their municipalities to
strengthen clean indoor air laws. At
the state level, a bill has been intro-
duced in the current 2005 legislative
session to ensure that restaurants
across the state are smoke free. The
American Cancer Society and other
organizations are spearheading efforts
to support the passage of this bill. 

EVIDENCE-BASED INTERVENTIONS
TO REDUCE TOBACCO USE AND
EXPOSURE TO SECONDHAND
SMOKE

The goal of comprehensive tobac-
co control programs is to reduce dis-
ease, disability, and death by prevent-
ing the initiation of tobacco use
among youth, promoting quitting
among young people and adults, elim-
inating nonsmokers’ exposure to sec-
ondhand smoke, and identifying and
eliminating the disparities among dif-
ferent population groups related to
tobacco use and its effects.30 The
CDC’s Guide to Community Preventive
Services provides a list of evidence-
based interventions for community
leaders, policy makers, and decision
makers to consider. These interven-
tions are recommended because they
have been shown to have an impact
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in tobacco use prevention and
cessation.

CONCLUSIONS AND FUTURE
DIRECTIONS

A significant decrease in the preva-
lence of Alabamians who use tobacco
products depends on the implementa-
tion of these evidence-based strategies
targeting the school-age population.
Decreases in the incidence and
mortality attributed to lung cancer
will then occur as this generation ages
and reaches adulthood. 

Public policy is the most effective
tool for tobacco prevention. Clean
indoor air legislation has been passed
in some cities and is being considered
in many more. Ensuring smoke free
environments are available to all
Alabamians will decrease not only

the rate of environmental tobacco
smoke health outcomes, but also the
number of tobacco users. Advocacy
for legislation that addresses all pub-
lic places in Alabama is a priority
issue for ACCCC and organizations
throughout the state. 

Current tobacco users in Alabama
should have access to effective smok-
ing cessation aids. Insurers and
employers need to be educated on
the importance of smoking cessation
aids as an adjunct to quitting, and
the increased savings that occur
when these tools are available and
utilized. Cessation of tobacco product
use will save the insurer and employ-
er in costs attributed to loss of
productivity and treatment of
tobacco-related diseases. 

Intervention Recommendation
Strategies to Reduce Environmental Tobacco Smoke

Smoking bans and restrictions Recommended (strong evidence)
Strategies to Reduce Tobacco Use Initiation 

by Children, Youth, and Adults
Increasing the unit price for tobacco Recommended (strong evidence)
Media campaigns combined with appropriate interventions Recommended (strong evidence)

Strategies to Increase Tobacco Cessation
Increasing the unit price for tobacco products Recommended (strong evidence)
Media campaigns combined with appropriate interventions Recommended (strong evidence)
Interventions appropriate for health care systems – Recommended (sufficient evidence)
provider reminder systems alone
Interventions appropriate for health care systems – Recommended (strong evidence)
provider reminder systems plus provider education 
(with or without patient education)
Interventions appropriate for health care systems – Recommended (sufficient evidence)
reducing patient out-of-pocket costs for effective 
treatments for tobacco use and dependence
Interventions appropriate for health care systems – Recommended (strong evidence)
patient telephone support (quit lines) when 
combined with other interventions

Table 1: Evidence-based strategies to reduce tobacco-related diseases

Adapted from Guide to Community Preventive Services: Tobacco Use Prevention and Control. 
URL: http://www.thecommunityguide.org/tobacco/tobac.pdf
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GOAL: All Alabamians will abstain from using tobacco products. 

OUTCOME: By 2010, decrease from 20% to 15% the percentage of tobacco prod-
uct sales in Alabama that are noncompliant of laws prohibiting sales
to minors.

Data Source: 2003-2004 SYNAR Report

OUTCOME: By 2010, decrease from 13% to 10% the proportion of Alabama
youths in grades 6-8 who smoke cigarettes.

Data Source: 2004 Middle School Alabama Youth Tobacco Survey (ALYTS)* 

OUTCOME: By 2010, decrease from 24% to 16% the proportion of Alabama
youths in grades 9-12 who smoke cigarettes.

Data Source: 2004 High School ALYTS

OUTCOME: By 2010, decrease from 25% to 21% the proportion of Alabama adults
age 18 and older who smoke cigarettes.

Data Source: 2004 Behavioral Risk Factor Surveillance System (BRFSS)*

OUTCOME: By 2010, decrease from 7% to 1% the proportion of Alabama youths
in grades 6-8 who use spit tobacco.

Data Source: 2004 Middle School ALYTS

OUTCOME: By 2010, decrease from 12% to 1% the proportion of Alabama youths
in grades 9-12 who use spit tobacco.

Data Source: 2004 High School ALYTS

OUTCOME: By 2010, decrease from 21% to 12% the proportion of Alabama adults
age 18 and older who use spit tobacco.

Data Source: 1997 BRFSS

OBJECTIVE 1: Decrease the number of tobacco product sales to minors.
Data Source: SYNAR Report

STRATEGY 1-1: Educate merchants, particularly those who are not members 
of merchant associations, about tobacco sales laws and the
consequences of noncompliance.

Principal Agency/ies: ABC/Responsible Vendor 

Other Partners and Programs: ADMHMR/Substance Abuse; ADPH/Health
Promotion & Chronic Disease; ADPH/Tobacco Prevention

Linkages: Alabama Association of Convenience Stores; Alabama Oilman’s
Association; Alabama Retail Association

* All BRFSS and ALYTS data are self-reported.

TOBACCO
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STRATEGY 1-2: Educate clerks who sell tobacco products about tobacco sales
laws and the consequences of noncompliance.

Principal Agency/ies: ABC/Responsible Vendor 

Other Partners and Programs: ADMHMR/Substance Abuse; ADPH/Health
Promotion & Chronic Disease; ADPH/Tobacco Prevention

Linkages: Alabama Association of Convenience Stores; Alabama Oilman’s
Association; Alabama Retail Association 

OBJECTIVE 2: Increase awareness about the risks of tobacco use and exposure
among youths in grades 6-12.

Data Source: ALYTS; YRBS

STRATEGY 2-1: Develop and implement a Public Service Announcement
campaign to inform youths about the risks of tobacco use,
including spit tobacco.

Principal Agency/ies: ADPH/Tobacco Prevention

Other Partners and Programs: ALSDE; Youth-serving organizations

Linkages: ACES; CDC/DASH; CDC/Smoking and Health/Media Campaign 

OBJECTIVE 3: Increase the proportion of adult smokers who report trying to
quit for one day or longer during the past 12 months. 

Data Source: BRFSS

STRATEGY 3-1: Increase awareness of toll-free Quit Lines among health care
professionals and adult smokers.

Principal Agency/ies: Alabama Tobacco Cessation Quit Line Workgroup;
Coalition for a Tobacco-Free Alabama; NCI/CIS; Alabama Sheriff ’s
Association

Other Partners and Programs: ACS; ADPH/Tobacco Prevention 

Linkages: AAFP; ACES; ADPH/Communications; ASNA; ADSS;
CDC/Smoking and Health/Media Campaign; MASA; PEEHIP; SEIB 

STRATEGY 3-2: Provide training for community-based outreach programs, such
as Community Health Advisors (CHAs), about evidence-based
smoking cessation programs and information on the negative
health effects of tobacco use and exposure with an emphasis on
underserved populations.

Principal Agency/ies: ACS; ADECA; UAB/Community Health Resource
Development; UAB/Deep South Network; UAB/Preventive Medicine

Other Partners and Programs: NCI/CIS

Linkages: Coalition for a Tobacco-Free Alabama
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OBJECTIVE 4: Advocate for policy changes and legislative efforts that will
reduce tobacco use and exposure. 

Data Source: ADPH/Tobacco Prevention and Control Division policy 
tracking system

STRATEGY 4-1: Provide information and act as a resource for state and local
decision makers regarding tobacco pattern use, policy issues,
and tobacco-related cancers. 

Principal Agency/ies: ACS; ADPH/ASCR; ADPH/Tobacco Prevention;
American Heart Association; American Lung Association of Alabama;
Coalition for a Tobacco-Free Alabama

Other Partners and Programs: AAFP

Linkages: Campaign for Tobacco-Free Kids; CDC/DASH

STRATEGY 4-2: Educate employers/payers and insurers about the benefits 
of reimbursing for smoking cessation counseling and 
medication aids. 

Principal Agency/ies: ACS; Alabama Tobacco Cessation Quit Line
Workgroup; American Heart Association; American Lung Association of
Alabama 

Other Partners and Programs: Coalition for Tobacco-Free Alabama

Linkages: BC/BS; CDC/Smoking and Health/Media Campaign; Medicaid;
Medicare
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hroughout the past two
decades, obesity rates have
risen to epidemic propor-
tions. Healthy People 2010

issued a target decrease in obesity
rates among Americans; however, this
rate has steadily increased. 

Determination of whether an indi-
vidual is overweight or obese is based
on the Body Mass Index (BMI) chart.
BMI is a measure of height and
weight and is typically an accurate
correlation of body fat.31 Adults of
healthy weight have a BMI of 18.5 to
24.9. Overweight adults have a BMI
of 25 to 29.9, while obese adults have
a BMI of 30 or above.32 For children
and teens 2 to 20 years old, BMI is
age and gender specific to adjust for
changes in body fat as children grow. 

Overweight and obesity result
from an energy imbalance over an
extended period of time: more calo-
ries consumed than expended.
Genetic predisposition is also a con-
tributing factor in obesity. However,
lifestyle choices of unhealthy eating
patterns and physical inactivity are
leading contributors to this epidemic. 

HEALTH EFFECTS FROM BEING
OVERWEIGHT OR OBESE

For the majority of Alabamians
who do not smoke, dietary choices
and physical activity are the most
important modifiable determinants of
cancer. Many epidemiological studies
have shown that populations that eat
diets high in vegetables and fruits

and low in animal fat, meat, and/or
calories have a reduced risk for some
of the most common types of cancer.
Further research is needed to deter-
mine how single nutrients, combina-
tions of nutrients, over nutrition and
energy imbalance, or the amount and
distribution of body fat at particular
life stages affect one’s risk of specific
cancers. 

The American Institute for
Cancer Research (AICR) and the
World Cancer Research Fund
(WCRF) published a report titled
Food Nutrition and the Prevention of
Cancer: A Global Perspective, empha-
sizing primary prevention of cancer
through food and nutrition. AICR
and WCRF consider evidence of the
causal links between food and nutri-
tion and cancer and make recom-
mendations for policy makers and the
general public. The report recom-
mends these basic dietary guidelines
for the prevention of cancer and
other chronic diseases: choosing a
diet rich in a variety of plant-based
foods; eating plenty of vegetables and
fruits; drinking alcohol in modera-
tion, if at all; limiting consumption
of red meat, if eaten at all; limiting
fatty foods, particularly those from
animal sources; selecting foods low in
fat and salt; and preparing and stor-
ing foods safely.33

COST BURDEN OF OBESITY
In addition to the health effects

associated with obesity and

NUTRITION & 
PHYSICAL ACTIVITY
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overweight, there is a tremendous
effect on both national and state
medical expenditures. According to a
study of national costs attributable to
both overweight and obesity, medical
expenses accounted for 9.1 percent of
the total U.S. medical expenditures
in 1998 and may have reached as
high as $78.5 billion ($96.2 billion in
2002 dollars).33 Approximately half of
these costs were paid by Medicaid
and Medicare.

For Alabama, this burgeoning
obesity epidemic translates to more
than $1.3 billion of direct medical
costs (prevention, diagnosis, and
treatment) attributable to obesity
from 1998 to 2000.34 This does not
include the indirect costs that
include absenteeism from work,
decreased productivity, and prema-
ture death.32 The statewide cost
effects are tremendous when com-
pared to the entire proposed budget
for Alabama in 2005, which is $6.64
billion. 

OBESITY EPIDEMIC IN ALABAMA
In the 2004 America’s Health: State

Health Rankings reported by the
American Public Health Association
and the U.S. Department of Health
and Human Services, Alabama had
the highest prevalence of obesity in
the nation. Sixty-three percent of
Alabama’s adult population reported
being either overweight or obese, in
comparison to the national average
of 59.5 percent.26 Obesity rates for
teens have doubled and tripled since
1990. Studies of different regions of
the state have found 27 percent of
youth to be overweight, with an
additional 17 percent who are at
risk.35

Adherence to the dietary and
physical activity guidelines promoted
by the U.S. Department of Health
and Human Services is extremely
low. Almost 60 percent of Alabama
adults do not meet the recommended
guidelines for moderate physical
activity, and almost 80 percent do
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Figure 14. Estimated Alabamians
Who are Obese - 2000
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not consume the recommended num-
ber of fruits and vegetables per day.26

Not surprisingly, the trend seems to
be similar to the population of
Alabama’s youth. Data from the 2003
Youth Risk Behavior Survey (YRBS)
showed that only 15 percent of youth
reported eating at least five servings
of fruits and vegetables a day, and
only 58 percent reported engaging in
physical activity for at least 20 min-
utes on three or more of the past
seven days. 

DISPARITIES
According to the 2003 BRFSS,

the Hispanic population is more like-
ly to be overweight, while African
Americans are more likely to be
obese. Contributing to these rates are
the fact that African Americans
report the lowest rates of physical
activity, and Hispanics report the
lowest level of fruit and vegetable
consumption.

Results reported in the 2003 BRFSS
show an increased need to promote
physical activity and nutrition among
the older population. Alabamians 65
and older reported the highest rates
of being overweight and Alabamians
55 to 64 had the highest rates of obe-
sity. Rates of physical activity among
Alabamians decrease with age, while
rates of fruit and vegetable consump-
tion decrease slightly. 

EXAMPLES OF CURRENT ACTIVITIES
TO PROMOTE A HEALTHY DIET AND
PHYSICALLY ACTIVE LIFESTYLE

To address the obesity epidemic in
Alabama, both the ADPH and the
ALSDE formed Obesity Task Forces.
The ADPH Obesity Task Force
developed a state obesity plan that
will address prevention by encourag-
ing Alabamians to have a healthier
relationship with food. The ADPH
Obesity Task Force is divided into six
subcommittees to address general
nutrition, physical activity, data,
youth and family, community, and
health care. The ALSDE Obesity
Task Force has established similar
committees but will focus on the
school-age population. ACCCC is
collaborating with both Obesity Task
Forces and has adopted similar goals
and objectives. 

The ADPH Cardiovascular
Health Program has helped three
rural communities establish walking
paths to meet citizens’ demands for
safe places to walk. The ADPH
Nutrition and Physical Activity
Unit also participated in school-
based initiatives to increase the rates
of physical activity and decrease the
rates of overweight and obesity in
Alabama. In collaboration with
Alabama Action for Healthy Kids,
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equipment to enhance physical activ-
ity programs has been provided to 20
low-income, rural schools.
Minigrants have also been awarded
to 13 schools statewide to implement
nutrition or physical activity projects.

Steps to a Healthier Alabama is a
five-year initiative designed to iden-
tify and promote programs that
encourage small behavior change to
reduce the burden of diabetes, obesi-
ty, and asthma and control risk fac-
tors including poor nutrition, physi-
cal inactivity, and tobacco use and
exposure. The program selected the
River Region counties of Autauga,
Elmore, Lowndes, Macon, and
Montgomery. The Southeast
Alabama Region counties of Barbour
and Pike are also included. Target
populations include at risk individu-
als and families, schools, and other
worksites.

The Alabama Arthritis Control
Program is working to promote physi-
cal activity among Alabamians who
suffer from chronic arthritis. People
with Arthritis Can Exercise
(PACE) is an evidence-based self
management exercise program specif-
ically designed for people with arthri-
tis. The program consists of gentle
activities to help reduce joint pain
and stiffness and increase flexibility
and endurance. PACE classes are
usually held twice a week for eight
weeks or more. The program is
offered at various locations through-
out the state.

The ADPH Office of Women’s
Health has begun laying the ground-
work for developing a new program
that will promote lifestyle behavior
modification in Alabama women to
address overweight and obesity.
Three rural Black Belt counties will

pilot the program using trained vol-
unteers as community health advisors
for outreach into the communities.
The program was launched during
National Women’s Health Week in
May 2005 with a proclamation cere-
mony at the State Capitol. Using the
campaign slogan “Together One Step
at a Time,” the Office of Women’s
Health will promote proper nutrition
and exercise. The goal is to eventual-
ly develop a model that will be
adaptable for use in all 67 Alabama
counties.

The National Cancer Institute’s
Cancer Information Service has
launched a faith-based initiative for
African American churches called
“Body and Soul: A Celebration of
Healthy Eating and Living.” This ini-
tiative encourages African Americans
to eat a healthy diet as part of a more
active lifestyle. “Body and Soul” works
by combining pastoral leadership,
churchwide activities, a church envi-
ronment that supports healthy eating,
and peer counseling. Montgomery
County is currently implementing this
program in churches. There are future
plans to move to additional counties
in the state. 

EVIDENCE-BASED INTERVENTIONS
TO PROMOTE PHYSICAL ACTIVITY

The Agency for Health Care
Research and Quality found that
multicomponent interventions in
school-based settings have increased
consumption of vegetables and fruit.
These evidence-based interventions
include changing the food environ-
ment by increasing availability,
attractiveness, and variety of vegeta-
bles and fruit in school food service;
promoting social support by encour-
aging classroom team activities and
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parental involvement; setting goals;
offering interactive activities, such as
taste-testing and cooking activities;
and increasing knowledge and atti-
tudes about the benefits of increased
vegetable and fruit consumption. 

The CDC’s Guide to Community
Preventive Services provides recom-
mendations for evidence-based inter-
ventions that community leaders, pol-
icy makers, and decision makers can
apply to promote physical activity. 

CONCLUSIONS AND FUTURE
DIRECTIONS

Behavior and environment play a
large role in the epidemic of over-
weight and obesity. As a Southern
state, Alabama is submersed in a cul-
ture that believes a social gathering is
incomplete without food. Food tradi-
tions that are high in fried foods, salt
intake, and animal fats are obstacles
for public health professionals to
overcome. More research is needed
on activities and programs that effec-
tively address this behavior while
respecting cultural values. 

School nutrition programs need to
become a mechanism through which
healthy behaviors are taught and
implemented. Limitations on the
availability of unhealthy foods in
vending machines and cafeterias
should be established. Secondly,
coordination of school programs for
both parents and children is needed
to ensure that healthy eating behav-
iors are reinforced at home. 

Daily participation in physical
activity is not the norm in all com-
munities. Attitudes and beliefs about
the environments in which people
live affect their willingness to exer-
cise. If a community is not safe,
members are less likely to engage in

outdoor activities that increase their
heart rates and oxygen consumption.
Community members need to
become advocates and raise aware-
ness among community representa-
tives about barriers that prevent par-
ticipation in physical activity.
Elimination of physical education
waivers in schools is important to
increase the number of children who
regularly participate in physical
activity. 

A focus should be placed on
Alabama’s older population whose
overweight and obesity rates are
increasing. Organizations for aging
Alabamians should ensure that pro-
grams to promote a healthy lifestyle
are available to all populations.
Physical activity should accommo-
date different levels of mobility. 

Data are needed to gain a better
understanding of the growing obesity
epidemic among the school-age pop-
ulation. Currently, the only source of
available data is the Youth Risk
Behavior Survey, which includes the
high school population. Further
insight and consideration should be
placed on finding methods to obtain
this data. 

Through the work of statewide
organizations and partners the barri-
ers exist that prevent Alabamians
from making healthier lifestyle choic-
es will be addressed. These barriers
include high costs and perishability
of healthier foods, safety of neighbor-
hoods, and time constraints. Over
the next five years, ACCCC will
support and collaborate with these
groups to address these barriers. 
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GOAL: All Alabamians will decrease their cancer risk by improving their diet and
physical fitness.

OUTCOME: By 2010, decrease from 14% to 12% the proportion of Alabama
youths in grades 9-12 who report being overweight.

Data Source: 2003 YRBS*

OUTCOME: By 2010, decrease from 27% to 24% the proportion of Alabama
youths in grades 9-12 who report being slightly or very overweight.

Data Source: 2003 YRBS

OUTCOME: By 2010, decrease from 36% to 32% the proportion of Alabama adults
age 18 and older who report being overweight, based on BMI. 

Data Source: 2004 BRFSS*

OUTCOME: By 2010, decrease from 29% to 25% the proportion of Alabama adults
age 18 and older who report being obese, based on BMI. 

Data Source: 2004 BRFSS

OUTCOME: By 2010, increase from 15% to 18% the proportion of Alabama youths
in grades 9-12 who report eating 5 or more servings of fruits and
vegetables every day during the past seven days. 

Data Source: 2003 YRBS

Intervention Recommendation
Informational Approaches to Increasing Physical Activity

Community-wide campaigns Recommended (strong evidence)
“Point-of-decision” prompts to encourage stair use Recommended (sufficient evidence)

Behavioral and Social Approaches to Increasing Physical Activity
School-based physical education (PE) Recommended (strong evidence)
Social support interventions in community settings Recommended (strong evidence)
Individually tailored health behavior change programs Recommended (strong evidence)

Environmental and Policy Approaches to Increasing Physical Activity
Creation of or enhanced access to places for physical Recommended (strong evidence)
activity combined with informational outreach activities

Adapted from Guide to Community Preventive Services: Promoting Physical Activity. 
URL: http://www.thecommunityguide.org/pa/pa.pdf

Table 2: Evidence-based interventions to increase the rates of physical activity
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OUTCOME: By 2010, increase from 23% to 26% the proportion of Alabama adults
age 18 and older who report eating 5 or more servings of fruits and
vegetables every day. 

Data Source: 2003 BRFSS

OUTCOME: By 2010, increase from 58% to 68% the proportion of Alabama youths
in grades 9-12 who report being physically active (to the point of
sweating/breathing hard) for at least 20 minutes a day on 3 or more of
the past 7 days. 

Data Source: 2003 YRBS

OUTCOME: By 2010, increase from 40% to 50% the proportion of Alabama adults
age 18 and older who report meeting the recommendations for
moderate or vigorous physical activity. 

Data Source: 2003 BRFSS

OBJECTIVE 1: Increase the availability of evidence-based nutrition education 
to the public to promote healthy diet choices and weight
management.

Data Source: ADPH/Obesity Task Force; ALSDE/Obesity Task Force 

STRATEGY 1-1: Provide 5-to-9-A-Day nutrition and weight management
education to the public through existing networks and systems.

Principal Agency/ies: ACES; ADPH/Nutrition & Physical Activity;
ADPH/WIC; ADSS/Nutrition; Alabama Dietetic Association; Alabama
Sheriff ’s Association; ALSDE/Child Nutrition 

Other Partners and Programs: ADPH/Obesity Task Force; ADPH/Office of
Women’s Health; ADPH/Steps to a Healthier Alabama; UAB/Comprehensive
Cancer; UAB/Preventive Medicine

Linkages: UAB/Deep South Network; UAB/REACH 2010

STRATEGY 1-2: Provide 5-to-9-A-Day nutrition and weight management
education through the K-12 school systems.

Principal Agency/ies: ADPH/Nutrition & Physical Activity; ALSDE/Child
Nutrition; ALSDE/Coordinated School Health 

Other Partners and Programs: ACES; ADPH/Obesity Task Force;
ADPH/Steps to a Healthier Alabama; ADPH/WIC; ALSDE/Obesity Task
Force

Linkages: Local community-based outreach programs; Local schools;
CDC/DASH
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STRATEGY 1-3: Provide 5-to-9-A-Day nutrition and weight management
education to health care professionals through continuing
education programs.

Principal Agency/ies: ACES; ADPH/Nutrition & Physical Activity; ADSS;
Alabama Dietetic Association 

Other Partners and Programs: AAFP; ADPH/Steps to a Healthier Alabama;
Alabama Academy of Pediatrics; Alabama’s Action for Healthy Kids;
ALSDE/Child Nutrition; ASNA; Healthy Alabama Nutrition and Fitness
Coalition; MASA

Linkages: Local dietetic associations

OBJECTIVE 2: Advocate for policy changes that promote healthy school
nutrition and physical activity environments. 

Data Source: ALSDE; CDC/School Health Index; CDC/Fit, Healthy, and
Ready to Learn Programs

STRATEGY 2-1: Encourage school health councils to promote healthy food and
beverage choices, including vending machines in school and
sports venues. 

Principal Agency/ies: ADPH/Nutrition & Physical Activity; Alabama Dietetic
Association; Alabama’s Action for Healthy Kids; ALSDE/Child Nutrition;
ALSDE/Obesity Task Force 

Other Partners and Programs: ACS; ADPH/Steps to a Healthier Alabama

Linkages: Children’s Policy Council; Governor’s Commission on Physical
Fitness; Local dietetic associations

STRATEGY 2-2: Advocate for the adoption of evidence-based physical education
programs for K-12 students. 

Principal Agency/ies: ACCCC; ADPH/Nutrition & Physical Activity;
ALSDE/Obesity Task Force; American Heart Association; ASAHPERD;
Governor’s Commission on Physical Fitness 

Other Partners and Programs: Alabama’s Action for Healthy Kids; ADPH/Steps
to a Healthier Alabama

Linkages: CDC/Community Guide; CDC/DASH; AAHPERD 

STRATEGY 2-3: Advocate for reduction of physical activity (PE) waivers in
Alabama’s school systems.

Principal Agency/ies: American Heart Association; Alabama’s Action for
Healthy Kids; ASAHPERD; Governor’s Commission on Physical Fitness
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Other Partners and Programs: ACCCC; ADPH/Nutrition & Physical
Activity; ADPH/Steps to a Healthier Alabama

Linkages: AAFP; Alabama Academy of Pediatrics

STRATEGY 2-4: Promote the activities of organizations working to improve
school nutrition and physical activity programs statewide.

Principal Agency/ies: ACCCC; ADPH/Obesity Task Force; ALSDE/Obesity
Task Force

Other Partners and Programs: ADPH/Steps to a Healthier Alabama

Linkages: Children’s Policy Council

OBJECTIVE 3: Increase the number of worksites that promote healthy nutrition
and physical activity environments. 

Data Source: ACS; ADPH/Obesity Task Force

STRATEGY 3-1: Encourage worksites to offer healthy vending machine choices
and weight management programs to their employees. 

Principal Agency/ies: ACS/Working Well; ADPH/Worksite Wellness

Other Partners and Programs: ADPH/Obesity Task Force; ADPH/Steps to a
Healthier Alabama

Linkages: Health insurance providers

STRATEGY 3-2: Promote the incorporation of fitness activities into employee
worksite wellness programs.

Principal Agency/ies: ACS/Working Well; ADPH/Worksite Wellness

Other Partners and Programs: ACES; ADPH/Steps to a Healthier Alabama;
BC/BS; Governor’s Commission on Physical Fitness

Linkages: American Heart Association; Alabama Sports Festival/Lighten Up
Alabama; ALFA; Business Council of Alabama; Local Chambers of Commerce

STRATEGY 3-3: Promote the activities of organizations working to increase the
number of employers who offer worksite wellness programs.

Principal Agency/ies: ACCCC; ACS/Working Well; ADPH/Worksite
Wellness 

Other Partners and Programs: ADPH/Steps to a Healthier Alabama

Linkages: Business Council of Alabama; Local Chambers of Commerce 
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OBJECTIVE 4: Advocate for policies that support physical activity in local
communities, such as construction of walking trails, sports fields,
bicycle paths, and other elements of the built environment. 

Data Source: ADPH/Obesity Task Force; ALSDE/Obesity Task Force

STRATEGY 4-1: Coordinate education programs for elected officials and other
community leaders regarding the link between cancer and
physical activity. 

Principal Agency/ies: ACCCC/Advocacy; ADPH/Obesity Task Force;
ALSDE/Obesity Task Force 

Other Partners and Programs: ADECA; Alabama Association of Regional
Councils; Alabama Bicycling Association; Alabama League of Municipalities;
US Dept of Justice/Weed and Seed 

Linkages: Alabama Recreation and Parks Association; ALDOT/Rails to Trails;
Association of County Commissions of Alabama; HUD/Community
Development Block Grants; Alabama League of Municipalities

STRATEGY 4-2: Promote sports and other evidence-based physical activity
programs for adults and youths.

Principal Agency/ies: ADPH/Arthritis; ADPH/Nutrition & Physical Activity;
ADPH/Obesity Task Force; ADSS; ALSDE/Obesity Task Force; ASAHPERD

Other Partners and Programs: Alabama 4-H; Alabama Boy and Girl Scouts;
Alabama Recreation and Parks Association; Alabama Sports Festival/Lighten
Up Alabama; ALDOT/Rails to Trails; Boys and Girls Clubs of Alabama;
Governor’s Commission on Physical Fitness; Special Olympics; YMCA;
YWCA

Linkages: CDC/Community Guide
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kin cancer is the most
commonly diagnosed cancer
in the United States. Each
year more than 1,000,000

Americans are diagnosed with skin
cancer.9 Of these about 55,000 people
will be diagnosed with melanoma, a
leading cause of cancer death in the
United States.37 Skin cancer may be
prevented when ultraviolet (UV)
light protection measures are used
consistently. 

HEALTH EFFECTS OF INCREASED
EXPOSURE TO ULTRAVIOLET LIGHT

The most common types of skin
cancer are basal cell or squamous cell
carcinomas, which are caused by fre-
quent exposure to the sun. While
these non-melanoma skin cancers are
rarely life threatening, they can be
very painful, cause disfigurement, and
require extensive reconstructive sur-
gery, if left untreated. Basal cell and
squamous cell carcinomas are more
than ten times as common as
melanoma but account for less mor-
bidity and mortality. Melanoma is the
most serious type of skin cancer, and
is linked to severe sunburns in child-
hood and intense, intermittent sun
exposure. Since 1973, the U.S. inci-
dence of melanoma has increased
150%, and melanoma mortality rates
have increased by 44%.38

For most Alabamians, sunlight is
the main source of UV radiation;
however, for a growing number of
people, frequent exposure to artificial

sunlight through tanning booths and
sun lamps also provides a source of
UV radiation. Six of nineteen case-
control studies found a positive asso-
ciation between use of sun lamps and
melanoma risk, but most did not
adjust for recreational UV exposure
or for the dosage and timing of sun
lamp exposure.39

BURDEN OF SKIN CANCER IN
ALABAMA

Between 1973 and 1995, the
national age-adjusted incidence of
melanoma increased more than 100
percent, from 5.7 per 100,000 people
to 13.3 per 100,000 people.40 Several
factors contributed to the increase in
annual incidence rates, including
increased UV exposure and possibly
earlier detection of melanoma. The
rate of new melanoma cases in
Alabama increased 23 percent
between 1996 and 2002.7 Melanoma
remains one of the most frequently
diagnosed cancers in Alabama.

DISPARITIES
Melanoma is primarily a disease of

Caucasian men and women, with
rates more than ten times higher than
in their counterparts.9 In Alabama,
Caucasian men have a rate of 23.0
versus 1.0 for African American men,
and the rate among Caucasian
women is 14.9 compared to 0.8 in
African American women.6 An
increased focus should be placed on
the growing number of elderly, and
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especially men, who bear a
disproportionate morbidity and
mortality from melanoma or non-
melanoma skin cancer. Men older
than 65 account for 22 percent of the
newly diagnosed cases of malignant
melanoma each year, and women in
the same age group account for 
14 percent.36

EXAMPLES OF CURRENT ACTIVITIES
TO REDUCE ULTRAVIOLET LIGHT
EXPOSURE

Because a substantial percentage of
lifetime sun exposure occurs before
age 20 years, and because ultraviolet
(UV) radiation exposure during
childhood and adolescence plays an
important role in the development of
skin cancer, preventive behaviors can
yield the most positive effects, if they
are initiated early and established as
healthy and consistent patterns
throughout life.41 Alabama is one of
the few states in the nation to have 

a policy in place that requires sun
safety or skin cancer prevention in
elementary, middle, and high schools. 

ACCCC recently developed and
pilot tested a Sun Safe Kids curricu-
lum for preschool-age children. This
curriculum was also adopted by the
ADPH Healthy Child Care Alabama
(HCCA) program which provides
health and safety programs and train-
ing for child care providers, young
children, and their parents. In the
spring of 2004, the seven nurse con-
sultants from HCCA were trained
along with county extension person-
nel on the Sun Safe Kids program for
preschool-age children. Since the
training, HCCA nurses have provid-
ed Sun Safety programs to child care
providers, the children in their child
care settings, and the parents of these
children in the 40 counties served by
the HCCA program throughout the
state. The Sun Safe Kids program has
also been presented by HCCA nurses
at health fairs in their service areas
and is often requested by child care
providers. 

Inspections for tanning booths are
not mandated statewide; however,
Jefferson County requires that tan-
ning facilities be evaluated twice a
year. The Jefferson County
Department of Health visited 122
tanning facilities and evaluated 1,126
tanning devices in 2000 and 2001.
Each facility is graded for cleanliness
and operational procedures. Some of
the Health Department requirements
for tanning facilities include: compli-
ance with the Food and Drug
Administration (FDA) regulations,
presence of an operator when tanning
equipment is being used, visibility of
inspection results for consumers and
warning signs about the risks of
tanning, and cleanliness of devices. 
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Figure 17. Melanoma Incidence Rates, 
by Race and Sex, Alabama 1996-2002
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The Alabama Cooperative
Extension System (ACES) has
developed a statewide sun safety cam-
paign directed at farmers and other
outdoor workers, as well as youth and
adults who participate in outdoor
activities. Exhibits were developed for
adults, youth and young children and
exhibit boards to display these
exhibits were provided to all counties
in Alabama through ACES. In addi-
tion, posters and publications were
prepared and distributed statewide.
These educational materials were dis-
tributed by ACES educators after
they attended an in-service training
on skin cancer prevention. Each
trained agent was expected to con-
duct at least one county-wide skin
cancer education program. In addi-
tion, the display boards and publica-
tions have been displayed in county
Extension offices, feed and farm sup-
ply stores, recreation centers, libraries,
health fairs and other venues.

ACES was a partner in developing
and pilot testing the sun protection
curriculum for preschool-age children
which has been adopted by Healthy
Child Care Alabama. A brochure
titled How to be Sun Safe was devel-
oped and is available through ACES
publications. Youth in Alabama who
participate in 4-H, the Extension

youth education program, have also
been taught skin cancer prevention.
One activity that has been very popu-
lar with youth and adults is bead
bracelets made with ultraviolet-sensi-
tive beads (available through
Educational Innovations, Inc.). A
curriculum was developed at ACES
to teach sun safety using these ultra-
violet light-sensitive beads. In addi-
tion, materials from EPA’s SunWise
program have been used with youth.

EVIDENCE-BASED INTERVENTIONS
TO REDUCE SUN EXPOSURE

Recommendations for effective
interventions are available to com-
munities, policy makers, and public
health providers through CDC’s
Guide to Community Preventive
Services. The following table shows
recommended interventions that are
proven to decrease skin cancer by
promoting use of UV protection
methods. Guidelines for School
Programs to Prevent Skin Cancer
have been developed by the CDC
and are available at www.cdc.gov 

CONCLUSIONS AND FUTURE
DIRECTIONS

Sun avoidance, and in particular
avoidance of sunburn, is the single
most important health education

Intervention Recommendation
Setting-Specific Interventions

Educational/policy interventions in primary schools Recommended (sufficient evidence – in 
improving children’s sun protective
“covering up” behavior)

Educational/policy interventions in Recommended (sufficient evidence – 
recreational/tourism settings in improving adult sun protective

“covering up” behavior)

Adapted from Guide to Community Preventive Services: Promoting Physical Activity. 
URL: http://www.thecommunityguide.org/cancer/cancer-int-reduce-uv.pdf.

Table 3: Evidence-based interventions to decrease ultraviolet light exposure
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issue for skin cancer. Since many skin
cancers are the result of severe sun
burning experiences in childhood, it
is important that childhood educa-
tion programs be aimed at making
young children aware of the dangers
of too much sun and sunburns. This
vital message needs to be continually
reinforced by teachers, parents and
other influential adults.

Tanning is an accepted norm
among Alabama youths. ACCCC
will work to promote campaigns that
change this perception. Coaches, ath-
letic programs, and summer camps are
ideal channels to promote UV light
protection methods among preschool

and school-age children. The
collaboration of these organizations to
increase use of sun protection among
Alabamians should be explored. Plans
are being made to incorporate sun
safety awareness activities with all
youth who attend 4-H camp in
Alabama. Through this camp pro-
gram, approximately 5,000 youth will
be educated on UV light protection
methods. Current tanning bed
inspections will be evaluated for
potential statewide adoption. An
emphasis will be placed on including
radiation exposure as criteria of
inspection.

GOAL: All Alabamians will reduce their skin cancer risk by adhering to recom-
mended UV light protection guidelines.

OUTCOME: By 2010, decrease from 29% to 25% the proportion of Alabama adults
who report having had a sunburn within the past 12 months.

Data Source: 2004 BRFSS

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabama adults who report following UV light pro-
tection guidelines to reduce the risk of skin cancer.

Data Source: 2006 BRFSS

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabama youths in grades 9-12 who report following
UV light protection guidelines to reduce the risk of skin cancer.

Data Source: 2007 YRBS; PRIDE surveys

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabama parents and guardians who report following
UV light protection guidelines for their dependent children.

Data Source: 2006 BRFSS

OBJECTIVE 1: Increase knowledge among the public about the skin cancer 
risk from UV light and the importance of early detection of 
skin cancer, especially melanoma.

Data Source: ACES
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STRATEGY 1-1: Coordinate educational programs about the risk of overexposure
to UV light, including light from tanning beds, and the
importance of early detection of skin cancer.

Principal Agency/ies: ACES; ADPH/Family Health

Other Partners and Programs: AARP; ACS

Linkages: CDC; NCI/CIS

OBJECTIVE 2: Educate children and youths about the skin cancer risk from 
natural and artificial sources of light. 

Data Source: ALSDE Course of Study

STRATEGY 2-1: Identify and promote the adoption of evidence-based skin cancer
prevention curricula in Alabama schools.

Principal Agency/ies: ALSDE; Master Teacher training centers

Other Partners and Programs: ACES; ADPH/Family Health; CDC/Choose
Your Cover 

Linkages: Alabama Dermatologic Society; CDC/DASH; EPA; The Skin Cancer
Foundation

STRATEGY 2-2: Promote skin cancer prevention guidelines for children,
particularly those in daycare facilities and preschools, as well 
as those participating in organized recreational activities and
youth groups.

Principal Agency/ies: ACES; ADPH/Family Health; Alabama 4-H 

Other Partners and Programs: ACS; Youth-serving organizations

Linkages: CDC/Community Guide

OBJECTIVE 3: Advocate for tanning bed inspections to include focus on 
radiation exposure.

Data Source: ACCCC

STRATEGY 3-1: Evaluate existing tanning bed inspection programs for potential
statewide adoption.

Principal Agency/ies: ADPH/Radiation Control; Jefferson County Department
of Public Health

Other Partners and Programs: County Health Departments

Linkages: Alabama State Committee of Public Health; EPA

Ultraviolet Light Exposure continued
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he prevention of cancer
focuses on studying and
modifying behaviors that
increase risk, mitigating

the influence of genetic and envi-
ronmental risk factors. To decrease
the risk of developing cancer
through behavioral modification, it
is important for researchers to under-
stand the basis of energy balance and
nicotine addiction. Research specific
behaviors that may pre-disposition
an individual for obesity and/or over-
weight is important to determine
behaviors that may prevent adverse
health conditions. Additional
behavioral research should examine
evidence-based tobacco cessation
and prevention programs that are
currently available for use by public
health professionals. To increase the
rate of success in behavioral modifi-
cation among disparity populations
research must be ongoing. 

Despite the National Institutes of
Health Revitalization Act in 1993,
which mandated the inclusion of
minorities in research studies,
African Americans, Hispanics, and
Native Americans continue to be
less likely to participate in research
studies than Caucasians. It has also
been shown that older adults and
underserved populations are
underrepresented in clinical and
behavioral research. Low-income
and less educated individuals are
more likely to engage in high-risk
behaviors such as tobacco use,
sedentary lifestyle, and high-fat
dietary intake than higher income/
more educated individuals. Such
disparities have important implica-
tions in terms of development of
prevention programs tailored to
these at-risk populations which, 
in turn, would increase engagement
in healthy behaviors. 

GOAL: Clinical and behavioral research will improve cancer prevention in
Alabama, particularly for those populations affected by disparities.

OUTCOME: By 2010, increase by 10% the number of Alabamians who are
participating in cancer prevention research studies. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research
institutions

RESEARCH

T

RESEARCH
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OUTCOME: By 2010, increase by 10% the number of Alabamians from
populations affected by disparities who are participating in cancer
prevention research studies. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research
institutions

OUTCOME: By 2010, increase by 10% the number of cancer prevention research
studies in Alabama that specifically target populations affected by
disparities. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research
institutions

OUTCOME: By 2010, increase by 10% the number of community-based cancer
prevention research projects in Alabama that are funded through a
peer review process. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research
institutions

OBJECTIVE 1: Increase public awareness about the importance of recruitment
and retention in cancer prevention research studies, particularly
for populations affected by disparities.

Data Source: Research institutions

STRATEGY 1-1: Develop a database to determine the characteristics of
individuals who participate in cancer prevention research
studies in the state.

Principal Agency/ies: Research institutions 

Other Partners and Programs: Local community-based outreach programs;
Pharmaceutical companies

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 

STRATEGY 1-2: Disseminate general information to the public about cancer
prevention research studies through community-based 
outreach programs.

Principal Agency/ies: ACS/Mid-South Division; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Other Partners and Programs: Mobile Infirmary/Cancer Disparities Research

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health
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STRATEGY 1-3: Disseminate educational and culturally appropriate materials
about cancer prevention research studies to populations affect-
ed by cancer disparities through community-based outreach
programs. 

Principal Agency/ies: ACS/Mid-South Division; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Other Partners and Programs: Mobile Infirmary/Cancer Disparities Research

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

OBJECTIVE 2: Increase the number of health care professionals who conduct
cancer prevention research studies with populations affected by
disparities.

Data Source: ACS; Medicaid and Medicare data; NCI/CIS

STRATEGY 2-1: Provide information to institutions and physicians about
conducting cancer prevention research studies through
referrals, education, and marketing. 

Principal Agency/ies: Alabama health care provider associations; ACS;
NCI/CIS; Pharmaceutical companies; Research institutions

Others Partners and Programs: ACCCC; Local cancer support groups; Media

Linkages: CDC; DHHS; NIH/Minority Health

OBJECTIVE 3: Disseminate cancer prevention research findings to populations
affected by disparities through appropriate communication
methods and channels. 

Data Source: Local community-based outreach programs; Local faith-based
organizations

STRATEGY 3-1: Promote research to determine effective messages and appropri-
ate methods of communicating information to populations
affected by cancer disparities. 

Principal Agency/ies: Mobile Infirmary/Gulf Coast Minority-based CCOP;
Research institutions 

Others Partners and Programs: ACES; ADPH/Minority Health; Alabama
Partnership; Local community-based outreach programs; Local faith-based
organizations 

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 
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STRATEGY 3-2: Disseminate research findings to the public, especially
populations affected by cancer disparities.

Principal Agency/ies: Alabama Partnership; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions 

Others Partners and Programs: ACES; ADPH/Minority Health; Media

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

OBJECTIVE 4: Involve the community as an equal partner with researchers in
designing, implementing, evaluating, and disseminating results 
of cancer prevention research studies. 

Data Source: Research institutions 

STRATEGY 4-1: Promote relationships among researchers, community-based
organizations, and the community at large, particularly involving populations
affected by disparities. 

Principal Agency/ies: Alabama Partnership; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Others Partners and Programs: ADPH/Minority Health 

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

STRATEGY 4-2: Expand the development and implementation of Community
Health Advisor (CHA) networks working in cancer prevention
across the state. 

Principal Agency/ies: UAB 

Others Partners and Programs: ADPH/Cancer Prevention 

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health
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EARLY
DETECTION

Overall Goal: 

All cancer cases in Alabama 
will be detected and diagnosed 
at an early stage in order to 
optimize treatment choices 
and the probability of cure.



lthough people are
unable to change their
genetic makeup, they are
able to reduce their risk

of certain cancers by following the
recommended screening guidelines.
Screening tests offer a powerful
opportunity for the detection and
successful treatment of many can-
cers, sometimes before it is even
considered cancer. Detection of dis-
ease in an early or asymptomatic
stage greatly improves available
treatment options for many cancers
and increases the likelihood for cure. 

For cancer screening to be effec-
tive, screening must demonstrate an
ability to reduce cancer-related
morbidity and mortality. Also, the
effectiveness of screening depends on
specificity and sensitivity; that is,
people who have the disease must
have a high likelihood of testing pos-
itive and people who do not have
the disease must have a high proba-
bility of testing negative.43 And,
screening tests must be affordable,
not only so that they are accessible
to individuals, but also so that the
costs of screening entire populations
do not outweigh the benefits.44

Making cancer screening services
readily available and accessible to all
Alabamians is essential for reducing
higher rates of cancer incidence and
mortality in Alabama. Finally, can-
cer screening cannot be effective
unless tests are acceptable to and
used by the population at risk and
are repeated at intervals appropriate
to detect early cancer.45

Public education is extremely
important in the role of early detec-
tion. Appropriate decision-making
aids must be disseminated to
Alabamians to educate about the
benefits of proven cancer screening
methods. Health care professionals
also play an important role by pro-
viding information about cancer
screening services, encouraging their
patients to participate in routine
screening procedures, and systemati-
cally integrating the established
guidelines in a routine standard 
of care. 

The Early Detection section
focuses on four types of cancer:
breast, cervical, prostate, and
colorectal.

INTRODUCTION TO
EARLY DETECTION

A
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reast cancer is the most
common cancer diagnosis
among women. Following
lung cancer, it is the sec-

ond leading cause of cancer-related
deaths in women annually.
According to the Alabama
Statewide Cancer Registry, breast
cancer mortality rates declined by
2.3 percent per year from 1990 to
2001.9 These decreases are due to
increased awareness, earlier detec-
tion through screening, and
improved treatment. The American
Cancer Society estimates that
211,240 women in the United States
and 3,820 women in Alabama will
be diagnosed with breast cancer in
2005.9

Cervical cancer was once the
leading cause of cancer-related
deaths for women. Since 1955, the
number of deaths from cervical can-
cer has declined significantly.
Cervical cancer incidence rates
declined 4.9 percent from 1996 to
2002; however, the rate is slightly
higher than the national rate.7 It is
estimated that 10,370 new cases of
cervical cancer in the United States
and 200 new cases in Alabama will
occur in 2005.7

EFFECTIVENESS OF RECOMMENDED
BREAST AND CERVICAL CANCER
SCREENING METHODS

Mammography is especially
important and valuable as an early
detection tool because it can identify

breast cancer at an early stage.
When breast cancer is detected at a
localized stage, the relative five-year
survival rate is 97 percent, compared
to a rate of only 23.3 percent for
cancers detected at later stages.6

Mammography, clinical breast exam-
ination, and breast self-examination
are the three most common methods
of screening for breast cancer. 

Unlike breast cancer, cervical
cancer is preventable if women fol-
low the recommended screening
guidelines. A Pap test can prevent
cervical cancer from occurring by
detecting pre-cancerous changes in
the cervix. The decrease in the inci-
dence and mortality rates for cervical
cancer can be attributed to the
increase in the number of women
who receive routine screening. 

BURDEN OF BREAST AND CERVICAL
CANCER IN ALABAMA

The breast cancer incidence rate
among Alabama females increased
4.2 percent between 1996 and 2002,
while the cervical cancer incidence
rate declined by 4.9 percent during
the same period. This can be attrib-
uted to increased screening among
Alabama women. At a rate of 138.8,
the incidence of breast cancer
among Caucasian women in
Alabama is higher than the 115.7
rate among African American
women.7 In Alabama, cervical can-
cer rates are highest among African
American women.7

BREAST AND 
CERVICAL CANCER

B
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Figure 18. Age-Adjusted Breast Cancer
Incidence Rate*, by County, 1996-2002
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Figure 19. Age-Adjusted Breast Cancer
Mortality Rate*, by County, 1999-2002
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Figure 20. Age-Adjusted Cervical Cancer
Incidence Rate*, by County, 1996-2002
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Figure 21. Age-Adjusted Cervical Cancer
Mortality Rate*, by County, 1999-2002
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Although in Alabama incidence
rates for breast cancer are lower
among African American women,
breast cancer deaths are higher.
Mortality rates attributable to cervi-
cal cancer are also higher among
minority women in Alabama.12

CURRENT SCREENING RATES AND 
STAGES OF DIAGNOSIS AMONG 
ALABAMA WOMEN

Early detection through screening
is the means to reduce morbidity and
mortality of breast and cervical can-
cers in Alabama. At a rate of 70.6
percent, African American women
age 40 and over have the highest
rate of breast and cervical cancer
screenings among Alabama women
and a higher screening rate than the
national average of 62.8 percent.
Alabama women, in all age groups,
have higher breast and cervical
cancer screening rates than the
national averages.11

A deeper look into screening
rates for breast and cervical cancers
among Alabama women shows that
screening rates for cervical cancer
increase with income and education
levels; however, breast cancer
screening rates do not follow the
same pattern. In 2002, the reported
breast cancer screening rates were
highest among women who have
completed only a high school educa-
tion or G.E.D. and report an annual
income of $25,000 to $34,999.11

Although Alabama’s African
American women have higher rates
of reported breast and cervical can-
cer screening, they tend to have can-
cers that are diagnosed at later
stages; therefore, they have higher
mortality rates attributed to breast
and cervical cancers. Only 73 per-

cent of breast cancers and 43 percent
of cervical cancers of African
American women in Alabama were
diagnosed at an early stage.46

EXAMPLES OF CURRENT
PROGRAMS THAT PROMOTE
BREAST AND CERVICAL CANCER
SCREENING IN ALABAMA

The Alabama Breast and
Cervical Cancer Early Detection
Program (ABCCEDP) is funded
through a cooperative agreement
with the CDC and targets women
who meet an age requirement, are
underinsured or uninsured, and are
at or below 200 percent of the feder-
al poverty level. Women who meet
these guidelines are eligible for a Pap
test, pelvic exam, clinical breast
exam, and mammography referral.
Women diagnosed with cancer
through this program are also eligible
for Medicaid coverage for treatment. 

Alabama began screening with
the Breast and Cervical Cancer
Program in August of 1996. More
than 42,500 women have been
screened for breast and cervical can-
cer in Alabama through this pro-
gram, and 544 invasive breast can-
cers and 45 invasive cervical cancers
have been detected. The ABCCEDP
collaborates with the American
Cancer Society, UAB Division of
Preventive Medicine, UAB
Comprehensive Cancer Center,
UAB School of Public Health,
Alabama Cooperative Extension
System, Avon Breast Cancer
Foundation, Susan G. Komen Breast
Cancer Foundation, Joy to Life
Foundation, and the Alabama
Quality Assurance Foundation to
educate Alabamians on the impor-
tance of breast and overall cancer
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screenings. Strategies that have
proven to be successful and plan to
be continued include educating com-
munity volunteers and health profes-
sionals on cancer screening recom-
mendations so they can educate
their peers and patients about how
to reduce their chances of dying
from cancer. 

The purpose of the Deep South
Network for Cancer Control is to
eliminate disparity in cancer death
rates between Caucasians and
African Americans in the Deep
South. The program targets two poor
rural areas (the Black Belt of
Alabama and the Delta of
Mississippi) and two urban areas
(Jefferson County, Alabama, and
Hattiesburg/Laurel Metro,
Mississippi). The University of
Alabama at Birmingham and the
University of Southern Mississippi
work together on this program. 

The Deep South Network builds
on community infrastructures, state
partnerships, and coalitions to pro-
vide cancer awareness activities, sup-
port minority enrollment in clinical
trials, and promote the development
of minority and junior biomedical
researchers. Using the Community
Health Advisor (CHA) model,
women and men who are natural
helpers are trained to provide cancer
awareness messages and develop
resources for their communities. The
CHAs receive additional training as
research partners (CHA-RPs) to
enhance African American partici-
pation in clinical trials. 

Another program that works to
reduce the disparity among minority
populations is the Racial and Ethnic
Approaches to Community Health
by 2010 (REACH 2010) project, a

four-year demonstration project
focusing on breast and cervical can-
cers that is funded by the CDC.
With the help of an established
coalition and a trained core working
group that consists of CHAs, church
representatives and health care pro-
fessionals, the project aims to train
community volunteers, build com-
munity capacity, and promote breast
and cervical cancer screening partic-
ularly by increasing breast and cervi-
cal cancer awareness and control
among community leaders and policy
makers.

The University of Alabama at
Birmingham Minority Health and
Research Center in collaboration
with the Division of Preventive
Medicine and St. Vincent’s Hospital
Hispanic Outreach Program has
developed and pilot-tested a lay
health program tailored to Alabama
Latinos. The program called Sowing
the Seeds of Health, empowers nat-
ural leaders in the Latino communi-
ties with the resources and knowl-
edge of where to go and what to do
for health services. They help others
access needed health services and
they educate the community on
important health-related topics, such
as cancer and diabetes. In doing so,
the lay health promoters facilitate
the health and wellness of the entire
community. 

The Alabama Breast and
Cervical Cancer Early Detection
Program Butterfly Project is an out-
reach program aimed at educating
female inmates across the state about
the importance of early detection for
breast and cervical cancers. The
project name, Butterfly, was chosen
because inmates could identify with
freedom and beauty. Currently 350
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women (female inmates and their
family and friends) have been
reached through presentations by
dedicated volunteers who distribute
educational materials, discuss the
importance of monthly breast self-
exams, mammograms, and Pap tests,
and inform women who qualify how
they can obtain these screening tests
through county health departments. 

The Alabama Quality Assurance
Foundation is striving to reduce the
disparity in mammography utiliza-
tion between African American and
Caucasian Medicare beneficiaries
between ages 50 and 67. This project
combines community interventions
such as a Community Health
Advisor program, continuing prac-
tice-based medical education, media
campaigns, mammography events,
and tailored, targeted mailings.
Approximately 4,246 beneficiaries
have been targeted, or 27 percent of
the total eligible population. 

The Community Health
Advisors in Action Program
(CHAAP) is a community-based
program to help women who have
been screened for breast cancer and
are found to have an abnormal test
or have a confirmed diagnosis of
breast cancer. A network of commu-
nity volunteers is trained to work
one-on-one with women who need
assistance with accessing appropriate
services and getting recommended
follow-up care. Four rural and urban
counties are included in this project:
Dallas, Sumter, Montgomery, and
Jefferson. CHAs help women partici-
pating in this program to follow rec-
ommendations made by their doctor
for breast cancer screening follow-up
and treatment by assisting them in
navigating the health care system,

finding community resources to meet
their needs, and solving problems
that may make it difficult to keep
their clinic appointments. 

The North Central Alabama
Affiliate of the Susan G. Komen
Breast Cancer Foundation is one of
more than 100 affiliates nationwide
dedicated to putting an end to breast
cancer. Recently, the Komen
Foundation provided community
grants totaling more than $243,620
to support the North Central
Alabama area breast health educa-
tion and breast cancer screening and
treatment programs. In addition to
community grants, the Komen
Foundation provides free mammo-
grams for medically underserved
women under age 50 in 35 counties
in North Central Alabama. 

The Joy to Life Foundation is a
newly formed nonprofit organization
providing free mammograms for
medically underserved women less
than 50 years of age in three coun-
ties (Montgomery, Autauga, and
Elmore) surrounding Montgomery,
Alabama. Approximately 1,000
mammograms have been funded by
this foundation. 

Funded by the Avon Foundation
Breast Cancer Fund, the Coffee
County Family Services Center pro-
vides the breast health program
“How to Save Your Life with the
Touch of Your Fingers” to educate
women about breast self-examina-
tion and to refer them to low-cost or
free mammograms and clinical breast
exams in their own communities.
The vital program also partners with
other organizations to meet the
needs of women to ensure they
receive screening throughout south-
west Alabama. The program location
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is housed within the Coffee County
Health Department, which allows
Family Services to meet its target
audience firsthand.

Since October 2000, Coffee
County’s “How to Save Your Life
with the Touch of Your Fingers” has
reached more than 31,963 women
with information about the impor-
tance of early detection of breast
cancer and has referred 3,752
women for mammograms and clini-
cal breast exams. The program has
partnered with the medical commu-
nity to provide free Breast Cancer
Forums to the community to educate
women in all phases of breast cancer.

EVIDENCE-BASED INTERVENTIONS
THAT PROMOTE BREAST AND
CERVICAL CANCER SCREENINGS

The CDC Guide to Community
Preventive Services provides evidence-
based interventions that community
leaders, policy makers, and decision
makers can apply to increase the uti-
lization of breast and cervical cancer
screening methods. The tables below
list the interventions recommended. 

CONCLUSION AND FUTURE
DIRECTIONS

Limited funding for the ABC-
CEDP allows only 12 to 14 percent
of the qualified women in Alabama
to be served through the program.
Advocating for increased funding for
the ABCCEDP is essential to

Intervention Recommendation
Multi-component interventions using media, Recommended (strong evidence)
education, and enhanced access
Client reminders Recommended (strong evidence)
Small media Recommended (strong evidence)
Removal of structural barriers Recommended (strong evidence)
Reducing out-of-pocket expenses Recommended (sufficient evidence)
Incentives with client reminders Recommended (strong evidence)

Intervention Recommendation
Client reminders Recommended (strong evidence)

Table 4: Evidence-based interventions to promote breast cancer screening

Table 5: An evidence-based intervention to promote cervical cancer screening

Adapted from Guide to Community Preventive Services: Improving the Use of Breast, Cervical, and Colorectal
Cancer Screening. URL: http://www.thecommunityguide.org/cancer/cancer-int-screening.pdf

Adapted from Guide to Community Preventive Services: Improving the Use of Breast, Cervical, and Colorectal
Cancer Screening. URL: http://www.thecommunityguide.org/cancer/cancer-int-screening.pdf

INTERVENTIONS TO IMPROVE BREAST CANCER SCREENING UTILIZATION

INTERVENTION TO IMPROVE CERVICAL CANCER SCREENING UTILIZATION
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increase the number of women who
utilize breast and cervical cancer
screening in Alabama. An additional
focus will be placed on utilization for
screening among the Medicare popu-
lation. Since a decrease of mammo-
gram utilization among the Medicare
population is being seen nationwide.
Education and outreach services
tend to focus on women who are
ABCCEDP eligible. An additional
focus will include the general popu-
lation, especially those women who
are from populations affected by dis-
parities. 

A continued search to expand
mammography services for underin-
sured and uninsured Alabama
women age 40 to 50 in the southern

half of the state is ongoing. Funding
for screening mammograms is cur-
rently unavailable in all except three
counties in this area. It is important
that additional funding be pursued
since this age group does not qualify
for screening mammograms through
the ABCCEDP. 

Cervical cancer incidence and
mortality rates are on the verge of a
possible breakthrough. Scientists are
currently testing a vaccination for
the human papillomavirus (HPV),
the number one cause of cervical
cancer among Alabama women.
This vaccine could substantially
decrease the number of women who
are diagnosed and die from cervical
cancer. 

GOAL: All breast and cervical cancer cases in Alabama will be diagnosed early
through quality screening and follow-up services.

OUTCOME: By 2010, increase from 68% to 73% the percentage of Alabama
women 40 and older who report having had a mammogram in the
past year.

Data Source: 2002 BRFSS* 

OUTCOME: By 2010, increase from 56% to 65% the utilization of mammography
services by medically underserved women enrolled in the Alabama
Breast and Cervical Cancer Early Detection Program (ABCCEDP). 

Data Source: 2004 ABCCEDP 

OUTCOME: By 2010, increase from 51% to 56% Alabama women’s utilization of
mammography services covered by Medicare. 

Data Source: 2004 Alabama Quality Assurance Foundation (AQAF)

OUTCOME: By 2010, increase from 69% to 74% the proportion of Alabama’s
breast cancer cases that are diagnosed at Stage I or Stage II (early
stage). 

Data Source: 2002 ADPH/ASCR
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OUTCOME: By 2010, increase from 87% to 93% the percentage of Alabama
women age 18 and older who report having had a Pap test within the
past 3 years.

Data Source: 2004 BRFSS

OUTCOME: By 2010, increase from 52% to 60% the utilization of cervical cancer
screening services by medically underserved women enrolled in 
ABCCEDP.

Data Source: 2004 ABCCEDP 

OUTCOME: By 2010, increase from 50% to 55% the portion of Alabama’s cervical
cancer cases that are diagnosed at Stage 0 or Stage I (early stage).

Data Source: 2002 ADPH/ASCR

OBJECTIVE 1: Conduct community-based outreach activities to increase
awareness among Alabama women regarding the importance 
of regular breast and cervical cancer screening.

Data Source: ABCCEDP

STRATEGY 1-1: Collaborate with existing community leaders and organizations
to provide comprehensive educational campaigns regarding the
importance of breast and cervical cancer screening and early
detection.

Principal Agency/ies: ADPH/Family Health; ADPH/Health Promotion &
Chronic Disease; AQAF; Avon/Breast Care; Komen Foundation;
UAB/Community Health Resource Development; UAB/Comprehensive
Cancer; UAB/Minority Health & Research; UAB/Preventive Medicine;
USA/Cancer Research Institute; USA/Women’s Health 

Other Partners and Programs: ACS; ACES; Mobile County Health
Partnership; NCI/CIS

Linkages: Alabama Partnership; Alabama Sheriffs Association

STRATEGY 1-2: Promote community awareness about the availability of low- 
or no-cost breast and cervical cancer screening services for
underserved women.

Principal Agency/ies: ADPH/Family Health; Alabama Sheriff ’s Association;
Komen Foundation; Joy to Life Foundation; UAB/Community Health
Resource Development; UAB/Comprehensive Cancer; UAB/Minority Health
& Research; UAB/Preventive Medicine; USA/Cancer Research Institute;
USA/Women’s Health

Other Partners and Programs: ACS; ACES; ADPH/Health Promotion &
Chronic Disease; AQAF; Avon/Breast Care; Community Care Network;
Mobile County Health Partnership
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Linkages: AAFP; Delta Sigma Theta sorority; Mineral District Medical
Society

STRATEGY 1-3: Increase the number of community-based outreach programs
using trained volunteers, such as Community Health Advisors
(CHAs), to educate the public about breast and cervical cancer. 

Principal Agency/ies: UAB/Community Health Resource Development;
UAB/Comprehensive Cancer; UAB/Minority Health & Research;
UAB/Preventive Medicine

Other Partners and Programs: ACS; ACES; ADPH/Family Health 

Linkages: Avon/Breast Care; Komen Foundation; Local health care
professionals 

OBJECTIVE 2: Encourage Alabama’s primary care providers to recommend and
conduct breast and cervical cancer screening tests for their
patients based on clinical guidelines. 

Data Source: AAFP 

STRATEGY 2-1: Provide continuing professional education programs for
primary care providers regarding adherence to established
breast and cervical cancer screening guidelines. 

Principal Agency/ies: Alabama health care professional associations; Alabama
Schools of Medicine; ACS/PPIP; ACS/PPS+; AQAF

Other Partners and Programs: ADPH/Family Health; Avon/Breast Care;
UAB/Comprehensive Cancer; UAB/Minority Health & Research;
USA/Cancer Research Institute; other continuing education granting
organizations

Linkages: ACS/CME DVD; ACS/CME On-line; ACS/C-Tools; BC/BS
physician Web site; Local hospitals

STRATEGY 2-2: Evaluate physician surveys and chart reviews to determine
whether practice patterns for screening referrals follow
established guidelines. 

Principal Agency/ies: ADPH/Family Health; UAB/CME; USA/CME

Other Partners and Programs: ACS; AQAF

Linkages: Alabama health care provider associations

OBJECTIVE 3: Decrease access barriers that prevent women from obtaining
recommended breast and cervical cancer screenings.

Data Source: ABCCEDP; Local community-based outreach programs
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STRATEGY 3-1: Increase the availability of low- or no-cost breast and cervical
cancer screening programs for underserved women.

Principal Agency/ies: ADPH/Family Health; Joy to Life Foundation; Komen
Foundation; Poarch Creek Indian Breast and Cervical Cancer Screening
Program

Other Partners and Programs: ALPHCA; Community Care Network; Rural
health clinics

Linkages: ACS; Alabama Sheriff ’s Association; Avon/Breast Care

STRATEGY 3-2: Disseminate information about transportation resources for
women in need of breast and cervical cancer screening services.

Principal Agency/ies: ACS; ADPH/Family Health; ALPHCA

Other Partners and Programs: Community Care Network; KidOne
Transport; Local transportation networks; UAB/REACH 2010 Jefferson
County participants

Linkages: Alabama Partnership; ALDOT/Rural Transit #5311 and 5307

OBJECTIVE 4: Increase the number of women who utilize follow-up services
after an abnormal breast or cervical cancer screening result.

Data Source: ABCCEDP; AQAF; UAB/CHAAP

STRATEGY 4-1: Educate case management networks to help women navigate
the healthcare system after an abnormal cancer screening
result. 

Principal Agency/ies: ADPH/Family Health; AQAF; Medicaid; Medicare;
UAB/Preventive Medicine

Other Partners and Programs: Cancer screening and treatment centers;
NASW-AL

Linkages: Local hospitals 

STRATEGY 4-2: Train community-based outreach programs, such as
Community Health Advisors (CHAs), to help women navigate
the healthcare system after an abnormal cancer screening test
result.

Principal Agency/ies: UAB/CHAAP

Other Partners and Programs: ACS

Linkages: Alabama health care provider associations; NASW-AL 
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OBJECTIVE 5: Advocate for an increase in the capacity of MQSA certified
mammography facilities and radiologists in Alabama. 

Data Source: ADPH/Radiation Control

STRATEGY 5-1: Develop a position paper to educate policy makers and the
public about the impact of the lack of certified mammography
screening services. 

Principal Agency/ies: ACCCC/Advocacy

Other Partners and Programs: ACS; ADPH/Family Health; ADPH/Health
Promotion & Chronic Disease; UAB/Comprehensive Cancer; USA/Cancer
Research Institute

Linkages: ADPH/Radiation Control

STRATEGY 5-2: Advocate for inclusion of certified mammography services on
the agenda of the Alabama Senate Emergency Response
Commission to Reduce Healthcare Costs.

Principal Agency/ies: ACCCC/Advisory; ACS

Other Partners and Programs: UAB/Comprehensive Cancer;
UAB/Preventive Medicine; USA/Cancer Research Institute

Linkages: ADPH/Radiation Control; Alabama state legislators
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ancer of the colon or
rectum, otherwise known
as colorectal cancer, is
preventable and treatable

if detected early. A lack of awareness
and education about the benefits of
colorectal cancer early detection
makes it the second leading cause of
cancer-related deaths among men
and women today.

Almost all cases of colorectal can-
cer begin with the development of
benign colorectal polyps. Polyps
form when cells lining the colon
divide and reproduce in a disorderly
way, producing a growth. If the cells
of a polyp acquire the ability to

invade the intestinal wall and spread
to other parts of the body, a malig-
nant or cancerous tumor develops. 

Reducing the number of deaths
from colorectal cancer depends on
detecting and removing the precan-
cerous polyps, which can be present
in the colon for years before invasive
cancer develops, as well as by detect-
ing and treating cancer in its early
stages. 

BURDEN OF COLORECTAL CANCER
IN ALABAMA 

Alabama colorectal cancer
incidence rates for both sexes com-
bined have declined by 6.2 percent
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Figure 22. Age-Adjusted Colorectal Cancer
Incidence Rate*, by County, 1996-2002
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Figure 23. Age-Adjusted Colorectal Cancer 
Mortality Rate*, by County, 1999-2002
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between 1996 and 2002.7 The rate of
colorectal cancer cases among
Alabamians is 52.2 per 100,000 for
both genders combined for the years
1996 to 2002.7 Between the years
1999 and 2002, 3,380 Alabamians
died from colorectal cancer, making
it the second leading cause of can-
cer-related deaths in the state.12

Incidence rates among Alabama resi-
dents are slightly higher among
Caucasian men and African
American women; however, African
American men and women have
substantially higher mortality rates.
Predominantly rural counties in
Alabama have higher incidence rates
than anywhere else in the state.

CURRENT SCREENING RATES AND
STAGE OF DIAGNOSIS AMONG
ALABAMIANS

Common colorectal screening
includes fecal occult blood testing
(FOBT), examination of the lower
part of the colon by flexible sigmoi-
doscopy, and examination of the
entire colon by colonoscopy.
Caucasian males and females in
Alabama have higher screening rates
for each component than minority
men and women. Alabama men age
50 and older report higher levels
than women for flexible sigmoido-
scopies and colonoscopies within the
past five years. Colorectal cancer
screening rates do not increase with
age and educational attainment in
Alabama as typically thought.11

There is a 90 percent survival rate
when colorectal cancer is diagnosed
early. Unfortunately, 59 percent of
all cases in Alabama are diagnosed at
later stages; 58 percent of colorectal
cases among Caucasians in Alabama
were late or unstaged in comparison

to 63 percent in the African
American population.40

SCIENTIFIC EVIDENCE OF
COLORECTAL CANCER SCREENING
EFFECTIVENESS

The comparative benefit of vari-
ous types of colorectal cancer screen-
ing methods has not yet been deter-
mined. The evidence for a mortality
benefit is strongest for FOBT, but
FOBT has been available longer
than the flexible sigmoidoscopy and
colonoscopy methods and has more
research to support it. Colonoscopy
is the definitive method test for diag-
nosing colorectal cancer but is less
available, more expensive, and car-
ries a higher risk than other modali-
ties.

The CDC recently published a
report of the National Capacity for
Colorectal Cancer Screening and
Follow-Up. According to the report,
the current unscreened population
could be immediately served through
increased use of FOBTs. The study
estimated it would be ten years
before capacity for screening by flex-
ible sigmoidoscopy and colonoscopy
would be sufficient for the current
unscreened population. 

Two new methods of testing for
colorectal cancer are not yet widely
available or covered by health insur-
ers. The DNA-based stool test,
examines DNA from the stool to
detect the presence of colorectal
cancer or pre-cancerous polyps. This
test can be done at home, requires
no advance preparation, and is non-
invasive, painless, and highly accu-
rate. The second method, virtual
colonoscopy, uses MRI or CAT scan
technology to examine the colon
from outside the body. If a problem is
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detected, a traditional colonoscopy is
required for further examination and
removal of polyps. In the future,
these methods may remove the barri-
ers to early detection by making
screening less invasive. 

EXAMPLES OF CURRENT
PROGRAMS THAT PROMOTE
COLORECTAL CANCER SCREENING
IN ALABAMA

Clinical and behavioral research is
ongoing throughout the state to
increase the number of Alabamians
who receive routine colorectal cancer
screening. The majority of these pro-
grams work to decrease the disparity
of cancer incidence and mortality
rates. 

Community-Based Strategies for
Colorectal Cancer Control is funded
by ACCCC through CDC funds.
The objective of this project is to
develop a curriculum for community
education to raise colorectal cancer
awareness and increase colorectal
cancer prevention and control in the
underserved communities in the
state of Alabama. The specific aims
of this project are to disseminate cul-
turally sensitive material about col-
orectal cancer risk factors, preven-
tion, and the need for early detec-
tion; to establish links with churches
to expose male and female members
of their congregations age 50 to 80
to information about colorectal can-
cer, its prevention, and the recom-
mended tests for its early detection;
and to, collaborate with primary care
providers in the selected communi-
ties to improve adherence to early
detection guidelines for colorectal
cancer. 

The purpose of Training Strategy
for Office-Based Sigmoidoscopy is

to develop and evaluate a strategy
for providing community-based prac-
titioners in Alabama with opportuni-
ties to obtain a comprehensive,
supervised hands-on experience in
flexible sigmoidoscopy, at low cost
and with a minimum amount of dis-
ruption to their practice. Practicing
primary care providers are recruited
and invited to take part in a flexible
sigmoidoscopy training program. The
program takes place during week-
ends. It consists of a didactic compo-
nent and a hands-on training com-
ponent with direct supervision by
expert endoscopists. Volunteer
asymptomatic subjects age 50 to 75
are recruited to receive a flexible sig-
moidoscopy exam at no cost. Each
trainee performs at least 20 super-
vised flexible sigmoidoscopies to
establish competency. After training,
periodic supervision is also conduct-
ed. This project provides a mecha-
nism to train practicing physicians
and enable them to perform flexible
sigmoidoscopies in their practices.
This strategy will be evaluated for
sustainability. Office-based perform-
ance of flexible sigmoidscopy by pri-
mary care physicians is likely to raise
the rate of colorectal cancer screen-
ing and reduce related morbidity and
mortality. 

The National Center on Minority
Health and Health Disparities;
Perceived Discrimination in
Colorectal Cancer Care project pro-
vides ground work upon which to
build community-based education
and policy efforts to effectively
improve the consistency and equity
of care for cancer patients. The
objectives of this study are to deter-
mine the prevalence of perceived
discrimination in African American
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and Caucasian colorectal cancer sur-
vivors; determine whether this per-
ception influences their experience
within the health care system, their
health outcomes, and their satisfac-
tion with the quality of care
received; compare the process of care
for the diagnosis, treatment, and fol-
low-up for African American and
Caucasian colorectal cancer patients;
and investigate the extent to which
perceptions of racial discrimination
correlate with real differences in care
provided and outcomes. 

Cancer Care Outcomes Research
and Surveillance Consortium
(CanCORS) for patients with col-
orectal and lung cancer is a five-year
NCI-funded project that examines
long-term outcomes and racial/eth-
nic disparities among patients with
colorectal and lung cancer. The spe-
cific aims of the CanCORS study are
to determine how the characteristics
and beliefs of cancer patients and
providers and the characteristics of
systems of organizations delivering
cancer care influence treatment and
outcomes across the continuum of
care from diagnosis to recovery or
death. The study evaluates the
extent to which patients experience
these positive elements of cancer
care, with particular emphasis on the
reasons for differences by patients’
age, race, ethnicity, cultural and fam-
ily support and socioeconomic status;
types of providers delivering care;

and organizational aspects of care.
The project also evaluates the effects
of a select group of common and spe-
cific processes of care on clinical
outcomes, for example, evaluating
the effectiveness of proven cancer
therapies in types of patients who
were underrepresented in those trials
(elderly patients and those with sig-
nificant co-morbidity); evaluating
the effectiveness of proven cancer
therapies in routine community set-
tings of care; and using exploratory
assessments of the effectiveness of a
limited number of new or established
therapies that have not been defini-
tively studied in randomized trials.

ACS Worksite Programs pro-
motes colorectal cancer screenings in
worksites throughout Alabama who
have 500 or more employees. ACS
representatives educate employees of
the availability of colorectal screen-
ing services through even the basic
insurance plan. 

EVIDENCE-BASED INTERVENTIONS
THAT PROMOTE COLORECTAL
CANCER SCREENINGS

The CDC Guide to Community
Preventive Services provides evidence-
based interventions that community
leaders, policy makers, and decision
makers can apply to increase the uti-
lization of colorectal cancer screen-
ing methods. The tables below list
the interventions recommended. 

Intervention Recommendation
Removal of structural barriers Recommended (strong evidence)
Client reminders Recommended (sufficient evidence)

Table 6: Evidence-based interventions to increase colorectal cancer screening

Adapted from Guide to Community Preventive Services: Improving the Use of Breast, Cervical, and Colorectal
Cancer Screening. URL: http://www.thecommunityguide.org/cancer/cancer-int-screening.pdf
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CONCLUSION AND FUTURE
DIRECTIONS

Efforts to increase colorectal can-
cer screening are imperative, because
colorectal cancer is a disease that
can be prevented, and if the disease
does occur and is detected early, is
very treatable. Some of the chal-
lenges to increasing screening rates
have included the lack of public
awareness of prevention and early
detection, difficulty in getting
providers to consistently recommend

screening for those age 50 and older,
insurance coverage barriers, fear, per-
ceptions of invulnerability, and the
tendency to procrastinate in having
these invasive but life-saving proce-
dures. In the years to come, it is
hoped that awareness of colorectal
cancer can be raised to that of breast
and cervical cancer and that screen-
ing can become an expected routine.
Other challenges include elimina-
tion of disparities among colorectal
cancer incidence and mortality. 

GOAL: All colorectal cancer cases in Alabama will be diagnosed early through
use of quality screening and follow-up services.

OUTCOME: By 2010, increase from 24% to 29% the proportion of Alabama men
and women age 50 and older who report having a fecal occult blood
stool test in the past two years.

Data Source: 2004 BRFSS 

OUTCOME: By 2010, increase from 51% to 56% the proportion of Alabama men
and women age 50 and older who report ever having a sigmoidoscopy
or colonoscopy. 

Data Source: 2004 BRFSS

OUTCOME: By 2010, increase from 42% to 47% the proportion of Alabama’s
colorectal cancer cases diagnosed as Stage I (early stage). 

Data Source: 2002 ADPH/ASCR 

OUTCOME: By 2010, increase from 17% to 22% the number of primary care
physicians who report performing flexible sigmoidoscopies in their
offices.

Data Source: UAB/DOPM46

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of primary care providers who know that colorectal
cancer is preventable.

Data Source: Alabama health care provider associations

COLORECTAL CANCER
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OBJECTIVE 1: Increase public awareness regarding colorectal cancer risk
factors, early warning signs, and the importance of early
detection for prevention and treatment of colorectal cancer.

Data Source: ACS; ADPH/Health Promotion & Chronic Disease;
UAB/Comprehensive Cancer

STRATEGY 1-1: Increase media exposure for public service campaigns regarding
colorectal cancer risk and screening. 

Principal Agency/ies: ACCCC; ACS; ADPH/Health Promotion & Chronic
Disease; UAB/Comprehensive Cancer; USA/Cancer Research Institute

Other Partners and Programs: NCI/CIS; UAB/Minority Health & Research

Linkages: CDC/Screen for Life 

STRATEGY 1-2: Train community-based outreach programs, such as
Community Health Advisors (CHAs), to deliver colorectal
cancer education and information to the public, with an
emphasis on underserved populations.

Principal Agency/ies: UAB/Community Health Resource Development;
UAB/Comprehensive Cancer; UAB/Minority Health & Research

Other Partners and Programs: ACS/PPIP; ACS/PPS+; ACES; NCI/CIS

Linkages: ADPH/Health Promotion & Chronic Disease

STRATEGY 1-3: Encourage Alabamians to be proactive about discussing
colorectal cancer screening with their healthcare professional.

Principal Agency/ies: ACS/PPS+

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease;
Alabama Sheriff ’s Association; UAB/Minority Health & Research;
USA/Cancer Research Institute

Linkages: ACOS; BC/BS; CDC/Screen for Life; NCI/CIS

STRATEGY 1-4: Educate the insured population about new Alabama legislation
regarding colorectal cancer screening coverage. 

Principal Agency/ies: ACS/PPS+; ACS/Working Well

Other Partners and Programs: BC/BS; Worksite human resource departments 

Linkages: AARP; Alabama Business Council

OBJECTIVE 2: Educate Alabama’s primary care providers to follow established
colorectal screening guidelines. 

Data Source: AAFP
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STRATEGY 2-1: Provide continuing education programs to primary care
providers regarding the importance of adhering to established
colorectal screening guidelines.

Principal Agency/ies: Alabama health care professional associations; Alabama
Schools of Medicine; ACS/PPIP; ACS/PPS+

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease;
UAB/Comprehensive Cancer; UAB/Minority Health & Research;
USA/Cancer Research Institute; Other continuing education granting
organizations

Linkages: ACS/CME DVD; ACS/CME On-line; ACS/C-Tools; BC/BS
physician Web site; Local hospitals

OBJECTIVE 3: Increase colorectal cancer screening rates among populations
affected by disparities. 

Data Source: BRFSS

STRATEGY 3-1: Develop, pilot test, and evaluate a low- or no-cost colorectal
cancer screening program for under- and uninsured men and
women age 50 and older.

Principal Agency/ies: ADPH/Health Promotion & Chronic Disease

Other Partners and Programs: ACS; UAB/Comprehensive Cancer;
UAB/Minority Health & Research; USA/Cancer Research Institute

Linkages: Other research institutions

STRATEGY 3-2: Implement a colorectal cancer screening program statewide for
populations affected by disparities. 

Principal Agency/ies: ADPH/Health Promotion & Chronic Disease

Other Partners and Programs: ACS; UAB/Comprehensive Cancer;
USA/Cancer Research Institute

Linkages: CDC; UAB/Minority Health & Research

OBJECTIVE 4: Advocate for recommended colorectal screening services to be
provided for under- and un-insured Alabamians.

Data Source: ACCCC

STRATEGY 4-1: Educate state and local policy makers and the public about the
health and economic benefits of prevention (precancerous
polyps) and early detection of colorectal cancer.

Principal Agency/ies: ACS; ACCCC/Advocacy; UAB/Comprehensive
Cancer; USA/Cancer Research Institute

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease;
UAB/Preventative Medicine

Linkages: CDC; NCI/CIS
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rostate cancer is typically a
slowly progressing cancer.
Autopsy reports have shown
that many older men who

died of other diseases also had
prostate cancer, of which neither they
nor their health care professionals
were aware. However, the slow pro-
gression does not occur in all cases of
prostate cancer. Today’s medical tech-
nology is unable to detect the details
of prostate cancer progression in men. 

BURDEN OF PROSTATE 
CANCER IN ALABAMA 

Currently, prostate cancer is the
most commonly diagnosed cancer
among Alabama men. The rate of
prostate cancer incidence in Alabama

declined 7.0 percent between 1996
and 2002. During the same years,
Alabama’s prostate cancer incidence
rate was 126.9 per 100,000, lower
than the national rate of 179.0 per
100,000.7 African American men in
Alabama have the highest incidence
and mortality rate from prostate
cancer.7

SCIENTIFIC EVIDENCE OF 
PROSTATE CANCER SCREENING
EFFECTIVENESS

Currently, there is insufficient data
to recommend for or against prostate
cancer screening. Beginning at age
40, men are encouraged to talk with
their health care professionals about
screening options that are available.
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Figure 24. Age-Adjusted Prostate Cancer
Incidence Rate*, by County, 1996-2002
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Figure 25. Age-Adjusted Prostate Cancer
Mortality Rate*, by County, 1999-2002
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Two methods most commonly used
are the prostate specific antigen (PSA
blood test) and the digital rectal
examination (DRE). 

Although there is supportive evi-
dence that PSA screening can detect
early-stage prostate cancer, the evi-
dence is mixed and inconclusive
regarding whether early detection
improves health outcomes.
Additionally, prostate cancer screen-
ing can cause anxiety related to fol-
low-up testing from frequent false-
positive results. Even when detected
early, treatment is controversial.
Significant side effects are associated
with treatment regimens and untreat-
ed prostate cancer might not affect an
individual patient’s health or longevi-
ty. Although there is no solid evi-
dence that early detection of prostate
cancer decreases mortality, the
ACCCC promotes educational mes-
sages about the benefits and risks of
early detection. 

Despite some significant lowered
incidences of prostate cancer in the
state of Alabama, death rates for
African American men remained
more than twice as high as those for
Caucasian men.12 To address these
disparities of the incidences of
prostate cancer, ADPH, UAB, and
ACS have implemented strategies
and programs to encourage better
informed decision making for men
who seek information on prostate
cancer screening. 

EXAMPLES OF CURRENT PROGRAMS
THAT PROMOTE INFORMED
DECISION MAKING FOR PROSTATE
CANCER SCREENING IN ALABAMA

Several physicians, clinicians, and
prostate cancer survivors participated
in a round-table discussion on

prostate cancer screenings, risk fac-
tors, and treatment options. This
Prostate Cancer Panel Discussion
Videotape is made available through
ADPH. Local library branches and
churches may order it for health
programs.

The Health Messages and
Educational Materials (HMEMS)
Project is a five-year study to evaluate
the use of culturally relevant educa-
tional materials to create more aware-
ness of prostate cancer in African
American male populations. The goal
is to motivate men toward better
informed decision making in regard
to prostate cancer screening. The
project involves focus group sessions
in rural and urban counties in the
state of Alabama. The project also
recruits and trains community leaders
to act as prostate cancer champions
and research partners. These men
undergo education and training semi-
nars to assist them in the dissemina-
tion of prostate cancer information to
various facets of the community.

ADPH coordinated with UAB
investigators to create awareness
about prostate cancer through the
Alabama Department of
Transportation. Through the Prostate
Cancer Bus Campaign, prostate can-
cer messages were displayed on the
side of metro buses in Montgomery,
Mobile, and Birmingham, Alabama.
The Birmingham campaign began in
August of 2004 and is still ongoing.
Information is available on the buses
for customers. The Birmingham bus is
decorated with messages and contact
information, and consumer informa-
tion is available on the bus.

The Mid South Division of the
American Cancer Society and the
UAB Division of Urology collaborated
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on the creation of an ACS/UAB
Community Cancer Screening
Initiatives task force to investigate
methods and strategies to increase the
numbers of men who participate in
prostate cancer screening programs.
The focus is primarily African
American men but also includes
Hispanics and underserved popula-
tions. The task force utilizes contact
with women’s groups, existing
businesses, organizations, and work
sites, and the committee works with
ADPH to collect existing guidelines
regarding early detection and
treatment of prostate cancer.

CONCLUSION AND FUTURE
DIRECTIONS

The ACCCC Early Detection
committee will work to establish a
baseline of the number of men who
are informed about the risks and ben-
efits associated with prostate cancer
screening and treatment.
Consideration has been given to
adding a question to the 2006
BRFSS. Until a definitive method of
prostate cancer screening is estab-
lished, ACCCC will work to promote
informed decision making through
existing networks. 

GOAL: All Alabama men will be able to make informed decisions regarding 
the risks and benefits associated with prostate cancer screening and
treatment.

OUTCOME: By 2010, establish a baseline measure and set an appropriate target to
increase the proportion of Alabama men age 40 and older who report
being informed of the benefits and risks associated with prostate cancer
screening and treatment. 

Data Source: 2006 BRFSS 

OUTCOME: By 2010, establish a baseline measure and set an appropriate target 
to increase the proportion of Alabama primary care providers who
discuss with their male patients the risks and benefits of prostate cancer
screening and treatment.

Data Source: AAFP; AQAF

OBJECTIVE 1: Educate Alabama men aged 40 and older about the benefits and
risks associated with prostate cancer screening. 

Data Source: ADPH/Health Promotion & Chronic Disease; UAB/Urology

STRATEGY 1-1: Identify or develop for the public comprehensive educational
materials about prostate cancer screening that are evidence-based,
culturally sensitive, and tailored to appropriate literacy levels. 

Principal Agency/ies: NCI/CIS; UAB/Minority Health & Research;
UAB/Urology
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Other Partners and Programs: ACS/Man to Man; Cancer treatment centers;
Us Too

Linkages: ALPHCA; CDC; Rural health clinics

STRATEGY 1-2: Train community-based outreach programs such as Community
Health Advisors (CHAs) to deliver prostate cancer education
and information to the public, with an emphasis on underserved
communities.

Principal Agency/ies: ACS/Man to Man; UAB/Deep South Network;
UAB/Minority Health & Research; Us Too

Other Partners and Programs: Local community-based outreach programs;
Local faith-based organizations

Linkages: ADPH/Health Promotion & Chronic Disease

OBJECTIVE 2: Promote the discussion between primary care providers and their
patients about the benefits and risks associated with prostate
cancer. 

Data Source: AAFP

STRATEGY 2-1: Provide education programs to primary care providers to improve
their ability to initiate the discussion of the risks and benefits
associated with prostate cancer screening and treatment.

Principal Agency/ies: Alabama health care professional associations; Alabama
Schools of Medicine; ACS/PPIP; ACS/PPS+

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease;
UAB/Comprehensive Cancer; UAB/Minority Health & Research; USA/Cancer
Research Institute; Other continuing education granting organizations

Linkages: ACS/CME DVD; ACS/CME On-line; ACS/C-Tools; BC/BS
physician Web site; Local hospitals 

STRATEGY 2-2: Identify or develop comprehensive patient education materials
and resources that are evidence-based, culturally sensitive, and
tailored to appropriate literacy levels for medical practitioners to
use in discussing prostate cancer screening. 

Principal Agency/ies: ACS; NCI/CIS; UAB/Preventive Medicine;
USA/Cancer Research Institute

Other Partners and Programs: Cancer screening and treatment centers

Linkages: ADPH/Health Promotion & Chronic Disease; CDC; Pharmaceutical
companies
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ommunity-based participa-
tory research is important
to understand the barriers
that prevent populations

from utilizing cancer screening meth-
ods. Colorectal cancer is 90 percent
preventable if detected at an early
stage; however, the majority of col-
orectal cancer cases are detected at a
later stage. Researchers need to con-
tinue to study and develop targeted
methods of cancer awareness that will
reach populations in need. Less

invasive screening techniques for
colorectal cancer will increase
screening utilization by Alabamians. 

There are many barriers that
prevent Alabamians from accessing
the services needed. To better under-
stand these barriers, researchers
should include the community in all
aspects of research development,
implementation, and evaluation. It
will benefit not only the researchers,
but the communities and future
populations. 

GOAL: Clinical and behavioral research will improve early detection of cancer in
Alabama, particularly for those populations affected by disparities.

OUTCOME: By 2010, increase by 10% the number of Alabamians who are
participating in cancer early detection research studies. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

OUTCOME: By 2010, increase by 10% the number of Alabamians from populations
affected by disparities who are participating in cancer early detection
research studies. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

OUTCOME: By 2010, increase by 10% the number of cancer early detection
research studies that specifically target populations affected by
disparities. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

OUTCOME: By 2010, increase by 10% the number of community-based cancer early
detection research projects in Alabama that are funded through a peer
review process. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

RESEARCH

C

RESEARCH
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OBJECTIVE 1: Increase public awareness about the importance of recruitment
and retention in cancer early detection research studies,
particularly for populations affected by disparities.

Data Source: Research institutions

STRATEGY 1-1: Develop a database to determine the characteristics of 
individuals who participate in cancer early detection research
studies in the state.

Principal Agency/ies: Research institutions

Other Partners and Programs: Komen Foundation; Local community-based
outreach programs; Pharmaceutical companies

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 

STRATEGY 1-2: Disseminate general information to the public about cancer 
early detection research studies through community-based
outreach programs.

Principal Agency/ies: ACS/Mid-South Division; Komen Foundation; Mobile
Infirmary/Gulf Coast Minority-based CCOP; Research Institutions

Other Partners and Programs: Mobile Infirmary CDRP

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 

STRATEGY 1-3: Disseminate educational and culturally appropriate materials
about cancer early detection research studies to populations
affected by cancer disparities through community-based 
outreach programs. 

Principal Agency/ies: ACS/Mid-South Division; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Other Partners and Programs: Media; Mobile Infirmary/Cancer Disparities
Research

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

OBJECTIVE 2: Increase the number of health care professionals who conduct
cancer early detection research studies with populations affected
by cancer disparities.

Data Source: ACS; Medicaid and Medicare data; NCI/CIS 
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STRATEGY 2-1: Provide information to institutions and physicians about
conducting cancer early detection research studies through
referrals, education, and marketing. 

Principal Agency/ies: Alabama health care professional associations; ACS;
NCI/CIS; Pharmaceutical companies; Research institutions
Others Partners and Programs: Komen Foundation; Mobile Infirmary CDRP

Linkages: CDC; DHHS; NIH/Minority Health 

OBJECTIVE 3: Disseminate cancer early detection research findings to
populations affected by disparities through appropriate
communication methods and channels. 

Data Source: Local community-based outreach programs; Local faith-based
organizations 

STRATEGY 3-1: Promote research to determine effective messages and
appropriate methods of communicating information to
populations affected by disparities. 

Principal Agency/ies: Mobile Infirmary/Gulf Coast Minority-based CCOP;
Research institutions

Others Partners and Programs: ACES; ADPH/Minority Health; Alabama
Partnership; Local community-based outreach programs; Local faith-based
organizations

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 

STRATEGY 3-2: Disseminate research findings to the public, especially
populations affected by disparities.

Principal Agency/ies: Alabama Partnership; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Others Partners and Programs: ACES; ADPH/Minority Health; Media

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 

OBJECTIVE 4: Involve the community as an equal partner with researchers in
designing, implementing, evaluating, and disseminating results of
cancer early detection research studies. 

Data Source: Research institutions
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STRATEGY 4-1: Promote relationships among researchers, community-based
organizations and the community at large, particularly involving
populations affected by disparities. 

Principal Agency/ies: Alabama Partnership; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Others Partners and Programs: ADPH/Minority Health

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 

STRATEGY 4-2: Expand the development and implementation of Community
Health Advisor (CHA) networks working in cancer early
detection across the state. 

Principal Agency/ies: UAB

Others Partners and Programs: ADPH/Cancer Prevention

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health 
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SURVIVORSHIP
Overall Goal: 

Quality services and programs 
for cancer treatment, life-long

follow-up care, and end-of-life care 
will be accessible and geographically

available to all Alabamians. 
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vital component of com-
prehensive cancer plan-
ning identified by the
CDC is addressing the

growing number of cancer survivors.
The National Cancer Institute esti-
mated that, as of January 2001,
approximately 9.6 million Americans
were living with a history of cancer.48

Some of these individuals were can-
cer-free, while others still had evi-
dence of cancer and may have been
undergoing treatment. The five-year
relative survival rate for all cancers
diagnosed between 1995 and 2000 is
64 percent, up from 50 percent in
1974-1976, due in part to progress in
early detection and new or improved
treatments.49 These rates vary by the
type of cancer and the stage of
diagnosis.

The National Cancer Institute
defines an individual as a cancer sur-
vivor “from the time of diagnosis,
through the balance of his or her
life.”50 Family members, friends, and
caregivers are affected by the cancer
experience and are, therefore also
included in this definition. To address
the growing number of people who
survive a cancer diagnosis, the
National Action Plan for Cancer
Survivorship: Advancing Public Health
Strategies was developed in collabora-
tion with the CDC and the Lance
Armstrong Foundation (LAF). The
purpose of this plan is to advance
public health efforts regarding cancer
survivorship to actively address the

needs of this population. 
LAF divides cancer survivorship

into three stages:

■ Living with cancer – the
experience of receiving a cancer
diagnosis and any treatment that
may follow.

■ Living through cancer – the
extended stage following treat-
ment, includes the time when the
person has completed treatment
and/or is in remission.

■ Living beyond cancer – the post-
treatment and long-term sur-
vivorship stage, including the
time when the “activity of the
disease or likelihood of its return
is sufficiently small that the
cancer can now be considered
permanently arrested.”51

ACCCC has chosen to divide
survivorship into three subsections:
treatment, follow-up, and end-of-life
care. 

PALLIATIVE CARE 
Palliative care is the combination

of curative and caring therapies aimed
at reducing the symptoms and suffer-
ing of individuals and families facing
a life-threatening illness. It strives to
meet physical, psychological, social,
and spiritual needs while remaining
sensitive to the individual’s and fami-
ly’s cultural and religious values,
beliefs, and practices. Palliative care
is offered simultaneously with all
other appropriate medical treatment

INTRODUCTION TO
SURVIVORSHIP
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to cure or prolong life. It provides
excellent, evidence-based medical
treatment that focuses on vigorous
care of pain and symptoms through-
out illness.

Common symptoms that are treat-
ed and controlled or relieved by pal-
liative care include pain, difficulty
with breathing, loss of appetite and
weight loss, fatigue, muscle weakness,
sleep problems, depression and anxi-
ety, and confusion. 

Palliative care programs organize a
variety of hospital resources – medical
and nursing specialists, social workers,
and clergy – to effectively deliver the
highest quality of care to patients
with advanced illness. Aggressive
pain and symptom control is integrat-
ed into all stages of treatment.
Studies have shown that the pallia-
tive care approach decreases length of
hospital and ICU stays and eases
patient transitions between care set-
tings, resulting in increased patient

and family satisfaction and better
compliance with hospital care quality
standards. Successful palliative care
programs use an array of delivery sys-
tems, from consultative services to
inpatient units to achieve a “good
death.”

The vision of Alabamians for
Pain Relief (APR) is that all
Alabamians be able to both expect
and receive proper care and relief for
health-related pain and suffering.
Currently, this coalition is in the
planning stage and is actively seeking
funding for its activities. Three work
groups have been formed: an initia-
tive development work group to con-
centrate on maintaining the focus of
the coalition; an education work
group to increase public awareness of
pain centers and other available
methods of pain management; and a
professional education work group to
enhance communication among
health care professionals about meth-
ods of pain management. The
ACCCC supports all activities of the
APR and will work actively to pro-
mote the growing need for a pain ini-
tiative within the state of Alabama. 

Beginning in 2006 ADPH will ini-
tiate a controlled substance database
for the State of Alabama.
Prescriptions for controlled substances
will be reported to the database by
entities that dispense controlled sub-
stance prescriptions to the public. The
purpose of the database is to monitor
controlled substances, reduce the
number of inappropriate prescriptions
for controlled substances that are dis-
pensed in the state, reduce the num-
ber of people who shop for controlled
substances inappropriately from multi-
ple physicians and pharmacies, and
promote the appropriate dispensing of
controlled substance prescriptions.
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cancer diagnosis is
unique to each person.
The treatment regimen
recommend by a health

care provider varies based on the type
of cancer, its stage at diagnosis, and
the age, sex, and overall health of the
patient. The medical treatments for
cancer include surgery, radiation ther-
apy, and chemotherapy. 

Modern advancements in cancer
treatment technology, including new
chemotherapy drugs, better surgical
techniques, and the increasing use of
combination therapies have led to a
significant increase in the number of
cancer survivors. Successful treatment
involves a partnership of health care
professionals, patients, family, and
other informal caregivers. 

Patients and their families must be
empowered to act as fully engaged
self-advocates, capable of determining
and participating in their treatment
plans based on their needs and prefer-
ences. To receive optimal cancer
treatment, patients must be aware of
the need for and availability of treat-
ment services. Knowledge about
treatment options can empower
patients and their families to make
decisions about all aspects of care.
Receiving a second opinion by anoth-
er health care provider may be impor-
tant to ensure that the patient is
receiving the best advice on medical
treatments.

DISPARITIES OF CANCER
TREATMENT UTILIZATION AMONG
ALABAMIANS

In rural and underserved areas,
access to optimal cancer treatment
may be limited. Barriers that con-
tribute to increased mortality rates
include accessibility and affordability
of care, educational attainment, cul-
tural and language barriers, immigra-
tion status, and sexual orientation.
Community, patient, and physician
education is important to decrease
the barriers that exist in our state. 

In addition, African Americans
are less likely to be diagnosed with
cancer at a localized stage and are
more likely to have cancers that are
diagnosed late or remain unstaged.52

Of great concern is that for nearly
every cancer site, African Americans
and minorities have lower five-year
survival rates than do Caucasians for
each stage of diagnosis, suggesting the
possible influence of disparities in
access to and receipt of quality health
care and of differences in co-morbid
conditions.

EXAMPLES OF CURRENT ACTIVITIES
TO INCREASE QUALITY CANCER
TREATMENT AND CARE IN
ALABAMA

An example of a collaborative
effort is Community Health
Advisors in Action Program
(CHAAP), funded by the Avon
Foundation and ADPH, in which
local natural helper volunteers are

TREATMENT
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trained as lay referrers and case man-
agers to assist breast cancer patients
or those who have a suspicious breast
cancer screening result navigate
through the difficult and at times
challenging health care delivery and
social service systems. Because of the
efforts of 34 trained volunteers, more
than 80 women and men have
received service through CHAAP,
and out of a total of 449 appoint-
ments navigators were successful in
helping clients keep 433 of their
appointments, a 96% success rate. 

Additionally, other community-
based programs such as the three
ADPH Special Projects focusing on
prostate, ovarian, and colorectal can-
cers are building community capacity
by training volunteers, developing
culturally appropriate health messages
to disseminate throughout the com-
munity, collaborating with and offer-
ing training to providers and special-
ists who work in these areas, and
using various media outlets (for exam-
ple, billboards, mass transit advertise-
ments, radio and television public
service announcements) to dissemi-
nate appropriate health messages to
vulnerable populations in Alabama. 

As a direct result of project rela-
tionships developed with health care
professionals, ACCCC and ADPH in
conjunction with the UAB Minority

Health and Research Center cospon-
sored the Alabama Academy of
Family Physicians Conference in
June 2004. Presenters were distin-
guished scientists who specialize in
prostate, ovarian, and colorectal can-
cer. More than 150 family physicians
from around the state attended and
evaluation from conference partici-
pants confirmed the meeting was suc-
cessful in accomplishing the objec-
tives of primary care providers becom-
ing more knowledgeable about pre-
ventive measures, risk factors, screen-
ing and treatment options, and fol-
low-up care in relation to cancer in
Alabama. 

CONCLUSION AND FUTURE
DIRECTIONS

There have been many accom-
plishments in survivorship in the past
five years; however, more work is to
be performed at the individual, com-
munity, and state levels to further
cancer treatment in Alabama.
ACCCC will work to educate and
collaborate with health care profes-
sionals, elected officials, academia,
researchers, nonprofit organizations,
and local residents to ensure that all
survivors know about, have access to,
and are offered the latest health care
regimens that will lead to healthier
lives and a healthier Alabama. 
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GOAL: All Alabamians diagnosed with cancer will have access to quality cancer
treatment services.

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabama cancer patients for whom treatment accord-
ing to established protocols is initiated or planned within four months
of diagnosis. 

Data Source: ADPH/ASCR; ADPH/Health Promotion & Chronic Disease;
Medicaid 

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabamians who are knowledgeable about available
options for quality cancer treatment.

Data Source: ACS; NCI/CIS

OUTCOME: By 2010, establish a baseline and set an appropriate target to decrease
the proportion of Alabama cancer patients who report experiencing
severe or increasing pain on a daily basis.

Data Source: ACS Pain Survey; Alabama Hospital Association; AQAF

OBJECTIVE 1: Educate health care professionals and the public about the 
clinical guidelines for cancer treatment and care. 

Data Source: ACS; NCI/CIS; Medicaid and Medicare data

STRATEGY 1-1: Disseminate treatment guidelines provided by the National
Cancer Institute (NCI) and the National Comprehensive Cancer
Network (NCCN) / American Cancer Society (ACS). 

Principal Agency/ies: ACCCC; ACS; NCI/CIS

Others Partners and Programs: AQAF; Alabama health care professional
associations

Linkages: Alabama Oncology Nursing Association; Medicare; NCCN

STRATEGY 1-2: Increase public awareness about the benefits of obtaining
treatment from ACoS-accredited cancer facilities.

Principal Agency/ies: ACS; ACoS; NCI/CIS 

Other Partners and Programs: Local community-based outreach programs

Linkages: ADPH/ASCR; NCCN

TREATMENT
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OBJECTIVE 2: Promote the use of cancer treatment resources for low-income
patients who are under- or uninsured.

Data Source: ACS; Medicaid; Medicare

STRATEGY 2-1: Disseminate information about low- or no-cost treatment
resources to community groups, social organizations, and health
care professionals.

Principal Agency/ies: ADPH/Pharmacy; ADSS/Senior Rx; ALPHCA; Cancer
screening and treatment centers

Other Partners and Programs: Social workers; Case managers

Linkages: ADPH state planning grant data; AHO; AQAF; Covering Kids of
Alabama; Medicaid; Pharmaceutical companies

STRATEGY 2-2: Disseminate information about transportation resources.

Principal Agency/ies: ACS; ALPHCA; Cancer screening and treatment centers

Other Partners and Programs: ABCCEDP; Alabama Rehabilitation Services;
ALL Kids; Community Care Network; KidOne Transport; Local community-
based outreach programs; Local faith-based organizations; Local transport net-
works; Medicaid

Linkages: AHO; Alabama Partnership; ALDOT/Rural Transit #5311 and 5307;
UAB/CHAAP 

STRATEGY 2-3: Identify and promote collaboration to address transportation
service gaps, including access to pharmacies.

Principal Agency/ies: ACS; Cancer screening and treatment centers

Other Partners and Programs: Local faith-based organizations; Local
pharmacies

Linkages: Local community-based outreach programs

OBJECTIVE 3: Increase awareness among health care professionals and the 
public about the benefits of and effective strategies for symptom
management. 

Data Source: Alabamians for Pain Relief 
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STRATEGY 3-1: Educate health care professionals about recognizing and
managing cancer- and treatment-related physical symptoms 
such as pain, nausea and vomiting, constipation, and shortness 
of breath.

Principal Agency/ies: Alabama health care professional associations;
Alabamians for Pain Relief; Alabama Pharmacy Association; and other
continuing education granting organizations

Other Partners and Programs: ALPHCA; Alabama Schools of Medicine,
Nursing, and Pharmacy

Linkages: ACS; Pharmaceutical companies; Philanthropic organizations 

STRATEGY 3-2: Educate the public about recognizing and managing cancer-
and treatment-related physical symptoms such as pain, nausea
and vomiting, constipation, and shortness of breath.

Principal Agency/ies: Alabamians for Pain Relief

Other Partners and Programs: ACS/Patient Support; Local cancer support
groups; Local faith-based organizations; Local hospitals; SISTAS CanSurvive; 
Us Too 

Linkages: Media; NCI/CIS

STRATEGY 3-3: Promote the activities of organizations working to improve 
the quality of cancer pain management statewide. 

Principal Agency/ies: ACCCC; ACS

Other Partners and Programs: ACES

Linkages: NCI/CIS
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ollow-up is a very necessary
and valued component of
surveillance in comprehen-
sive cancer care. Its purpose

is to monitor a patient’s progress dur-
ing and after curative treatment, to
detect any recurrence of disease, and
to implement a plan of care to palli-
ate any problems related to the dis-
ease. Follow-up care can include
home care, occupational or voca-
tional therapy, pain management,
physical therapy, and support groups. 

Initially planned by the treating
physician, who may initiate inter-
ventions and referrals, follow-up care
is tailored to meet the individual
patient’s anticipated needs, depend-
ing on the type of cancer, the stage
of disease, the type of treatment
received, and the person’s age and
overall health. Some medical organi-
zations also have follow-up guide-
lines for certain cancers and update
this information as researchers devel-
op new approaches to follow-up care.
Monitoring and follow-up care is
provided in the treating hospital
and, especially for patients living in
rural areas, in the community.
Established channels of communica-
tion with community providers and
coordination of services are essential
for appropriate, effective, and timely
intervention

Research is just beginning to
show what people can do to lower
their risk of getting certain cancers;
however, the reason cancer recurs in

some people and not others is still
unknown. Cancer survivors are
encouraged to engage in certain
activities that can make them feel
better and lower the chances of
developing other health problems,
for example, eating better and exer-
cising more, lowering alcohol con-
sumption, and quitting smoking. 

Pain and symptoms associated
with treatment may still be present
during follow-up care. Survivors
must be aware of the need to discuss
all symptoms with their health care
provider. Understanding that pain
and symptoms associated with cancer
can be managed is important to
increasing the quality of life of can-
cer survivors. 

The role of Alabama’s cancer sur-
veillance efforts is to produce accu-
rate, evidence-based data regarding
the incidence and prevalence of can-
cer within the state. It enables gov-
ernment leaders and health care pol-
icy makers to make appropriate
strategic decisions to ensure that all
Alabamians with a diagnosis of can-
cer will have access to comprehen-
sive cancer care services. 

CONCLUSION AND FUTURE
DIRECTIONS

Currently there is no single
agency in Alabama that collects fol-
low-up data for individual patients
diagnosed with cancer, and many
patients are lost to follow-up. A
statewide database is required to

FOLLOW-UP 
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identify all cancer cases and their
follow-up treatment and care-related
activities, from the time of diagnosis
and along the entire disease continu-
um. Data collection should also
include relevant patient and caregiv-
er demographic variables, frequency
and location of services accessed by
individual patients, and types and
complexities of services required. 

The information provided by a
statewide database will identify the
needs of individuals and groups of
cancer patients and highlight any
service inconsistencies and
inequities. It will also allow geo-
graphic comparisons of service
demand and supply and thus enable
more efficient and effective cancer
care services to be implemented in
the state of Alabama. 

GOAL: All Alabama cancer survivors will participate in life-long follow-up care
and services. 

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabamians who are knowledgeable about the
importance of cancer follow-up care and surveillance.

Data Source: ADPH/ASCR

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabamians who are knowledgeable about available
options for cancer follow-up care.

Data Source: ADPH/ASCR

OUTCOME: By 2010, establish a database that will track follow-up care service
utilization by cancer survivors in Alabama.

Data Source: ADPH/ASCR

OBJECTIVE 1: Increase awareness among health care professionals about the
importance of routine follow-up care, surveillance, continuum 
of care services to meet the needs of cancer survivors.

Data Source: Alabama healthcare professional associations; Alabama Schools
of Medicine, Nursing, and Pharmacy

STRATEGY 1-1: Promote supportive care and follow-up care guidelines provided
by NCI and NCCN. 

Principal Agency/ies: ACS; NCI/CIS

Other Partners and Programs: Alabama healthcare professional associations;
Alabama Schools of Medicine, Nursing, and Pharmacy

Linkages: Local hospitals; Pharmaceutical companies

FOLLOW-UP
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STRATEGY 1-2: Compile and disseminate information about availability of the
continuum of care and supportive services, including palliative
care (especially for, pain, ataxia, dizziness, neurotoxicity,
lymphedema, etc.); rehabilitation/physical therapy/occupational
therapy; body image awareness/aesthetics; insurance and
employment issues (job retraining, workplace barriers); and
other support programs.

Principal Agency/ies: ACS; NCI/CIS

Other Partners and Programs: Alabama Pharmacy Association; Hospital
social workers; Lakeshore Foundation; UAB/Palliative Care; USA/Health
System; VA

Linkages: Health insurance disease management programs

OBJECTIVE 2: Increase awareness among the public about the importance of
routine follow-up care, surveillance, continuum of care services
to meet the needs of cancer survivors.

Data Source: ADPH/ASCR

STRATEGY 2-1: Promote supportive care and follow-up care guidelines provided
by NCI and NCCN. 

Principal Agency/ies: ACS; NCI/CIS

Other Partners and Programs: Alabama Pharmacy Association; Hospital
social workers; Lakeshore Foundation; UAB/Palliative Care; USA/Cancer
Research Institute; USA/Health System; VA

Linkages: Local hospitals; Pharmaceutical companies

STRATEGY 2-2: Compile and disseminate information about availability of the
continuum of care and supportive services, including palliative
care (especially for, pain, ataxia, dizziness, neurotoxicity, lym-
phedema, etc.); rehabilitation/physical therapy/occupational
therapy; body image awareness/aesthetics; insurance and
employment issues (job retraining, workplace barriers); and
other support programs.

Principal Agency/ies: ACS; NCI/CIS

Other Partners and Programs: Alabama Pharmacy Association; Hospital
social workers; Lakeshore Foundation; UAB/Palliative Care; USA/Health
System; VA

Linkages: Health insurance disease management programs
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efore the development of
antibiotics and other med-
ical advances, people often
died quickly, usually of

infectious diseases or accidents.
Today, the vast majority of
Americans have a more protracted
experience with death. Terminally ill
patients and their families, whether
young or old, have a broad range of
physical, psychological, social, spiri-
tual, and practical needs. Though
each may react in a different way,
most people, when faced with
mortality, hope for a “good death,”
however they may define it.

Many people who are terminally
ill choose to remain at home or enter
a long-term homelike alternative
care setting known as hospice care.
At times, short-term inpatient care
may be required for one of two rea-
sons: palliative care to treat an acute
medical episode such as increased
pain or infection, or respite care to
provide the care giver with a short
hiatus from the provision of care,
usually no more than five days.
Palliative care is usually for the sake
of the patient while respite care is for
the care giver. Palliative and respite
care can both be administered on an
outpatient or inpatient basis.
Contrary to popular misconceptions,
hospice care is not “giving up” on the
patient, but focuses on enhancing
quality of life of patients and families
when curative efforts are no longer
bringing about desired outcomes. 

The first hospice opened in New
Haven, Connecticut, in 1974, inau-
gurating the hospice movement in
the United States. The mission of
hospice was to allow patients to live
as long as possible before dying with
the basic elements of a good death:
care, communication, continuity,
control, calmness, and closure. As
other hospices opened across the
nation, the basic premises of hospice
care began a broader consideration of
end-of-life care across all health care
settings, focusing on improving and
maintaining a patient’s comfort, dig-
nity, and quality of life, whether in
an inpatient or outpatient setting. 

It is important for a person to
express preferences about health care
at the end-of-life. This can be done
in advance through the use of formal
legal documents such as a living will
or advance directive that should be
tailored to meet specific situations
and varying state laws. In addition,
there are also practical issues such as
arrangements for eldercare, estate
planning, and planning for funeral
and memorial services. 

Many faith traditions place
emphasis on the importance of con-
scious preparation for death as a way
of showing respect for and accept-
ance of life’s final journey. Contact
with death often provides an oppor-
tunity to become more aware of spiri-
tual realities. Getting one’s affairs in
order may include working through
deep emotions with friends and loved
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ones, including dealing with grief and
bereavement. 

Finally, consideration must be
given to the family and the impact
the disease process has on the fami-
ly’s structure and stability at diagno-
sis, through treatment, care, and
eventually after death. Family coping
techniques are critical to both the
patient and family. Comprehensive
end-of-life care must be mindful of
the family’s condition throughout the
dying process. A good death for the
patient must be a good death for the
family as well. 

CONCLUSION AND FUTURE
DIRECTIONS

Despite advances in the provision
of end-of-life care, many cancer
patients continue to suffer symptoms
that are managed poorly or not at all,
including an unacceptable level of
acute pain. Pain includes physical
and spiritual manifestations (feelings
of abandonment, anger, betrayal,
despair, fear, guilt, meaninglessness,
regret, self-pity, and sorrow or
remorse).

Some health care professionals are
inadequately trained for comprehen-
sive end-of-life care and do not know
how to talk with patients and family
regarding end-of-life issues. In addi-
tion, despite the widespread avail-
ability of hospice and other end-of-
life care providers in the state, there
is insufficient integration of these
services into the mainstream health
care system. 

Many people who could benefit
from comprehensive end-of-life care
are not able to do so because of
insurance restrictions and financial
constraints. Most private insurers
offer some type of hospice benefit,
but the benefit is usually limited to a
defined time period or capped at a
total dollar amount. Expenditures for
end-of-life care are anticipated to
continue to rise due to the aging
population, increasing interest and
concern about palliative care and
end-of-life issues, and rising health
care costs.

The public is often culturally
unprepared for, unaware of, and
reluctant to seek end-of-life care. In
American culture, there is a recogniz-
able lack of acceptance of death.
Western culture often tries to deny
death as a natural process. This cul-
ture may create an atmosphere where
some people are unprepared for their
own death or the death of a loved
one. They may also be unaware of
the services and support that are
available or they may be reluctant to
seek out those services and support.
The Plan will address these barriers
through promoting public awareness
and educating health care profession-
als of the issues that surround 
end-of-life care. 
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GOAL: Quality end-of-life care services will be geographically available and
accessible to all Alabama cancer survivors. 

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of end-stage cancer survivors receiving palliative care
or hospice care services. 

Data Source: 2002 FACTS on Dying: Alabama; AHO Cost Report; NHPCO

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the number of in-patient hospice, palliative care, and respite care
programs in the state.

Data Source: AHO; ADPH

OUTCOME: By 2010, establish a baseline and set an appropriate target to increase
the proportion of Alabama adult cancer survivors who report having a
medical advance directive.

Data Source: Alabama Hospital Association

OBJECTIVE 1: Increase awareness among health care professionals and the
public about the availability, range of services, and benefits of
hospice and palliative care.

Data Source: AHO; NHPCO

STRATEGY 1-1: Educate health care professionals about the benefits and
availability of palliative care and hospice services.

Principal Agency/ies: AHO; AQAF

Other Partners and Programs: ADPH/Home Care; Alabama health 
care professional associations; UAB/Palliative Care

Linkages: CMS/Medicare and Medicaid

STRATEGY 1-2: Educate the public about the benefits of palliative care and
hospice services, their availability, and how to obtain a timely
referral.

Principal Agency/ies: AARP; AHO; AQAF

Partners and Programs: ADPH/Home Care; Alabama State Bar;
UAB/Community Health Resource Development; UAB/Palliative Care

Linkages: CMS/Medicaid and Medicare

END-OF-LIFE CARE
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STRATEGY 1-3: Promote awareness of and access to reliable directories and
databases of palliative care and hospice care providers and
services in the state.

Principal Agency/ies: ACCCC; AHO

Other Partners and Programs: ADPH/Home Care; UAB/Palliative Care;
UAB/School of Medicine Hospital

Linkages: ADPH/Directory for Health Care Facilities

OBJECTIVE 2: Advocate for policy initiatives that increase access to and
geographic availability of in-home, residential, and in-patient
palliative care and hospice care services statewide.

Data Source: AHO; ADPH/Directory for Health Care Facilities

STRATEGY 2-1: Educate about adequate reimbursement of palliative care and
hospice care services by Medicaid, Medicare, and private
insurance.

Principal Agency/ies: AHO; Local hospice organizations

Partners and Programs: AARP; ACS; Health insurance providers; Alabama
health care professional associations

Linkages: Alabama Arise; Black Belt Action Commission; Local faith-based
organizations; Alabama state and US legislators

OBJECTIVE 3: Develop in-patient hospice, palliative care, and respite care
programs for each county or region. 

Data Source: Alabama Hospital Association

STRATEGY 3-1: Develop a partnership among existing providers to serve as a
resource for program expansion.

Principal Agency/ies: Alabama Hospital Association; AHO; AQAF; Cooper
Green Hospital; Local oncology nurses association UAB/Palliative Care; VA

Other Partners and Programs: Local community-based outreach programs;
Local hospitals

Linkages: NHPCO

STRATEGY 3-2: Develop a self-instruction program for establishing in-patient
palliative care units. 

Principal Agency/ies: Partnership (from Strategy 3-1)

Other Partners and Programs: Local community-based outreach programs;
Local hospitals

Linkages: NHPCO

Alabama Comprehensive Cancer Control Plan 2006-2010   94



STRATEGY 3-3: Disseminate literature to hospitals about the importance and
financial viability of in-patient palliative care programs.

Principal Agency/ies: Partnership (from Strategy 3-1)

Other Partners and Programs: Alabama Hospital Association; AQAF;
Cooper Green Hospital; UAB/Palliative Care; VA

Linkages: NHPCO

OBJECTIVE 4: Educate Alabamians about the effective management of pain,
other physical symptoms, and psychosocial and spiritual issues 
of survivors with end-stage cancer. 

Data Source: To be determined

STRATEGY 4-1: Educate health care professionals about the medical, legal,
ethical, and psychological issues surrounding effective
management of pain, other physical symptoms (nausea/
vomiting, constipation, shortness of breath, compromised 
nutritional status), and psychosocial and spiritual issues, 
including grief and aftercare.

Principal Agency/ies: Alabama healthcare professional associations; Alabama
Hospital Association; Alabama Schools of Medicine, Nursing, and Pharmacy;
Alabamians for Pain Relief

Other Partners and Programs: ACES; AHO; Cancer screening and treatment
centers; County medical societies

Linkages: Continuing education granting organizations; Pharmaceutical
companies

STRATEGY 4-2: Educate the public about the myths and medical and ethical
aspects of effective management of pain, other physical
symptoms (nausea/vomiting, constipation, shortness of breath,
compromised nutritional status), and psychosocial and spiritual
issues, including grief and aftercare. 

Principal Agency/ies: ACS; Alabamians for Pain Relief; NCI/CIS

Partners and Programs: ACES; Local hospitals; Local faith-based
organizations; Local community-based outreach programs; Media

Linkages: CMS/Medicaid and Medicare websites; NCI/CIS; WebMD
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OBJECTIVE 5: Increase awareness among Alabamians 19 and older about the
need for medical advance directives. 

Data Source: To be determined

STRATEGY 5-1: Educate the public (Alabamians 19 and older) about the
importance of discussing their end-of-life treatment 
preferences in advance with their appointed decision 
maker and documenting their wishes.

Principal Agency/ies: Alabama health care professional associations

Partners and Programs: Alabama State Bar; Local community-based outreach
programs; Local faith-based organizations; Worksites human resource
departments

Linkages: Legal Services Alabama

STRATEGY 5-2: Educate health care professionals about the need and effective
methods for encouraging their patients to discuss with their
appointed decision maker and document in advance their 
end-of-life treatment preferences.

Principal Agency/ies: Alabama health care professional associations; Alabama
Schools of Medicine, Nursing, Social Work, and Pharmacy

Partners and Programs: Alabama State Bar

Linkages: Continuing education granting organizations; Legal Services
Alabama

STRATEGY 5-3: Advocate for changes in the state’s Advance Directive
legislation to make it easier for Alabamians to understand,
communicate, and document their end-of-life treatment
preferences, including specifically allowing the use of the 
“Five Wishes” document.

Principal Agency/ies: AHO; Alabama Hospital Association

Other Partners and Programs: Alabama State Bar

Linkages: Aging with Dignity/Five Wishes
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ancer survivorship
research in a public
health context focuses
efforts on applying knowl-

edge about the issues survivors face to
the development of appropriate inter-
ventions.52 Behavioral and clinical
research in survivorship addresses bar-
riers to quality treatment, pain man-
agement, follow-up care, and end-of-
life care. The goal of all cancer sur-
vivorship research studies should be
to ensure that all cancer survivors
have access to needed services.

Strategies for research include initiat-
ing studies to identify characteristics
associated with certain types of can-
cer and/or secondary health concerns;
identifying modifiable behaviors (for
example, limited physical activity or
poor eating habits) that can reduce
the likelihood of additional health
problems; and developing primary
education programs and interventions
to inform survivors about their sus-
ceptibility and behavioral changes
they can make to reduce their risk.52

GOAL: Clinical and behavioral research will improve treatment and quality of life
for Alabama cancer survivors, particularly for those populations affected
by disparities.

OUTCOME: By 2010, increase by 10% the number of Alabamians who are
participating in cancer survivorship research studies. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

OUTCOME: By 2010, increase by 10% the number of Alabamians from populations
affected by disparities in cancer survivorship research studies. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

OUTCOME: By 2010, increase by 10% the number of cancer survivorship research
studies in Alabama that specifically target populations affected by
disparities. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

OUTCOME: By 2010, increase by 10% the number of community-based cancer
survivorship research projects in Alabama that are funded through a
peer review process. 

Data Source: ACS; NCI/CIS; Pharmaceutical companies; Research institutions

RESEARCH

C
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OBJECTIVE 1: Increase public awareness about the importance of recruitment 
and retention in cancer survivorship research studies, particularly
for populations affected by disparities.

Data Source: Research institutions

STRATEGY 1-1: Develop a database to determine the characteristics of individuals
who participate in cancer survivorship research studies in the
state.

Principal Agency/ies: Research institutions

Other Partners and Programs: Local community-based outreach programs;
Pharmaceutical companies

Linkages: ASC; DHHS; NCI/CIS; NIH/Minority Health

STRATEGY 1-2: Disseminate general information to the public about cancer
survivorship research studies through community-based outreach
programs.

Principal Agency/ies: ACS/Mid-South Division; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Other Partners and Programs: Mobile Infirmary/Cancer Disparities Research

Linkages: ASC; DHHS; NCI/CIS; NIH/Minority Health

STRATEGY 1-3: Disseminate educational and culturally appropriate materials about
cancer survivorship research studies to populations affected by
cancer disparities through community-based outreach programs. 

Principal Agency/ies: ACS/Mid-South Division; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Other Partners and Programs: Mobile Infirmary/Cancer Disparities Research

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

OBJECTIVE 2: Increase the number of health care professionals who conduct
cancer survivorship research studies with populations affected by
cancer disparities.

Data Source: ACS; Medicaid and Medicare data; NCI/CIS

STRATEGY 2-1: Provide information to institutions and physicians about
conducting cancer survivorship research studies through
referrals, education, and marketing. 

Principal Agency/ies: Alabama health care professional associations; ACS;
NCI/CIS; Pharmaceutical companies; Research institutions

Others Partners and Programs: ACCCC; Local cancer support groups; Media

Linkages: CDS; DHHS; NIH/Minority Health
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OBJECTIVE 3: Disseminate cancer survivorship research findings to 
populations affected by disparities through appropriate
communication methods and channels. 

Data Source: Local community-based outreach programs; Local faith-based
organizations

STRATEGY 3-1: Promote research to determine effective messages and 
appropriate methods of communicating information to
populations affected by survivorship disparities. 

Principal Agency/ies: Mobile Infirmary/Gulf Coast Minority-based CCOP;
Research institutions

Others Partners and Programs: ACES; ADPH/Minority Health; Alabama
Partnership; Local community-based outreach programs; Local faith-based
organizations

Linkages: ASC; DHHS; NCI/CIS; NIH/Minority Health

STRATEGY 3-2: Disseminate research findings to the public, especially
populations affected by survivorship disparities.

Principal Agency/ies: Alabama Partnership; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Others Partners and Programs: ACES; ADPH/Minority Health; Media

Linkages: ASC; DHHS; NCI/CIS; NIH/Minority Health

OBJECTIVE 4: Involve the community as an equal partner with researchers 
in designing, implementing, evaluating, and disseminating 
results of cancer survivorship research studies.

Data Source: Research institutions

STRATEGY 4-1: Promote relationships among researchers, community-based
organizations, and the community at large, particularly involving
populations affected by disparities. 

Principal Agency/ies: Alabama Partnership; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions

Others Partners and Programs: ADPH/Minority Health

Linkages: ASC; DHHS; NCI/CIS; NIH/Minority Health

STRATEGY 4-2: Expand the development and implementation of Community
Health Advisor (CHA) networks working in cancer survivorship
across the state. 

Principal Agency/ies: UAB

Others Partners and Programs: ADPH/Cancer Prevention

Linkages: ASC; DHHS; NCI/CIS; NIH/Minority Health
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ENVIRONMENTAL,
MEDICAL, AND
OCCUPATIONAL

EXPOSURE
Overall Goal: 

Cancer cases in Alabama 
will decrease through limiting 

exposure to environmental, medical,
and occupational carcinogens.
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ccording to the National
Institute for Occupational
Safety and Health, each
year in the United States

an estimated 20,000 cancer deaths
and 40,000 new cases of cancer are
attributed to occupational exposure.54

Each day millions of workers nation-
wide are exposed to substances that
have been demonstrated under labo-
ratory conditions to be carcinogens. 

Carcinogens may be found in
environmental, medical, and occupa-
tional settings to serve beneficial pur-
poses or as contaminants. The mere
presence of a carcinogen does not
produce cancer. Three events must
occur for cancer to develop: the car-
cinogen must enter the human body
in a way that allows it to damage the
structure or function of specific cells;
the damaged cells must produce a
tumor; and the tumor must become
malignant. Cell damage from carcino-
gens is usually assisted by other fac-
tors in the production of a tumor (for
example, genetics, age, use of certain
medications, or certain lifestyle
behaviors). Therefore, the key to pre-
venting cancers that may potentially
arise from environmental, medical,
and occupational carcinogens is to
prevent or minimize human exposure. 

The Alabama Comprehensive
Cancer Control Coalition takes a
comprehensive approach to

promoting cancer control activities
that prevent or limit human exposure
to carcinogens in environmental and
occupational settings.

To identify carcinogens, the
Environmental, Medical, and
Occupational (EM&O) Committee
selected those chemical, metal, and
radiological compounds with suffi-
cient human evidence to be ranked as
known or probable carcinogens by
the following organizations: 

■ World Health Organization /
International Agency for
Research on Cancer.

■ U.S. Department of Health and
Human Services / National
Toxicology Program.

■ U.S. Environmental Protection
Agency / Integrated Risk
Information System.

By the end of 2005, a table of
known and probable carcinogens with
links to the above agencies will be
posted on a Web site for the Alabama
Department of Public Health Risk
Assessment and Toxicology Branch.
Because substances are reviewed and
their status updated on a regular basis,
ADPH/Risk Assessment will monitor
and update the list on a quarterly
basis. This list of carcinogens will
guide EM&O Committee activities as
priorities are developed and assigned.

INTRODUCTION TO 
ENVIRONMENTAL, MEDICAL, 
AND OCCUPATIONAL EXPOSURE

A
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here are two major
divisions of radiation:
non-ionizing radiation
and ionizing radiation.

Non-ionizing radiation has enough
energy to move atoms around in a
molecule but not enough energy to
remove electrons from atoms.
Examples of non-ionizing radiation
include sound waves, visible light,
microwaves, and radar. Ionizing radia-
tion has enough energy to remove
tightly bound electrons from atoms,
thus creating ions. Ionizing radiation
is used in diagnostic and therapeutic
nuclear medicine, medical and dental
x-ray, and in manufacturing processes. 

Three main types of ionizing radia-
tion exist and may be harmful to
humans if they are exposed. The first
is alpha particles. These particles can
be blocked by a sheet of paper or
human skin; however, ingestion,
inhalation, or entry of alpha particles
through skin can be harmful. The
second type of ionizing radiation is
beta particles. These particles are
stronger and more penetrating than
alph particles. Like alpha particles, if
beta particles enter the body they
may be harmful. The most penetrat-
ing type of ionizing radiation is
gamma rays and x-rays. These rays
may require thick layers of lead or
concrete to provide sufficient shield-
ing. These types of ionizing radiation
may cause severe damage to internal
organs. X-rays essentially have the
same properties as gamma rays but are
typically lower in energy and less pen-
etrating. X-rays are the single largest
source of manmade radiation expo-
sure. Protection from x-ray exposure
may require a shield that contains
several millimeters of lead. 

SOURCES OF IONIZING RADIATION
Humans are exposed to natural

radiation from the sun, cosmic rays,
and naturally occurring radioactive
elements found in the earth’s crust.
Radon, which emanates from the
ground, is another important source
of natural radiation. Manmade
radiation is used more and more in
medical facilities, research and
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teaching institutions, industrial appli-
cations, and federal facilities involved
in nuclear weapons production.

HEALTH EFFECTS OF IONIZING
RADIATION EXPOSURE

Human exposure to radiation can
cause a health risk by causing cell
damage, cell death, or damage to
genes and chromosomes. In most
cases there may be no identifiable
health effect. In other cases, the cell
may survive but become abnormal,
either temporarily or permanently,
and an abnormal cell may become
malignant. Evidence of injury from
low or moderate does of radiation
may not be known for months or
years after the exposure occurred. The
health effects depend on the dose of
the radiation received. 

RADON
Radon is a natural occurring

radioactive gas – without color, odor,
or taste – that undergoes radioactive
decay and emits ionizing radiation.
Radon comes from the natural
radioactive breakdown of uranium
and thorium in the soil, rock, and
groundwater found all over the
United States. The largest proportion
of the public’s exposure to natural
radiation comes from radon, mostly
from soil under homes.55

While outside air typically con-
tains very low levels of radon, indoor
air may contain much higher levels
from buildup from soil under the
foundations of homes, schools, and
office buildings. The U.S.
Environmental Protection Agency
(EPA) estimates that the national
average annual indoor radon level in
homes is about 1.3 picocuries per liter
(pCi/l) of air; however, over 6 percent

of all homes nationwide have elevat-
ed levels at or above EPA’s voluntary
action level§ of 4 pCi/l. Levels greater
than 2,000 pCi/l of air have been
measured in some homes.48

Ingestion and inhalation of radon
is the main source of exposure.
Exposure to radon increases the risk
of developing lung cancer, and is the
second leading cause of lung cancer
in the United States. The damage
that occurs to the lungs is not caused
by the radon gas itself but by radon’s
short-lived decay products. When
inhaled, these decay products may be
deposited in the airways of the lungs
especially if they are attached to dust
particles. As the subsequent alpha
particles decay, further damage is
done to the cells lining the airways. 

EXAMPLES OF CURRENT ACTIVITIES
TO MONITOR IONIZING RADIATION
EXPOSURE IN ALABAMA 

The ADPH Office of Radiation
Control registers or licenses the pos-
session and use of all sources of ioniz-
ing radiation in Alabama. Registrants
and licensees are inspected to assure
that radiation exposure to patients,
occupational workers, and the public
is maintained as low as reasonably
achievable. Inspections of medical,
dental, chiropractic, and veterinary 
x-ray units, particle accelerator thera-
py centers, diagnostic and therapeutic
nuclear medicine facilities, industrial
operations using radiation sources,
research centers, and educational
institutions are performed to assure
that exposure to persons is minimal
and in accordance with appropriate
state radiation rules. ADPH Office of
Radiation Control collaborates with
the Alabama Cooperative Extension
System to promote and provide

§ Defined in glossary, see Appendix B
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residential testing for radon and to
promote radon-resistant new con-
struction. ADPH/Radiation Control
also monitors radiation levels in the
environment around the state’s two
nuclear power facilities as well as
several industrial operations that use
radioactive material.

CONCLUSION AND FUTURE
DIRECTIONS

As the EM&O committee looks
toward future activities, promoting
awareness among Alabamians will be
the main focus during the next five
years. By establishing a centralized
Web site that lists carcinogens and
areas where large exposures may
occur, Alabamians may become advo-
cates for their own health and explore
opportunities to limit their exposures. 

GOAL: Alabamians’ exposure to ionizing radiation will be minimized. 

OUTCOME: By 2010, establish a communication system to provide information
about the dangers of excessive ionizing radiation exposure to primary
healthcare providers, citizens, employers, regulatory agencies, and the
media.

Data Source: Agency for Toxic Substances and Disease Registry; National
Toxicology Program; US Environmental Protection Agency (EPA); World
Health Organization (WHO)/International Agency for Research on Cancer 

OUTCOME: By 2010, increase from 5% to 10% the percentage of Alabama
households in high-risk counties which report having been tested for
radon exposure. 

Data Source: ACES; ADPH/Radiation Control

OUTCOME: By 2010, increase from 3 to 5 the number of Alabama municipalities
which have adopted radon testing policies as part of residential 
building codes. 

Data Source: ACES; ADPH/Radiation Control

OBJECTIVE 1: Educate Alabamians about the risks and control of radon 
(ionizing radiation) both inside and outside the home.

Data Source: ACES; ADPH/Radiation Control

IONIZING RADIATION EXPOSURE
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STRATEGY 1-1: Increase public awareness of the radon problem in Alabama and of
the relationship between indoor radon exposure and lung cancer.

Principal Agency/ies: ACES; ADPH/Radiation Control

Other Partners and Programs: American Lung Association of Alabama;
County Health Departments; County Medical Societies

Linkages: Media

STRATEGY 1-2: Promote adoption of radon control measures as a part of
residential building codes for new home construction.

Principal Agency/ies: ACES; ADPH/Radiation Control

Other Partners and Programs: Alabama Homebuilders Association

Linkages: Alabama League of Municipalities 

OBJECTIVE 2: Advocate for mandatory standards for radiology technicians in
Alabama. 

Data Source: ACCCC; ACS

STRATEGY 2-1: Increase awareness among health care professionals about the
risk associated with excessive diagnostic procedures. 

Principal Agency/ies: ACCCC; ACS

Other Partners and Programs: Alabama Society of Radiologic Technologists

Linkages: ACS/CME On-line; ADPH/Radiation Control

STRATEGY 2-2: Increase public awareness about the risk associated with
excessive diagnostic procedures. 

Principal Agency/ies: ACCCC; ACS

Other Partners and Programs: Alabama Society of Radiologic Technologists

Linkages: ADPH/Radiation Control

STRATEGY 2-3: Promote awareness of state policymakers about the risk
associated with excessive diagnostic procedures.

Principal Agency/ies: ACCCC; ACS

Other Partners and Programs: Alabama Society of Radiologic Technologists

Linkages: ADPH/Radiation Control
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he field of environmental
health is relatively new
and rapidly growing. Few
cancers can currently be

attributed solely to exposure to car-
cinogens in environmental and occu-
pational settings; the development of
most cancer is assisted by other fac-
tors such as genetics, age, certain
medications, and certain lifestyle
behaviors. Therefore, cancer cases
cannot be identified as environ-
mental or occupational for statistical
analysis based on ICD10 coding.
Additional data or investigations are
required to generate environmental
and occupational statistics. 

The vast majority of cancer cluster
investigations conducted nationwide
in the past ten years have failed to
confirm carcinogens in environmen-
tal or occupational settings as
causative factor. This has led to nar-
rowing the criteria recommended for
initiating such investigations. Since
1993, ADPH/Risk Assessment has
investigated suspected or real cancer
clusters among communities near
contaminated areas; however, car-
cinogens have not been confirmed as
the cause of any cluster.
Consequently, the foci of risk assess-
ment and toxicology are assessment
of cancer risk, particularly among
populations at risk of exposure, and
minimization of exposure through
promotion of protective behaviors. 

EXAMPLES OF CURRENT ACTIVITIES
TO MONITOR CARCINOGENS IN
ALABAMA 

The activities reported below are
conducted throughout state funding
and/or non-ACCCC federal funding
and are thus in-kind contributions to
ACCCC. 

The Alabama Department of
Environmental Management
(ADEM) Air Division monitors
adherence to recommended federal
standards for control of hazardous air-
borne carcinogens from major sources
identified under the Title V Air
Pollution Control Program.

ADEM Field Operations collects
fish from major state bodies of water
and analyzes them for selected car-
cinogens. ADPH/Risk Assessment
prepares fish consumption advisories
based on ADEM data and dissemi-
nates them to the public through the
media, mail, public health depart-
ments, the Alabama Department of
Natural Resources, the Alabama
Department of Travel and Tourism,
and ADEM. Other edible aquatic
organisms and wildlife are not
sampled.

ADEM Land Division and the
EPA investigate carcinogen contami-
nation and monitor remediation
efforts at residences, public lands,
industrial facilities, and military
installations. Both agencies collabo-
rate with the ADPH/Risk Assessment
for public health evaluation of the
contamination. 

RISK ASSESSMENT 
AND TOXICOLOGY

T
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ADEM Water Division monitors
mandatory sampling by public water
utilities to ensure compliance with
federal drinking water standards and
maximum concentration limits for
regulated carcinogens to ensure that
public water systems report to con-
sumers. No sampling or reporting of
private wells is required in Alabama.
The Water Division also monitors the
status of underground storage tanks
for compliance with federal standards. 

The ADPH Risk Assessment and
Toxicology Branch evaluates envi-
ronmental sampling data provided by
ADEM and the EPA and dissemi-
nates its findings through community
and physician education. The
ADPH/Risk Assessment and the
Alabama Statewide Cancer Registry
collaborate in the evaluation of car-
cinogens and cancer concerns. The
ADPH/Risk Assessment also previ-
ously cataloged unintended releases of
hazardous substances, including car-
cinogens, both in transit and at fixed
locations, and conducted quarterly
outreach to educate emergency

responders; however, this activity
ended in December 2004.

The Alabama Department of
Agriculture and Industries (ADAI)
regulates the sale, transport, storage,
and use of pesticides, some of which
are carcinogens. ADAI or ADEM
investigate regulatory violations. 

CONCLUSIONS AND FUTURE
DIRECTIONS

The priorities for the upcoming
years are to keep the web information
updated, to develop promotional
materials and publicize the system to
primary health care professionals and
citizens near major contaminated
areas, and to establish links to the
ADPH/Risk Assessment Web site on
current EM&O member agency Web
sites. Promotion to the media will be
linked to promotion to the communi-
ties they serve. Evaluation of feed-
back from those who visit the Web
site will allow ACCCC to better
serve those who use the available
information. 

GOAL: Alabamians’ exposure to environmental and occupational carcinogens 
will be minimized.

OUTCOME: By 2010, establish a communication system to provide information
about known or probable carcinogens to primary health care providers,
citizens, employers, regulatory agencies, and the media.

Data Source: Agency for Toxic Substances and Disease Registry; EPA; National
Toxicology Program; World Health Organization/International Agency for
Research on Cancer

RISK ASSESSMENT AND TOXICOLOGY
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OBJECTIVE 1: Characterize known and probable carcinogens according to 
their degree of risk for cancer, and promote guidelines and
recommendations for risk reduction.

Data Source: National Institute for Occupational Safety and Health; National
Toxicology Program; EPA/Integrated Risk Information System; Occupational
Safety and Health Administration (OSHA); World Health Organization/
International Agency for Research on Cancer

STRATEGY 1-1: Review and update quarterly a list of known and probable
carcinogens that will be included on the ADPH/Risk Assessment
and Toxicology website. 

Principal Agency: ADPH/Risk Assessment

Other Partners and Programs: ADEM

Linkages: EPA/Integrated Risk Information System; Occupational Safety and
Health Administration; US Department of Health and Human
Services/National Toxicology Program; World Health
Organization/International Agency for Research on Cancer

STRATEGY 1-2: Publicize and promote the use of the carcinogen list and
additional resource links on the ADPH website. 

Principal Agency: ADPH/Risk Assessment

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease

Linkages: Alabama Department of Public Health

STRATEGY 1-3: Increase access to the carcinogen list and the ADPH website by
placing links on related websites. 

Principal Agency: ADPH/Risk Assessment

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease

Linkages: ACCCC/EM&O member agencies 
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ehavior change in general
is the result of multiple
influences. Influences such
as economic and some

demographic characteristics are not
readily changed and tend to remain
stable throughout an individual’s life.
However, influences such as public
health messages, recent medical
research findings, and news of envi-
ronmental contamination may stim-
ulate changes in perception of risk
and willingness to modify health
behaviors. 

The EM&O Committee seeks to
initiate effective educational activi-
ties that will result in preventive

behavior (that is, avoidance of
exposure to carcinogens). EM&O
will initiate a search of health
behavior change literature and seek
to document correlations of change
models with Alabama’s citizen
populations that are targeted for
education and outreach activities, 
in order to design and implement
educational methods and materials
that will effectively promote expo-
sure reduction behaviors may be
designed and implemented and
reduce the risks of developing cancer
by preventing or minimizing expo-
sure to carcinogens in environmental
and occupational settings.

GOAL: Alabamians’ exposure to environmental and occupational carcinogens
will be limited by evidence-based educational activities.

OUTCOME: By 2010, establish a clearinghouse of evidence-based data to guide
effective education activities for limiting or reducing exposure to
carcinogens in Alabama.

Data Source: ADPH Programs; U.S. Census Bureau; CDC; NIH; other
published sources

OBJECTIVE 1: Increase effective exposure reduction education and outreach 
to Alabamians at risk.

Data Source: ADPH; CDC; NIH; US Census Bureau; Other published 
sources

RESEARCH
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STRATEGY 1-1: Review education literature to identify effective education 
and outreach models.

Principle Agency/ies: ADPH/Risk Assessment

Other Partners and Programs: ADEM; ADPH/Radiation Control 

Linkages: CDC; EPA; NIH

STRATEGY 1-2: Analyze state demographics to determine evidence-based
interventions that are most likely to succeed with Alabama
audiences and will reduce exposure to carcinogens. 

Principal Agency/ies: ADPH/Risk Assessment

Other Partners and Programs: ADEM; ADPH/Radiation Control

Linkages: CDC; EPA; NIH

STRATEGY 1-3: Develop, pilot test, and evaluate educational materials that
promote exposure reduction methods for Alabamians at risk. 

Principal Agency/ies: ADPH/Risk Assessment

Other Partners and Programs: ADEM; ADPH/Radiation Control

Linkages: CDC; EPA; NIH
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SURVEILLANCE
Goal: 

The ACCCC website will become 
a clearinghouse for all databases
relevant to the control of cancer 

(cancer risk, incidence, 
prevalence, quality of life, 

survival, mortality) in Alabama.



he accurate and timely
collection, analysis, and
interpretation of cancer
data is essential to analyze

trends in cancer incidence and mor-
tality, to identify ways in which risk
factors can be reduced and to plan,
implement, and evaluate public
health practices. More specifically,
cancer surveillance data are crucial
for identifying areas where greater
prevention efforts are needed and for
identifying potential causes of cancer. 

The Surveillance Committee has
made considerable progress in achiev-
ing the overall goal and objectives set
in the 2001 – 2005 Alabama
Comprehensive Cancer Control Plan.
To date, a list of more than 20 data-
bases that pertain to cancer in
Alabama has been assembled for
inclusion on the ACCCC Web site.
Investigations to identify additional
databases are ongoing. Two public
health graduate students have recent-
ly been hired by ACCCC to assist
with these investigations and to
address other important needs of the
coalition. The Surveillance
Committee Chair will direct these
students as they gather information
for the databases and undertake liter-
ature reviews to identify published
research studies that are based on
cancer control data from Alabama. 

EXAMPLES OF CURRENT 
CANCER DATA COLLECTION AND
SURVEILLANCE ACTIVITIES 

The National Cancer Institute’s
Surveillance, Epidemiology, and End
Results (SEER) program collects
cancer incidence data from regions of
the United States that are useful for
tracking trends. United States mortal-
ity rates are based on counts of cancer
deaths compiled by the National
Center for Health Statistics.

In 1998 the Alabama Statewide
Cancer Registry (ASCR) began col-
lecting state-specific data for all can-
cers in Alabama. ASCR data is used
to identify cancer trends, patterns,
and variation for directing cancer
control efforts, planning and carrying
out public health practices, and con-
ducting research. The final step of the
ASCR is application of the data to
cancer prevention and control pro-
grams by evaluating program effec-
tiveness and planning for the future. 

Cancer mortality rates are deter-
mined by data from both ASCR and
the Alabama Center for Vital
Statistics. 

Annual assessment of risk factors
for chronic disease and conditions is
conducted through the CDC
Behavioral Risk Factor Surveillance
System (BRFSS). This telephone
survey is administered annually to a
random population and is used to
compare health risks at the state and
national levels. Core content is
collected by all states, and additional

SURVEILLANCE
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questions may be asked to gather
needed data on other health-risk
behaviors. ADPH uses the data to
determine cancer-specific behaviors.
These behaviors include physical
activity levels, nutrition, smoking sta-
tus, and utilization of cancer screen-
ing methods. Alabamians age 18 and
older are asked to respond to the sur-
vey questions. All data from the
BRFSS is self reported, and
researchers must take this into con-
sideration when using and evaluating
this data. 

The Youth Risk Behavioral
Survey (YRBS) was developed to
monitor the priority health risk
behaviors that contribute markedly to
the leading causes of death, disability,
and social problems among youth.
These behaviors are typically estab-
lished during childhood and early
adolescence. The YRBS includes
national, state, and local school-based
surveys of representative samples of
students from grades 9 through 12.
This survey is administered every two
years and measures cancer specific
risk behaviors regarding tobacco use,
unhealthy dietary behaviors, and
inadequate physical activity. Like the
BRFSS, data from the YRBS is self
reported, which must be considered
in interpreting the data. 

The Alabama Breast and Cervical
Cancer Early Detection Program 
(ABCCEDP) collects data on breast

and cervical cancer screening utiliza-
tion by women who are un- or under-
insured. These data are useful in
reporting Pap test, clinical breast
exam, and mammography usage
among underserved populations in
Alabama. 

Data from the ADPH Office of
Radiation Control allows researchers
to report the number of mammograms
that are administered on an annual
basis. Each mammogram is counted
and reported as utilization by
Alabama women. Through this data
researchers are unable to tell the age,
race, and insurance status of women,
but it is useful in comparing the total
annual rate of Alabama women who
are receiving mammograms. 

CONCLUSION AND FUTURE
DIRECTIONS

In the upcoming year, a priority is
to begin evaluating all databases for
quality and comprehensiveness. The
Surveillance Committee has discussed
the feasibility of linking certain data-
bases, although such linkages have
not yet been attempted. As imple-
mentation of the 2006 – 2010
Alabama Comprehensive Cancer
Control Plan develops and other
committees identify needs for cancer
data, priority will be given to obtain-
ing and interpreting cancer data of
interest.

GOAL: The ACCCC website will become a clearinghouse for all databases 
relevant to the control of cancer (cancer risk, incidence, prevalence, 
quality of life, survival, mortality) in Alabama.

SURVEILLANCE
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OUTCOME: By 2010, post and maintain a comprehensive, accessible, and up-to-
date electronic directory of all databases relevant to planning and
implementing cancer control interventions or conducting cancer
control research in Alabama. 

Data Source: ACCCC

OBJECTIVE 1: Compile a list of databases maintained within ADPH, elsewhere 
in Alabama, and by regional and federal agencies that are relevant
to cancer control in Alabama.

Data Source: ADPH/Health Promotion & Chronic Disease; ADPH/ASCR;
BRFSS; other agencies listed below

STRATEGY 1-1: Request information on databases relevant to cancer control in
Alabama from offices within ADPH and state, regional, and
federal agencies.

Principal Agency: ABCCEDP; ADPH/ASCR

Other Partners and Programs: ACS; ADEM; Cancer screening and treatment
centers; Alabama Schools of Agriculture, Medicine, Pharmacy, and Veterinary
Medicine; The University of Alabama/Capstone Center; UAB/School of Public
Health; UAB/Preventive Medicine; USA/Cancer Research Institute

Linkages: CDC; NCI; SEER

STRATEGY 1-2: Identify published research studies (in public health, epidemiolo-
gy, medicine, demography, psychology, health care, etc.) and
published reports (by foundations, civic groups, public servants)
that include data or references to data on cancer in Alabama.

Principal Agency: UAB/Epidemiology

Other Partners and Programs: ADPH/Health Statistics; USA/Cancer
Research Institute

Linkages: MedLine; OVID; PubMed 

OBJECTIVE 2: Evaluate identified cancer control databases for content,
comprehensiveness, quality, and timeliness.

Data Source: ADPH/Health Promotion & Chronic Disease; ADPH/ASCR;
BRFSS; other agencies listed below

STRATEGY 2-1: Interview individuals who maintain these databases to collect
objective and subjective information on strengths and limitations
of each database.

Principal agency: ADPH/Health Promotion & Chronic Disease

Other Partners and Programs: UAB/Epidemiology

Linkages: CDC; Holders of databases; NCI
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STRATEGY 2-2: Independently review databases for content, comprehensiveness,
quality, timeliness, strengths, and limitations. 

Principal agency: UAB/Biostatistics

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease;
ADPH/Health Statistics; UAB/Epidemiology

Linkages: CDC; NCI

STRATEGY 2-3: Promote quality improvement by offering constructive 
feedback to holders of cancer control databases.

Principal agency: ADPH/Health Promotion & Chronic Disease

Other Partners and Programs: ADPH/ASCR; UAB/Biostatistics;
UAB/Epidemiology

Linkages: CDC; NCI; SEER

OBJECTIVE 3: Determine the feasibility of electronically linking databases at 
the county, zip code, census tract, or individual level, for better
understanding of cancer control needs in Alabama.

Data Source: ADPH/Health Promotion & Chronic Disease; ADPH/ASCR;
BRFSS; other agencies listed below

STRATEGY 3-1: Review content, comprehensiveness, and quality of each 
database to identify which are appropriate for linkage. 

Principal agency: UAB/Epidemiology

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease;
ADPH/Health Statistics; ADPH/ASCR

Linkages: CDC; NCI

STRATEGY 3-2: Develop a protocol for electronically linking databases.

Principal Agency: ADPH/Health Statistics

Other Partners and Partners: ADPH/ASCR; UAB/Biostatistics

Linkages: NCHS

OBJECTIVE 4: Disseminate a master table of cancer control databases in
Alabama. 

Data Source: ACCCC website
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STRATEGY 4-1: Develop summaries of content, comprehensiveness, quality,
timeliness, means of electronic linkage, and contact information.

Principal Agency/ies: ACCCC

Other Partners and Partners: UAB/Epidemiology

Linkages: Holders of member databases

STRATEGY 4-2: Post cancer control databases on the ACCCC website.

Principal Agency/ies: ACCCC

Other Partners and Programs: UAB/Epidemiology; 

Linkages: Holders of member databases

OBJECTIVE 5: Promote the use of the master table of databases for cancer 
control interventions and research.

Data Source: ACCCC

STRATEGY 5-1: Educate public health and health care professionals about the
existence and importance of the cancer control databases to
better understand cancer control needs.

Principal Agency: ACCCC

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease

Linkages: Holders of member databases

STRATEGY 5-2: Promote use of the databases by cancer control researchers.

Principal Agency: UAB/Epidemiology

Other Partners and Programs: ACS; ADPH/Health Promotion & Chronic
Disease; UAB/Preventive Medicine; USA/Cancer Research Institute

Linkages: CDC; NCI

STRATEGY 5-3: Provide guidance and technical support to agencies that use the
databases to plan cancer control interventions and research.

Principal Agency: ADPH/Health Statistics

Other Partners and Programs: ADPH/Health Promotion & Chronic Disease;
UAB/Biostatistics; UAB/Epidemiology

Linkages: CDC; NCHS; NCI; SEER
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NEW AND
EMERGING
RESEARCH

Goal: 

New and emerging research will
improve cancer prevention 
and control in Alabama, 

particularly for those populations 
affected by cancer disparities.
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ew and emerging
research in cancer pre-
vention and control stud-
ies and other basic, clini-

cal, and translational research have
the potential to significantly prevent,
control, and minimize the burden of
disparities associated with cancer.
The Road Map proposed by the
National Institutes of Health, and
supported by other organizations such
as the Centers for Disease Control
and Prevention and the Institute of
Medicine, delineates very clearly the
importance of integration of research
throughout the whole spectrum from
basic science to translational
research. An improved knowledge of
molecular biology and other scientific
breakthroughs have influenced public
health strategies related to cancer
prevention and control. These

scientific advances represent cutting-
edge innovations in areas such as
chemoprevention, genomics,
proteomics, and genetic admixture
which could improve public health
outcomes related to cancer. 

Alabama has premier cancer
researchers contributing to the
nation’s progress in dealing with the
entire spectrum of cancer prevention
and control; however, further work is
necessary to integrate “discovery” and
“delivery” at all levels. A mechanism
to keep health care professionals and
the public informed of local, national
and international research findings is
essential to have a positive impact on
public health. This is particularly true
for citizens of Alabama who are
negatively affected by the health
disparities and disproportionate
burden associated with cancer. 

NEW AND EMERGING RESEARCH

N

NEW AND EMERGING RESEARCH

GOAL: New and emerging research will improve cancer prevention and control
in Alabama, particularly for those populations affected by cancer
disparities.

OUTCOME: By 2010, establish a communication system to disseminate new and
emerging cancer research findings that will have a positive impact on
strategic cancer prevention and control initativies. 

Data Source: ADPH/Cancer Prevention Tracking System
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OUTCOME: By 2010, increase the number of health care professionals who report
being aware of new and emerging research in Alabama’s cancer pre-
vention and control programs. 

Data Source: Alabama health care professional associations; Alabama Schools
of Medicine 

OUTCOME: By 2010, increase public awareness of and participation in new and
emerging research studies related to cancer prevention and control.

Data Source: Cancer screening and treatment centers; CDC; NCI/CIS; NIH;
Pharmaceutical companies

OBJECTIVE 1: Develop a communication system to effectively disseminate
information about new and emerging cancer prevention and
control research studies to health care professionals and the
general public.

Data Source: ACCCC Web site

STRATEGY 1-1: Identify and analyze sources of information about new and
emerging cancer research. 

Principal Agency/ies: ACCCC/Surveillance 

Other Partners and Programs: Pharmaceutical companies; Philanthropic
organizations; Research institutions

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

STRATEGY 1-2: Establish links on the ACCCC website to credible sources of
new and emerging cancer prevention and control research
studies. 

Principal Agency/ies: ACCCC/Surveillance 

Other Partners and Programs: Pharmaceutical companies; Philanthropic
organizations; Research institutions

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

OBJECTIVE 2: Increase awareness among health care professionals about new
and emerging cancer prevention and control research and its
application to Alabama’s cancer patient populations. 

Data Source: ACS; CDC; NCI/CIS
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STRATEGY 2-1: Promote health care professional’s utilization of the ACCCC
website link to new and emerging cancer prevention and
control research. 

Principal Agency/ies: ACCCC/Executive 

Other Partners and Programs: Alabama health care professional associations;
Mobile Infirmary CDRP; Pharmaceutical companies; Research institutions

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

OBJECTIVE 3: Increase public awareness about the importance of new and
emerging cancer prevention and control research studies,
particularly for populations affected by cancer disparities.

Data Source: Local community-based outreach programs; Media

STRATEGY 3-1: Disseminate general information to the public through local
and statewide media sources about new and emerging cancer
prevention and control research studies.

Principal Agency/ies: ACS/Mid-South Division; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Philanthropic organizations; Research institutions

Other Partners and Programs: Media; Mobile Infirmary CDRP

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health

STRATEGY 3-2: Disseminate educationally and culturally appropriate
information about new and emerging cancer prevention and
control research studies to populations affected by cancer
disparities through community-based outreach programs.

Principal Agency/ies: Alabama Partnership; Mobile Infirmary/Gulf Coast
Minority-based CCOP; Research institutions 

Other Partners and Programs: ADPH/Minority Health

Linkages: ACS; CDC; DHHS; NCI/CIS; NIH/Minority Health
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APPENDICES



AAFP ....................................................................Alabama Academy of Family Physicians
AAHERD ....................American Alliance for Health Education, Recreation, and Dance
AARP..................................................................American Association of Retired Persons
ABCCEDP ....................Alabama Department of Public Health/Bureau of Family Health

Services/Alabama Breast and Cervical Cancer Early Detection Program
ABC/Responsible Vendor ........................Alcoholic Beverage Control Board/Responsible 

Vendor Programs
ACCCC.............................................Alabama Comprehensive Cancer Control Coalition
ACCCC/Advocacy..........................................................Alabama Comprehensive Cancer 

Control Coalition/Advocacy Committee
ACCCC/Executive............................................Alabama Comprehensive Cancer Control

Coalition/Executive Committee
ACCCC/Surveillance......................................................Alabama Comprehensive Cancer

Control Coalition/Surveillance Committee
ACCCP .....................................................Alabama Comprehensive Cancer Control Plan
ACES....................................................................Alabama Cooperative Extension System
ACoS ....................................................................................American College of Surgeons
ACS..............................................................................................American Cancer Society
ACS/CME DVD............American Cancer Society/Continuing Medical Education DVD
ACS/CME On-line ....American Cancer Society/Continuing Medical Education On-line
ACS/C-Tools ........................................................American Cancer Society/C-Tools PDA 

cancer prevention, diagnosis, and treatment information
ACS/Man to Man ........................American Cancer Society/Man to Man prostate cancer 

support program
ACS/Mid-South Division .........................American Cancer Society/Mid-South Division
ACS/Patient Support .....................................................American Cancer Society/Patient 

Support Services Programs for Patients and Survivors
ACS/PPIP..............................American Cancer Society/Putting Prevention into Practice
ACS/PPS+ ..............................American Cancer Society/Physician Practice Strategy Plus
ACS/Working Well.............................................American Cancer Society/Working Well 

cooperate wellness program
ADECA .................................Alabama Department of Economic and Community Affairs
ADEM ............................................Alabama Department of Environmental Management
ADMHMR/Substance Abuse ..........Alabama Department of Mental Health and Mental 

Retardation/Division of Substance Abuse Services
ADPH .....................................................................Alabama Department of Public Health
ADPH/Arthritis ........................Alabama Department of Public Health/Bureau of Health 

Promotion and Chronic Disease/Chronic Disease Prevention 
Branch/Arthritis Prevention Branch

APPENDIX A: 
ABBREVIATIONS USED
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ADPH/ASCR .........................................Alabama Department of Public Health/Alabama 
Statewide Cancer Registry

ADPH/Cancer Prevention ...................................Alabama Department of Public Health/
Bureau of Health Promotion and Chronic Disease/

Cancer Prevention Division
ADPH/Communications ......................................Alabama Department of Public Health/

Bureau of Health Promotion and Chronic Disease/
Communications and Social Marketing Branch

ADPH/Directory for Health Care Facilities ...............................Alabama Department of 
Public Health/Bureau of Health Provider Standards/

Provider Services Unit/The Directory for Health Care Facilities
ADPH/Family Health ........................................ADPH/Bureau of Family Health Services 
ADPH/Health Promotion & Chronic Disease ................Alabama Department of Public

Health/Bureau of Health Promotion 
and Chronic Disease

ADPH/Health Statistics.......................................Alabama Department of Public Health/
Bureau of Information Services/Center for Health Statistics

ADPH/Home Care.....................Alabama Department of Public Health/Bureau of Home
and Community Services/Home Care Division

ADPH/Minority Health .......................................Alabama Department of Public Health/
Office of Minority Health

ADPH/Nutrition & Physical Activity ...............Alabama Department of Public Health/
Office of Professional and Support Services/

Nutrition and Physical Activity Unit
ADPH/Obesity Task Force ...Alabama Department of Public Health/Obesity Task Force
ADPH/Pharmacy ..................................................Alabama Department of Public Health/

Office of Professional and Support Services/Pharmacy Unit
ADPH/Radiation Control ....................................Alabama Department of Public Health/

Office of Radiation Control
ADPH/Risk Assessment ......................................Alabama Department of Public Health/

Risk Assessment and Toxicology Branch
ADPH/Tobacco Prevention .................................Alabama Department of Public Health/

Bureau of Health Promotion and Chronic Disease/
Tobacco Prevention and Control Division

ADPH/WIC...............................Alabama Department of Public Health/Bureau of Family
Health Services/WIC (Women Infants Children) Division

ADPH/Worksite Wellness .......Alabama Department of Public Health/Bureau of Health
Promotion and Chronic Disease/Worksite Wellness Division

ADSS....................................................................Alabama Department of Senior Services
ADSS/Nutrition .................................................Alabama Department of Senior Services/

Nutrition Education Services
ADSS/Senior Rx.................................................Alabama Department of Senior Services/

Senior Rx Prescription Medication Program
AHO....................................................................................Alabama Hospice Organization
Alabama 4-H ................................................Alabama Cooperative Extension System/4-H
Alabama Partnership .Alabama Partnership for Cancer Control in the Underserved, Inc.
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ALDOT .................................................................Alabama Department of Transportation
ALDOT/Rails to Trails .......................................Alabama Department of Transportation/

Bureau of Multimodal Transportation/Rails to Trails Program
ALDOT/Rural Transit ........................................Alabama Department of Transportation/

Bureau of Multimodal Transportation/
Rural Transit Assistance Program

ALFA.......................................................................................Alabama Farmers Federation
ALL Kids ...............................................................Alabama Department of Public Health/

Office of Children’s Health Insurance/Alabama ALL Kids
ALPHCA .........................................................Alabama Primary Health Care Association
ALSDE ................................................................Alabama State Department of Education
ALSDE/Child Nutrition ...................................Alabama State Department of Education/

Child Nutrition Program
ALSDE/Coordinated School Health ................Alabama State Department of Education/

Coordinated School Health Program
ALSDE/Obesity Task Force .............................Alabama State Department of Education/

Obesity Task Force
ALYTS ...............................................................................Alabama Youth Tobacco Survey
AQAF ...................................................................Alabama Quality Assurance Foundation
ASAHPERD ..........................................................Alabama State Association for Health, 

Physical Education, Recreation, and Dance
Avon/Breast Care ....................................................Avon Foundation Breast Cancer Fund
BC/BS ...........................................................................Blue Cross Blue Shield of Alabama 
BMI.............................................................................................................Body Mass Index
BRFSS .............................................................Behavioral Risk Factor Surveillance System
CDC................................................................Centers for Disease Control and Prevention
CDC/Choose Your Cover ............................Centers for Disease Control and Prevention/

Choose Your Cover Skin Protection Campaign
CDC/Community Guide ..............................Centers for Disease Control and Prevention/

Task Force on Community Preventive Services/
Guide to Community Preventive Services

CDC/DASH .......................Centers for Disease Control and Prevention/National Center
for Chronic Disease Prevention and Health Promotion/

Division of Adolescent and School Health
CDC/Smoking and Health/Media Campaign ..................Centers for Disease Control and

Prevention/National Center for Chronic Disease Prevention
and Health Promotion/Office of Smoking and Health/

Media Campaign Resource Center
CMS/Medicare and Medicaid .......................Centers for Medicare and Medicaid Services
DHHS.......................................................US Department of Health and Human Services
EM&O .........................ACCCC/Environmental, Medical, and Occupational Committee
EPA ................................................................................Environmental Protection Agency
FOBT ..............................................................................................Fecal Occult Blood Test
HCCA....................................................................................Healthy Child Care Alabama
Komen Foundation .......................................Susan G. Komen Breast Cancer Foundation/

North Central Alabama Affiliate
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Mobile Infirmary/Gulf Coast Minority-based CCOP.........Mobile Infirmary/ Gulf Coast
Minority-based Community Clinical Oncology Program

Mobile County Health Partnership ......................Mobile County Department of Health/
Health Partnership Coalition

Mobile Infirmary/Cancer Disparities Research .......Mobile Infirmary/Cancer Disparities
Research Partnership Program

NASW-AL ...........................National Association of Social Workers – Alabama Chapter
NCI/CIS ......................................National Cancer Institute/Cancer Information Services
NHPCO..............................................National Hospice and Palliative Care Organization
NIH.........................................................................................National Institutes of Health
NIH/Minority Health.................National Institutes of Health/Office of Minority Health
PEEHIP .............................Alabama Public Education Employees’ Health Insurance Plan
SEER ..........................................National Institutes of Health/National Cancer Institute/

Surveillance, Epidemiology, and End Results Program
SEIB ................................................................Alabama State Employees’ Insurance Board
SYNAR Report .......................................US Department of Health and Mental Hygiene/

Alcohol and Drug Abuse Administration/Synar Report
UAB/Biostatistics..........University of Alabama at Birmingham/School of Public Health/

Department of Biostatistics
UAB/CHAAP .....................................University of Alabama at Birmingham/Division of 

Preventive Medicine/Community Health Advisors in Action Program
UAB/CME .............................................................University of Alabama at Birmingham/

Department of Continuing Medical Education
UAB/Community Health Resource Development ........................University of Alabama 

at Birmingham/School of Public Health/
Center for Community Health Resource Development

UAB/Comprehensive Cancer ..............................University of Alabama at Birmingham/
Comprehensive Cancer Center

UAB/Deep South Network ..................................University of Alabama at Birmingham/
Comprehensive Cancer Center/Community Outreach/

Deep South Network for Cancer Control
UAB/Epidemiology................................................University of Alabama at Birmingham/

School of Public Health/Department of Epidemiology
UAB/Minority Health & Research .....................University of Alabama at Birmingham/

Division of Preventive Medicine/
Minority Health and Research Center

UAB/Palliative Care .............................................University of Alabama at Birmingham/
Division of Gerontology and Geriatric Medicine/

Center for Palliative Care 
UAB/Preventive Medicine....................................University of Alabama at Birmingham/

Division of Preventive Medicine
UAB/REACH 2010 .............................................University of Alabama at Birmingham/

Division of Preventive Medicine/Racial and Ethnic 
Approaches to Community Health by 2010

UAB/Urology ........................................................University of Alabama at Birmingham/
School of Medicine/Department of Surgery/Division of Urology
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USA/Cancer Research Institute .........................................University of South Alabama/
Cancer Research Institute

USA/CME ............................................................................University of South Alabama/
Department of Continuing Medical Education

USA/Health System.....................................University of South Alabama/Health System
USA/Women’s Health ................................University of South Alabama Health System/

Department of Obstetrics and Gynecology/
Center for Women’s Health

Us Too .......................................Us Too Prostate Cancer Education and Support Program
UV ..............................................................................................................Ultraviolet Light
VA ...........................US Department of Veterans Affairs/Veterans Health Administration
YMCA ..........................................................................Young Men’s Christian Association
YRBS ........................................................................................Youth Risk Behavior Survey
YWCA.....................................................................Young Women’s Christian Association

131 Alabama Comprehensive Cancer Control Plan 2006-2010 



BODY MASS INDEX (BMI)
– is a formula for indicating weight status in adults, based on height and weight. 

BMI formula = 
(weight in pounds) X 703

(height in inches) x (height in inches)

For adults over 20 years of age, BMI falls into one of the following categories
■ Below 18.5 – Underweight
■ 18.5 – 24.9 – Normal
■ 25.0 – 29.9 – Overweight
■ 30.0 and Above – Obese

BODY MASS INDEX (BMI) FOR AGE
– is used to assess the body mass index for children and youth ages 2 to 20. It is
gender and age specific to adjust for the changes in body fat in children. The fol-
lowing percentile cutoff points are used to identify underweight and overweight
in children
■ < 5th percentile – Underweight
■ 85th percentile to < 95th percentile – At risk of overweight
■ > 95th percentile – Overweight

BORG SCALE 
– Practitioners generally agree that perceived exertion ratings between 12 to 14
on the Borg Scale suggests that physical activity is being performed at a moderate
level of intensity. During activity, use the Borg Scale to assign numbers to how
you feel (see “moderate activity” and “vigorous activity” below). Self-monitoring
how hard your body is working can help you adjust the intensity of the activity
by speeding up or slowing down your movements.

BUILT ENVIRONMENT 
– is human formed, developed, or structured areas. The built environment
embraces a wide range of concepts, from the design and integrity of housing, to
land-use and urban planning. A high quality environment is essential for the
public to achieve optimal health and development. Building and land-use poli-
cies, including the quality and design of the physical environment, can cause or
prevent illness, disability and injury, and degrade natural resources.

APPENDIX B:
GLOSSARY OF TERMS
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LINKAGES
– are individuals, organizations, and programs that can provide resources to
achieve the strategy. For example, material; funding; information; etc. 

METABOLIC EQUIVALENTS (MET)
– is the standard metabolic equivalent, or MET, level. This unit is used to esti-
mate the amount of oxygen used by the body during physical activity. 

1 MET = the energy (oxygen) used by the body as you sit quietly, perhaps while
talking on the phone or reading a book. 
The harder your body works during the activity, the higher the MET. 
■ Any activity that burns 3 to 6 METs is considered moderate-intensity physical

activity. 
■ Any activity that burns > 6 METs is considered vigorous-intensity physical

activity. 

MODERATE ACTIVITY
– is moderate-intensity physical effort in which a person should experience:
■ some increase in breathing or heart rate; 
■ a “perceived exertion” of 11 to 14 on the Borg scale (for example, the effort a

healthy individual might expend while walking briskly, mowing the lawn,
dancing, swimming, or bicycling on level terrain); 

■ 3 to 6 metabolic equivalents (METs); or 
■ any activity that burns 3.5 to 7 Calories per minute (kcal/min). 

PRINCIPAL AGENCY/IES
– are individuals, agencies/organizations, or programs that will have primary
responsibility/key involvement for a given activity. 

OTHER PARTNERS AND PROGRAMS
– are individuals, agencies/organizations, or programs who are partners with a
supportive role to play in achieving the given strategy. In most cases they are
members of the ACCCC (or should be); however, their mission may not be
strictly relevant to cancer prevention and control.

133 Alabama Comprehensive Cancer Control Plan 2006-2010 



VIGOROUS ACTIVITY 
– is vigorous-intensity physical effort may be intense enough to represent a
substantial challenge to an individual and in which a person should experience:
■ a large increase in breathing or heart rate (where conversation is difficult or

“broken”); 
■ a “perceived exertion” of 15 or greater on the Borg scale (for example, the

effort a healthy individual might expend while jogging, mowing the lawn with
a nonmotorized push mower, participating in high-impact aerobic dancing,
swimming continuous laps, or bicycling uphill, carrying more than 25 pounds
up a flight of stairs, standing or walking with more than 50 pounds); 

■ greater than 6 metabolic equivalents (METs); or 
■ any activity that burns more than 7 kcal/min. 

VOLUNTARY ACTION LEVEL 
– is the Environmental Protection Agency’s (EPA) maximum level of exposure to
radon that corresponds to the approximate annual average exposure for radon
decay products in the home. In 1988, EPA and the U.S. Surgeon General issued a
Health Advisory recommending that all homes below the third floor be tested for
radon and fixed if the radon level is at or above 4 picocuries per liter (pCi/l). For
more information, please visit http://www.epa.gov/iaq/radon.
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■ Jeanette Free, MSN, RN
Staff Development Coordinator
Nursing Section
Alabama Department of Public
Health

■ Ruth Harrell, RN, MPH
Director of Nursing
Alabama Department of Public
Health

■ Jean Hicks
Cancer Coordinator
Bureau of Family Health Services
Division of Family Planning
Alabama Department of Public
Health

■ Barbara Karr, RN, PhD
Public Health Area VI
Alabama Department of Public
Health

■ Elaine Turnipseed
Baptist Hospice
Montgomery, Alabama

■ John Waterbor, MD, DrPH
Assistant Professor
Staff Development Coordinator
UAB School of Public Health

APPENDIX C: 
1988 CANCER COMMITTEE MEMBERS
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Principal Agency/ies:
Alcoholic Beverage
Control Board
(ABC)/
Responsible Vendor
Program 

Other Partners and
Programs: Alabama
Department of
Mental Health and
Mental
Retardation/Substanc
e Abuse Prevention
Program; Alabama
Department of Public
Health (ADPH)
Chronic Disease
Prevention Program

Linkages: Alabama
Association of
Convenience Stores;
Alabama Oilman’s
Association; Alabama
Retail Association

To reduce the
percentage of
Alabamians who
smoke cigarettes.

By 2010, reduce
from 13% to
10% the propor-
tion of youth,
grades 6-8, who
smoke cigarettes.

By 2010, reduce
from 24% to
16% the propor-
tion of youth,
grades 9-12,
who smoke ciga-
rettes.

To reduce the
number of sales
of tobacco prod-
ucts to minors.

To be compiled
from the submit-
ted monitoring
reports detailing
activities complet-
ed in response to
the strategy.

Continue to edu-
cate clerks who
sell tobacco prod-
ucts, and increase
efforts to educate
merchants and
outside merchant
associations,
about tobacco
sales laws and the
consequences of
noncompliance.

Input Activity/Strategy Implementation Short-term 
outcome

Intermediate 
outcome

Long-term
outcome

EXAMPLE - Prevention: Tobacco: Objective 1: Reduce number of tobacco product sales to minors 

APPENDIX D:
EXAMPLE OF LOGIC MODEL
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Strategy
____________________________
________________________________
________________________________
________________________________
________________

This strategy is/was:

__ Included in Cancer Plan

__ Revised from the Cancer Plan

__ New, not included in the Cancer
Plan

Strategy:___ Ongoing
___ One-time event

Strategy status [as of ______(date)]
__ Not achieved
__ Partially achieved
__ Fully achieved
__ Other (describe)
_______________________________________
_______________________________________

Describe what you did (evidence of program
implementation):
_______________________________________
_______________________________________
_______________________________________
_______________________________________

Challenges you had:
_______________________________________
_______________________________________
_______________________________________
_______________________________________

STRATEGIES: IMPLEMENTATION:

Alabama Comprehensive Cancer Control Program

Implementation Record for the Period _________________ to _______________

This tool is designed to assist the Coalition members and the Program staff in collecting
records of cancer prevention and control activities that are carried out in Alabama.
Notice that there is an additional question at the end of the form asking about any
“success stories.” It is important that we make sure that our reports include descriptions
of the accomplishments of people and programs that help with cancer prevention and
control activities in the community. Descriptions showing how cancer-related programs
have helped particular individuals in Alabama are especially appreciated. 

This form was completed by _______________________(name), on ___________ (date)

Program Goal: ____________________________________________________________

Objective: _______________________________________________________________

APPENDIX E: 
ACCCC MONITORING FORM
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SUCCESS STORY

We are particularly interested in learning about any “success stories” that show
how coalition or committee activities have led to improvement in early detection
of cancer, access to treatment, access to clinical trials, or improved quality of life.
Successes can be related to patients, families, providers, institutions or other
entities. 

Success Story:
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The Alabama Comprehensive Cancer Control Coalition seeks to add community
members, organizations, or partnerships who are working to address the compre-
hensive continuum of services that range from primary prevention and early
detection through effective treatment, quality of care, and end-of-life issues. If
you would like to become involved with ACCCC, please complete and return
the form below. 

Name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Organization:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Address:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

City/State/Zip:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Phone:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Fax:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Email:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Please send to:

Alabama Comprehensive Cancer Control Coalition
Alabama Department of Public Health
201 Monroe Street, Suite. 1400G
Montgomery, AL 36104

Fax: (334) 206-5324

APPENDIX F:
JOINING THE ACCCC
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American Cancer Society Screening Guidelines
for the Early Detection of Cancer in Asymptomatic People

Site Recommendation

Breast ■ Yearly mammograms are recommended starting at age 40. The age at which screening should be stopped should
be individualized by considering the potential risks and benefits of screening in the context of overall health
status and longevity.

■ Clinical breast exam should be part of a periodic health exam, about every 3 years for women in their 20s and
30s, and every year for women 40 and older.

■ Women should know how their breasts normally feel and report any breast change promptly to their health care
providers. Breast self-exam is an option for women starting in their 20s.

■ Women at increased risk (e.g., family history, genetic tendency, past breast cancer) should talk with their doctors
about the benefits and limitations of starting mammography screening earlier, having additional tests (i.e., breast
ultrasound and MRI), or having more frequent exams. 

Colon & Beginning at age 50, men and women should begin screening with 1 of the examination schedules below:
Rectum ■ A fecal occult blood test (FOBT) or fecal immunochemical test (FIT) every year

■ A flexible sigmoidoscopy (FSIG) every 5 years
■ Annual FOBT or FIT and flexible sigmoidoscopy every 5 years*
■ A double-contrast barium enema every 5 years
■ A colonoscopy every 10 years
* Combined testing is preferred over either annual FOBT or FIT, or FSIG every 5 years, alone. People who are at
moderate or high risk for colorectal cancer should talk to with a doctor about a different testing schedule.

Prostate The PSA test and the digital rectal examination should be offered annually, beginning at age 50, to men who have a
life expectancy of at least 10 years. Men at high risk (African American men and men with a strong family history
of 1 or more first-degree relatives diagnosed with prostate cancer at an early age) should begin testing at age 45. For
both men at average risk and high risk, information should be provided about what is known and what is uncertain
about the benefits and limitations of early detection and treatment of prostate cancer so that they can make an
informed decision about testing.

Uterus Cervix: Screening should begin approximately 3 years after a woman begins having vaginal intercourse, but no later
than 21 years of age. Screening should be done every year with regular Pap tests or every 2 years using liquid-based
tests. At or after age 30, women who have had 3 normal test results in a row may get screened every 2 to 3 years.
Alternatively, cervical cancer screening with HPV DNA testing and conventional or liquid-based cytology could be
performed every 3 years. However, doctors may suggest a woman get screened more often if she has certain risk fac-
tors, such as HIV infection or a weak immune system. Women 70 years and older who have had 3 or more consecu-
tive normal Pap tests in the last 10 years may choose to stop cervical cancer screening. Screening after a total hys-
terectomy (with removal of the cervix) is not necessary unless the surgery was done as a treatment for cervical cancer.
Endometrium: The American Cancer Society recommends that at the time of menopause all women should be
informed about the risks and symptoms of endometrial cancer, and strongly encouraged to report any unexpected
bleeding or spotting to their physicians. Annual screening for endometrial cancer with endometrial biopsy begin-
ning at age 35 should be offered to women with or at risk for hereditary nonpolyposis colon cancer (HNPCC).

Cancer- For individuals undergoing periodic health examinations, a cancer-related checkup should include health counsel
related ing, and, depending on a person’s age and gender, might include examinations for cancers of the thyroid, oral cavity, 
checkup skin, lymph nodes, testes, and ovaries, as well as for some nonmalignant diseases.

American Cancer Society guidelines for early detection are assessed annually in order to identify whether there is new scientific evidence sufficient to warrant
a reevaluation of current recommendations. If evidence is sufficiently compelling to consider a change or clarification in a current guideline or the develop-
ment of a new guideline, a formal procedure is initiated. Guidelines are formally evaluated every 5 years regardless of whether new evidence suggests a change
in the existing recommendations. There are 9 steps in this procedure, and these “guidelines for guideline development” were formally established to provide a
specific methodology for science and expert judgment to form the underpinnings of specific statements and recommendations for the Society. These procedures
constitute a deliberate process to ensure that all Society recommendations have the same methodological and evidence-based process at their core. This process
also employs a system for rating strength and consistency of evidence that is similar to that employed by the Agency for Health Care Research and Quality
(AHCRQ) and the US Preventive Services Task Force (USPSTF). 
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www.alabamacancercontrol.org

To obtain additional copies or for further
information, please contact:

Alabama Department of Public Health
Cancer Prevention Division
201 Monroe Street, Suite 1400
P.O. Box 303017
Montgomery, AL 36104


