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The Starfish Story

There was a young man walking down a deserted beach just before
dawn. In the distance he saw a frail old man. As he approached the old
man, he saw him picking up stranded starfish and throwing them back
into the sea. The young man gazed in wonder as the old man again
and again threw the small starfish from the sand to the water. He
asked, “Old man, why do you spend so much energy doing what
seems to be a waste of time.” The old man explained that the stranded
starfish would die if left in the morning sun. “But there must be
thousands of beaches and millions of starfish!” exclaimed the young
man. “How can you make any difference?”

The old man looked at the small starfish in his hand and as he threw it
to the safety of the sea, he said, “It makes a difference to this one!”

- Author unknown

This Plan is dedicated to those with cancer and their loved ones and acknowledges their
courage. It salutes all those providing care and finding cures. And it memorializes all
those who have gone, especially Erica DelCore, whose zest for life was reflected by her
accomplishments in addressing childhood cancer. To all, thank you for making a
difference and helping to tell New Jersey’s story.
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EXECUTIVE SUMMARY

A leading cancer journal recently reported that the United States had experienced the most significant
drop in cancer deaths in more than 70 years, pointing to cancer prevention, early detection, and
treatment as the likely explanation. The researchers warned, however, that the fight against cancer is
far from over.* Cancer control efforts must continue to work toward reducing the burden of cancer for
all Americans. Thus, the Governor’s Task Force on Cancer Prevention, Early Detection and
Treatment in New Jersey (the Task Force), established by Executive Order 114 and memorialized by
Public Law 2005, Chapter 280, continues its mission of developing and implementing the New Jersey
Comprehensive Cancer Control Plan (the Plan).

THE FIRST FIVE YEARS

New Jersey’s comprehensive cancer control program grew from a charge in 2000 by former
Governor Whitman, who established the Task Force and the Office of Cancer Control and
Prevention (OCCP). Under the auspices of the Office of the State Epidemiologist, New Jersey
Department of Health and Senior Services, OCCP coordinates all statewide cancer control efforts,
which include the Task Force, its standing committees, workgroups, and the 21 county cancer
coalitions (Coalitions)—a volunteer cadre of over 2,000 individuals and organizations.

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

The Task Force and its work have been recognized nationally by the CDC for its local
implementation model; and internationally by Canada as it began to develop its own nationwide
cancer plan. Among the highlights of the first five years of implementation, as reported in the 2006
Status Report to the Governor and Legislature,? are the following:

e The majority of all strategies (82%) found in New Jersey’s first Plan released in 2003 are
either completed or ongoing. The remaining strategies have encountered barriers, primarily
insufficient funding or a shortage of volunteers to spearhead the strategy.

e One of the greatest successes of New Jersey’s program thus far is the establishment of a
cancer Coalition in each county. Many Coalitions have been extremely successful in bringing
together various stakeholders, including those from competing organizations, to implement
cancer prevention and control activities.

e Results of the statewide initiative of the county-based cancer capacity and needs assessments
have been disseminated to the public and are continually utilized by county cancer Coalitions
and other groups to prioritize local cancer initiatives.

e In 2004, the OCCP was selected to join the National Comprehensive Cancer Control
Program of the CDC through a cooperative agreement award. The CDC has praised the
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nature and extent of evaluation efforts in New Jersey. Prominent among these was an
assessment of stakeholders that revealed overall satisfaction among the Task Force members
and its volunteer base with respect to membership, communication, implementation, process,
and collaboration. Further analysis demonstrated representation of the key types of
organizations suggested by the CDC both organizationally and geographically among its
stakeholders.

THE BLUEPRINT FOR 2008-2012

The Task Force began development of the second edition of the Plan utilizing best practices and the
internal monitoring system developed by the Battelle Centers for Public Health Research and
Evaluation in conjunction with the University of Medicine and Dentistry of New Jersey, New Jersey
Medical School. The Plan’s evidence-based chapters are grounded in data provided by the New
Jersey State Cancer Registry and trends gleaned from peer-reviewed publications. Highlights from
the second edition of the Plan, developed by the Task Force and its workgroups and standing
committees, are presented below. Please note that legislative initiatives, clinical trials, and the
application of current technologic research and resource data are integrated as recurrent themes
throughout each chapter.

Advocacy. The primary focus of this Task Force standing committee is continuation of the internal
structure and funding for cancer awareness, education, and early detection programs. Committee
members will continue to advocate for increased access to cancer care and for reducing cancer-
related health disparities among minorities and the medically underserved.

Nutrition and physical activity. The Nutrition/Physical Activity Workgroup plans to promote long-
term healthy eating patterns, healthy weight, and physical activity with an overall goal of reducing
cancer incidence in New Jersey by improving diet and increasing physical activity among the state’s
residents. Additionally, workgroup members aim to improve survival and quality of life among
cancer patients and survivors by assuring proper nutritional care.

Palliation. An overall goal to increase awareness of and access to palliative care services, defined as
beginning with the diagnosis of cancer, has this workgroup planning to integrate the knowledge of
palliation into professional, public health, and legislative systems. Workgroup members will also be
addressing the benefits and risks of the utilization of complementary and alternative medicine in
palliative care.

Breast. The key elements of this chapter continue to be awareness and education for those at higher
than expected risk of developing breast cancer. This workgroup will also be focusing on improving
patient awareness and education relating not only to screening, but also to rescreening and follow-up
visits to maximize optimal outcomes.

Childhood. The overall goal of this workgroup is enhancing the quality of life of the child,
adolescent, and/or young adult cancer patient from diagnosis through treatment to survivorship
across the life span. Workgroup members will continue to stress the importance of awareness of late
effects, neurocognitive and psychosocial deficits, as well as advocacy issues related to long-term
survivorship, e.g., education, employment, and insurance coverage.
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Colorectal. Raising awareness of colorectal cancer with respect to effective measures available for
prevention, detection, and treatment remain a goal for this chapter. Workgroup members will also
address measures to increase colorectal cancer screening rates in an effort to reduce this third leading
cause of cancer among New Jersey residents.

Gynecologic. Renamed to acknowledge inclusion of ovarian cancer, the former Cervical Cancer
Workgroup will strive to increase public, patient, and professional awareness and education
regarding cervical and, now, ovarian cancers. The workgroup will also be addressing utilization of
the human papillomavirus vaccine in indicated populations, the fostering of clinical research, and
increased participation in clinical trials.

Lung. This workgroup continues its tradition of support for the New Jersey Comprehensive Tobacco
Control Program and also aims to increase the proportion of providers who will implement the
Public Health Service guidelines regarding tobacco-dependency treatment. Workgroup members will
further address heightening public awareness and knowledge of lung cancer, its risk factors,
symptoms, treatment, and the potential for early detection.

Melanoma. The Melanoma Workgroup intends to increase the practice of preventive behaviors
among New Jersey’s youth, promote worksite education by employers to employees, and educate the
community on melanoma and other skin cancers based on experience gleaned through its
collaboration on a K—12 sun safety program. The workgroup will also address measures to decrease
the exposure of New Jersey residents to ultraviolet radiation from the use of tanning beds and
booths.

Oral and oropharyngeal. New Jersey has the distinction of being the first state with a chapter of its
plan dedicated to oral cancer. Moving forward with this model, the Oral Cancer Workgroup will
continue its goal of heightening public awareness of oral and oropharyngeal cancers and the need for
access to screening for all segments of the population. Workgroup members will also continue to
collaborate with their colleagues—dentists, hygienists, specialty physicians—to increase the current
level of education and training among healthcare providers.

Prostate. Promoting a public health message regarding screening, the benefits and risks of early
detection, and the follow-up necessary for normal and abnormal screening and treatment continues
to be the major focus of this chapter. Workgroup members will also continue to address increasing
access to prostate cancer services for all New Jersey men through education, screening, treatment,
and palliative care.

MOVING FORWARD

Implementation of the second New Jersey Comprehensive Cancer Control Plan (2008-2012) will
herald an invigorated campaign to address the issues facing New Jersey cancer patients and their
families. Addressing survivorship and diversity, Plan implementation will continue with unwavering
support from the New Jersey Department of Health and Senior Services and the coordinated efforts
of its relevant programs—the OCCP, the New Jersey State Cancer Registry, the Division of Family
Health Services, the New Jersey Commission on Cancer Research, and the Comprehensive Tobacco
Control Program.
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Implementation of the second Plan will require continuing intensive collaboration among the Task
Force and its public and private partners. An impressive collaborative effort has already produced
this document. Yet, New Jersey’s comprehensive cancer control initiative can only continue to grow
by expanding the efforts of the volunteers who have already invested their time, energy, and
expertise to make this Plan happen. Partnerships can and should be optimized with a focus on
mutual benefits and a coordinated approach to planning as a means to achieve the “higher good” of
reducing cancer’s burden in the state.

The cornerstone of implementation will be periodic updating of the statewide capacity and needs
assessment, through which the most current and accurate information is made available to the public
via the OCCP website—www.njcancer.gov. This information will also be invaluable to the Task
Force, its standing committees, workgroups, and county cancer Coalitions as they prioritize
implementation based on the most current evidence. The New Jersey State Cancer Registry will play
a pivotal role as a data resource able to document the differential cancer burden in various
geographic locations and segments of the population, thus guiding delivery of effective and
appropriate interventions to those in greatest need.

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

Successful implementation will continue through the demonstrated effectiveness of the OCCP in
facilitating consensus-building and coordination among a diverse mix of partners and activities.
Further, an enhanced emphasis on communication—through establishment of a Task Force Standing
Committee charged to develop a communications plan—can only improve the dialogue among
collaborators. Impact will be measured under the guidance of the Evaluation Committee, with an
emphasis on context, implementation, and outcome logic models in development of an annual
evaluation plan and status report assessing progress by the Task Force.

The value of the Comprehensive Cancer Control Plan lies in improved integration and coordination
of cancer control activities among relevant New Jersey agencies, organizations, and individual
stakeholders. This collaborative effort will reduce duplication and enhance delivery of programs at
the state and community levels, to the ultimate benefit of all New Jerseyans. Together we can make
a difference.
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THE BURDEN OF CANCER IN NEW JERSEY

A DEMOGRAPHIC PICTURE OF NEW JERSEY

New Jersey is a geographically small but heavily populated state. The state’s population in 2006 was
estimated to be over 8.7 million, making it the 11™ highest in the nation.* According to 2006
population estimates, New Jersey is the most densely populated state, with 1,184 persons per square
mile=

Figure 1 demonstrates the racial composition of New Jersey. According to 2005 U.S. Census Bureau
estimates, populations of all races are increasing in New Jersey. Approximately 15.2% of the population
was Hispanic of any race, which accounts for 69% of New Jersey’s total population growth from 2000
to 2005+

Figure 1. Breakdown of New Jersey Population by Race, Based on 2005 U.S. Census Bureau
Estimates*

14.5% B2 White

Black

7.2%
| ,T: ! M Asian and Pacific
I 0.3% Islander
~1.3%
76.7% B American Indian or
Alaska Native

0 Two or more races

Estimates based on the 2005 American Community Survey reveal that New Jersey’s population is also
older than the national average, with a median age of 38 years as compared to 36.4 years for the nation.*
In 2005, the percentage of the population aged 65 and older was estimated to be 13.0% in New Jersey
and 12.4% in the nation as a whole= Similar to the national trend, the oldest age group (85 years and
over) 155 growing at the fastest rate, increasing by 24% in New Jersey and 19% in the nation from 2000 to
2005.=
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Estimates from the 2005 American Community Survey demonstrate that New Jersey ranks first in the
nation for median household income ($61,672). It follows, then, that the percentage of New Jersey’s
population living in poverty is much lower than in the nation as a whole. According to the 2005
American Community Survey, 8.7% of New Jerseyans had incomes below the poverty level, compared
to 13.3% nationally *

Additionally, adult New Jerseyans exceed national estimates of average educational attainment. In 2005,
86.3% of state residents aged 25 and over had completed high school, compared to 84.2% nationally;
34.2% had completed a bachelor’s degree, compared to 27.2% nationally; and 12.5% had completed an
advanced degree, compared to 10.0% nationally.*

CANCER INCIDENCE IN NEW JERSEY

In 2004*, the data reported to the New Jersey State Cancer Registry (NJSCR) indicate that 45,001
cases of invasive cancer were diagnosed among New Jersey residents. Males (all races combined) had
a rate of 567.1 per 100,000** compared to females (all races combined), who had a rate of 439.3 per
100,000** (Figure 2). The American Cancer Society predicts that in 2007, the number of new cancer
cases among New Jersey residents will increase to 49,370.% In 2004, approximately 51% of cancers were
diagnosed in the early stages (in situ and local); this is about the same percentage as in 2000 (Figure 3).
Patterns from the NJSCR statistics for age, race, and gender are highlighted in the paragraphs below.
Additional incidence data can be viewed on the New Jersey Department of Health and Senior Services
(NJDHSS) website, http://www.state.nj.us/health, and can also be found in previously issued NJSCR
cancer incidence reports.

Males. Data from the NJSCR demonstrate that the overall cancer incidence rate for New Jersey males
has declined from 630.2 per 100,000 in 1995 to 567.1 per 100,000 in 2004. While white males mirrored
the overall trend for New Jersey males, black males have seen a decline since 1995. Lung cancer
incidence rates (all races combined) were stable from 1995 through 1998, and then a decrease was seen
from 1999 to 2004*. The same trend is seen in black and white males diagnosed with lung cancer,
although the incidence rates are higher among black males in New Jersey. Overall, New Jersey prostate
cancer rates (all races combined) were 188.4 per 100,000** in 1995 compared to 157.7 per 100,000 in
2004*. Malignant melanoma of the skin increased from 16.6 per 100,000** in 1995 to 27.2 per
100,000** in 2004*.

Cancer incidence increases with age. According to 1999-2004 data, men in the 80—-84 age group have
the highest incidence rate of cancer. White males mimic this trend, while black males have the highest
cancer incidence rate in the 75—79 age group.

In 2004*, 54% of the new cancer cases in New Jersey males were diagnosed in the early stages (in situ
and local), an increase from 42% in 1995. Cancers are being diagnosed earlier among white men in New
Jersey than among black men.

*  Incidence rates for the year 2004 data from the New Jersey State Cancer Registry are preliminary.
** Rates are per 100,000 and age-adjusted to the 2000 U.S. (5-year groups) standard.
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Females. Data from the NJSCR demonstrate that during the years 1995 through 2004*, the overall
cancer incidence rate for New Jersey females increased gradually through 1998 and then generally
declined through 2004. The incidence rates for both white and black females in New Jersey mimic the
trends seen in overall cancer incidence rates. Incidence rates for lung cancer appear stable during the
years 1995 to 2004* for all races combined. Declines continued to be seen for invasive cervical cancer,
especially among black women. Invasive breast cancer incidence rates rose slightly through 1997, and
then began decreasing. Incidence rates for malignant melanoma of the skin increased from 10.5 per
100,000** in 1995 to 15.9 per 100,000** in 2004*.

Similar to the rates for New Jersey males, the incidence rates for New Jersey females increase with age.
Women in the 80—84 age group have the highest incidence rate of cancer.

In 2004*, 50.4% of the new cancer cases in New Jersey females were diagnosed in the early stages (in
situ and local), an increase from 44% in 1995. Cancers are being diagnosed earlier in white women in
New Jersey than in black women.

NEW JERSEY COMPARED TO THE NATION, 1995-2004

istorically, New Jersey rates have been representative of the Northeast region, which tends to have
higher cancer incidence rates than the U.S. as a whole (Figure 2).

For males all races combined, total cancer incidence rates were higher in New Jersey than in the U.S.
during the period 1995 to 2004. During the same time period, the incidence rates for colorectal and
prostate cancers were higher for New Jersey men than for U.S. men. Melanoma incidence rates for the
U.S. and New Jersey were similar until 2001-2004, when the New Jersey incidence rate rose above the
U.S. rate. Since 1995 the total cancer incidence rates for both white and black males in New Jersey have
been higher than the national incidence rates.

For females, New Jersey had higher incidence rates than did the U.S. during the period 1995 through
2004 for total cancers and colorectal cancer. In New Jersey, females had higher breast cancer rates than
in the U.S., although the rates in 1998—1999 were more similar. Melanoma incidence rates for New
Jersey females were lower than for U.S. females until 20002003, when the rates were similar. Total
cancer incidence rates among white females in New Jersey have consistently been higher than the U.S.
incidence rates for white females. Black women in New Jersey also generally have higher incidence
rates when compared to black women in the U.S.

*  Incidence rates for the year 2004 data from the New Jersey State Cancer Registry are preliminary.
** Rates are per 100,000 and age-adjusted to the 2000 U.S. (5-year groups) standard.
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CANCER AMONG OLDER ADULTS IN NEW JERSEY

According to the 2005 American Community Survey, about 13.0% or 1.1 million people in New
Jersey are aged 65 and older=In New Jersey and nationally, over one-half of all newly diagnosed
cancers occur in adults aged 65 and older. In New Jersey alone, 58.5% of those who are newly
diagnosed with cancer are aged 65 and older and, therefore, this age group bears the greatest burden of

cancer.'&

In New Jersey, both incidence and mortality rates for total cancer have been higher for each successive
age group. In recent years, incidence rates in the oldest old (age 85 and older) have converged toward
the older old (age 75 to 84 years) for both men and women. Incidence and mortality rates vary greatly by
gender among older adults. Incidence rates for older men are higher than rates for older women,
especially for men aged 75 and older. Mortality rates for older men are also higher than rates for older

women and share a similar pattern over time=

Among older adults in New Jersey, favorable patterns for stage at diagnosis are seen for female breast
cancer, prostate cancer, and melanoma of the skin, which may be the result of effective screening. Less
favorable patterns for stage at diagnosis are seen for cervical, colorectal, and oral and oropharyngeal
cancers. Better screening efforts among older adults and their physicians may increase the detection of

these cancers at an earlier stage=

With the rising number and proportion of older adults with cancer in New Jersey over the coming
decades, attention should be paid to interventions that will decrease the burden of cancer among adults
aged 65 and older. There are many opportunities for research to understand the issues of early diagnosis,
treatment, and support of older adults with cancer. It appears that chronological age by itself is less a
factor in determining patient outcomes than other related factors, such as functional status, co-
morbidities, and overall health status. Because of the heterogeneity in health and economic status of our
aging population, comprehensive assessments and individualized management may be of significant
value in improving survival of and quality of life in older adults with cancer.®

Figure 2. U.S. and New Jersey Age-Adjusted Incidence Rates by
Gender, All Cancer Sites, 1995-2004*

700.0

600.0 -__*’H\P/\.\-\-
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Source: New Jersey State Cancer Registry (NJSCR) and SEER; rates are per 100,000 and age-adjusted to the 2000
U.S. standard
*Incidence rates for the year 2004 data from the NJSCR are preliminary; 2004 data are not available from SEER.
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Figure 3. Stage of Diagnosis for New Cancer Cases in New
Jersey Males and Females, 2004*
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21%
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Source: NJSCR; *incidence rates for the year 2004 data from the NJSCR are preliminary.

CANCER MORTALITY IN NEW JERSEY

ancer is the second leading cause of death in New Jersey £ According to data from the National

Center for Health Statistics, cancer mortality rates in New Jersey have been declining since 1991,
and the decline has been more rapid since 1995. There were 17,957 deaths in 2003 for which cancer was
designated on the death certificates as the underlying cause. The mortality rate for New Jersey was 234.4
per 100,?100** for males (all races combined) and 170.2 per 100,000** for females (all races combined)
in 2003 =—

In New Jersey, from 1995-2003, cancer mortality rates for males (all races combined) were generally
higher than the rates for the U.S. (Figure 4). The mortality rates for white males were higher in New
Jersey than in the U.S. from 1995-1999, but then fell lower than the U.S. rate from 2000-2003; the
mortality rates for black males in New Jersey were generally lower than the U.S. rates for black males
from 1995-2003. For the same time period, New Jersey cancer mortality rates for females (all races
combined) and white females were higher than the mortality rates for the U.S. Although mortality rates
for black females in New Jersey were higher than the U.S. rates, in recent years the rates have become

. 112
similar, ===

Although life expectancy in the United States has been increasing, blacks live shorter lives than whites.
This earlier mortality tends to hold across gender, age, and disease subgroups= Potential explanations
for this disparity fall into two broad categories: environmental/societal/behavioral (which are potentially
subject to intervention) and biological/genetic. The latter factors, some of which may vary among
different ethnic/racial groups, were long considered immutable. However, given evolving genetic
knowledge, the genome holds the promise that, if used ethically, it may facilitate improved screening,
earlier diagnosis and intervention, and the tailoring of specific therapies to improve prognosis.

**Rates are per 100,000 and age-adjusted to the 2000 U.S. population standard.
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Figure 4. U.S. and New Jersey Mortality Rates
by Gender, 1995-2003
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Source: National Center for Health Statistics; rates are per 100,000 and age-adjusted to the 2000 U.S. (5-year groups) standard.

SURVIVAL AFTER CANCER IS DIAGNOSED

In general, the New Jersey five-year relative cancer survival rates were similar to the U.S. rates for the
diagnosis years 1994—-1997. For all cancers combined, the New Jersey five-year relative survival rate
was 61%, while the U.S. rate was higher at 64%. The New Jersey survival rates were very high for
specific cancers such as prostate cancer (98%), thyroid cancer (94%), female breast cancer (85%), and
Hodgkin’s lymphoma (85%). Similar to the U.S. rates, the five-year survival rates in New Jersey were
very low for pancreatic cancer (6%), liver cancer (7%), esophageal cancer (13%), and lung cancer
(14.5%).

Disparities in survival rates exist by gender and race. White men in New Jersey had substantially higher
five-year relative survival rates for all cancers combined compared to black men (63% versus 54%,
respectively); as did white women compared to black women (60% versus 51%, respectively). Black
men had lower survival rates than did white men for each specific cancer type except myeloma and
brain. Black women had lower survival rates than did white women for each specific cancer type except
myeloma, brain, stomach, liver, and pancreas.

For the six most common cancers diagnosed among New Jersey residents in 1994—1997 (female breast,
cervical, colorectal, lung, melanoma of the skin, and prostate), the five-year relative survival rates were
much higher for local-stage cancers than for regional- or distant-stage cancers. The survival rates for
these cancers were between 80% and 100% for local-stage cancers (except for lung cancer) and under
30% for distant-stage cancers. Over the past 20 years, the five-year relative survival rates have
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improved, especially for cancers diagnosed at the local and regional stages. However, disparities
continue to exist between blacks and whites and, to a lesser extent, between men and women. &

It has been estimated that on January 1, 2003, there were nearly 334,000 people living in New Jersey
who had been diagnosed with cancer; about 149,000 men and over 185,000 women. They represent
3.9% of the total population. About 87% of the 334,000 people were white, and about 8.5% were black.
The types of cancer that contributed most to the cancer prevalence among men were prostate (61,483),
colorectal (18,468), bladder (13,499), melanoma of the skin (7,546), and non-Hodgkin’s lymphoma
(5,868). Among women, the types of cancer that contributed most to cancer prevalence were breast
(72,595)ﬁcolorectal (20,041), endometrial (17,395), cervical (9,184), and melanoma of the skin
(7,940).

More than 10 million cancer survivors live in the United States today—three times the number who
were alive 30 years ago. Many survivors and their families experience long-term physical, emotional,
and practical needs resulting from cancer that affect their quality of life. Advances in treatment options
and early detection have played roles in allowing those with cancer to lead full lives during and after
treatment. The cancer “survivorship” concept includes the physical, emotional, and practical issues that
arise during and after a cancer diagnosis. ™ Strategies to improve survivorship have been incorporated
across the Plan.

REDUCING THE CANCER BURDEN

he goal of cancer control and of this Plan is to reduce the burden of cancer for all New Jersey

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

Strategies addressing specific basic research are not addressed in the Plan. However, the respective
chapters propose ways to nurture and increase support for these efforts. New Jersey is rich in resources
for basic research through the biopharmaceutical industry, academic centers of excellence, innovative
research institutes, and the work of the New Jersey Commission on Cancer Research. Through the
efforts of these dedicated scientists in our state, new approaches and therapies are realized that pave the
way to understanding how cells and organisms function normally and what goes wrong in the
development of cancer.
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ADVOCACY

ancer is a personal, tangible, and powerful issue for millions of Americans and thousands of New

Jerseyans. The disease has political, as well as medical, social, psychological, and economic facets.
Every day legislators make decisions that impact the lives of current and future cancer patients,
survivors, and their families.* To influence those decisions constructively, the Comprehensive Cancer
Control Plan for New Jersey will continue to incorporate advocacy as a major strategy to promote
beneficial policies, laws, and regulations for those affected by cancer.

Advocacy is the pursuit of influencing outcomes—including public policy and resource allocation
decisions within political, economic, and social systems and institutions that directly affect people’s
lives.* The goal of advocacy for this Plan is to promote public policies at all levels of government that
support cancer prevention and detection programs, provide access to care, and enhance quality of life for
those affected by cancer.

While cancer issues are increasingly attracting attention on the legislative front, additional advocacy
work remains to be done by the Task Force and its workgroups, subcommittees, and county-level
Coalitions.? Through the implementation of the first five-year Plan, the Advocacy Ad Hoc Committee of
the Task Force was instrumental in the passage of 35 bills pertaining to cancer in 2005. Legislative
priorities in the cancer arena have and will continue to focus on advancing the Plan and ensuring that all
residents have access to cancer education, screening, and quality cancer care. Specific advocacy goals,
objectives, and strategies are also cited within each site-specific chapter of the Plan. However, the
following overarching advocacy goals, objectives, and strategies reflect the most urgent and
comprehensive actions needed to implement and sustain this ambitious state plan.
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GOALS, OBJECTIVES, AND STRATEGIES
The recommendations of the Advocacy Ad Hoc Committee are summarized below:

e Develop internal structure and funding for cancer awareness, education, and early detection
programs and access to care.

e Advocate for increased access to cancer care, prevention, early detection, and awareness
programs.

® Advocate for reduced cancer-related health disparities among minorities and the medically

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

INTERNAL STRUCTURE AND FUNDING FOR CANCER ADVOCACY

ur nation has made remarkable progress since the war against cancer began three decades ago.

Some cancers have been cured, while others are being detected earlier and treated more effectively.
The National Cancer Institute estimates that approximately 10.5 million Americans with a history of
cancer were alive in January 2003.? In addition, the overall cancer death rate has been declining since
19922 Yet there is a crisis of confidence in the capacity of our medical system to treat those with
chronic and life-threatening illnesses such as cancer. Efforts to define quality care must underscore the
fact that 41 million Americans are uninsured and many millions more are underinsured.®

To build and support the advocacy component of the Plan as outlined, the Advocacy Ad Hoc Committee
recommends building an infrastructure to foster its successful implementation.

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

Objective AD-1.1

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

AD-1.1.1 Build cancer advocacy capacity through recruitment of identified interested parties.
Parties initially identified include, but are not limited to, media, legislators, insurers,
pharmaceutical companies, healthcare professionals, corporations, state agencies, and
other key decision-makers.

AD-1.1.2 Identify champion(s), e.g., patients and patients’ families, to advocate on behalf of the
Plan.

Objective AD-1.2

To educate legislative members and staff about the importance of funding cancer prevention and control
programs.

Strategies

AD-1.2.1 Charge the Task Force on Cancer Prevention, Early Detection and Treatment to maintain
an Advocacy Ad Hoc Committee, comprised of a representative from each of the Task
Force workgroups, to address the legislative initiatives cited within each respective
chapter of the Plan.

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

ADVOCACY FOR ACCESS TO CANCER CARE

n 1999, in accordance with its charge, the President’s Cancer Panel reviewed the evolution of the

National Cancer Program and considered how the nation should move forward to reduce the burden of
the disease more rapidly. It was decided that the equal importance of the research and delivery
components of the National Plan on Cancer be recognized; that the current barriers preventing quality
cancer care from reaching people in all neighborhoods of the nation be removed; and that the unequal
burden of cancer carried by the poor, ethnic minorities, and the underserved be relieved.? The complex
issue of healthcare access encompasses many barriers, including inadequate health insurance coverage,
insufficient cost reimbursement, inconvenient health center hours and locations, and a lack of efficient
and affordable transportation for screening and treatment services.

For many in New Jersey and the U.S., lack of adequate health insurance is a significant impediment to
access to healthcare, including both traditional and cutting-edge treatments, and to prevention or early
detection tools that have long been accepted by the medical community. The percentage of New Jersey
residents without health insurance has been increasing steadily over the last decade. In 2005, an
estimated 1.3 million New Jersey residents lacked any kind of healthcare coverage, and many more
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reported having inadequate health insurance.®* As a result, the Advocacy Ad Hoc Committee has
adopted a position of support for universal healthcare for all New Jersey residents and recommends
adopting universal standards of care.

Access to needed services can also be adversely affected by unrealistic provider reimbursement
practices.? Providers are often inadequately reimbursed for the cost of providing preventive services,
such as counseling patients on tobacco cessation. Ensuring that providers are reimbursed at acceptable
rates for cancer prevention, early detection, and treatment services would create incentives for providing
these services.

Although a lack of insurance and prohibitive costs are the primary reasons cited for low cancer
screening rates, transportation has been identified as another significant barrier. According to a report by
the New Jersey Department of Health and Senior Services, healthcare services may not be located in
places that are easily accessible, particularly to those who lack private transportation.? In a study of
access to primary care in New Jersey, it was found that “transportation options are often limited for
people living in rural settings, seniors, and those with disabilities and diseases. Some options provide
only one-way transportation, and cab fare is viewed as prohibitively expensive.”* In metropolitan areas,
which offer more extensive public transportation systems, schedules and route maps can be confusing to
consumers with limited knowledge of such systems. Furthermore, schedules and route maps may not be
widely available to the general public. In less urban areas, lack of centralized, efficient public
transportation forces vulnerable populations to rely on community resources to meet transportation
needs. However, the private sector is often overwhelmed and unable to keep pace with demand.

While there are organizations throughout the state that provide free transportation services to patients
undergoing cancer treatment, these programs are not without their limitations. Transportation programs
are often operated at the local or county level and are unable to transport patients outside the service
area. In many cases, the demand for transportation exceeds the capacity of a program to provide
adequate services.

To advocate for increased access to quality cancer care,

GOAL AD-2 : )
prevention, early detection, and awareness programs.

Objective AD-2.1

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

Strategies

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

AD-2.1.2 Educate legislators and insurance companies on identified gaps in cancer coverage.
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AD-2.1.3 Monitor emerging issues related to adequate health insurance for cancer care and identify
those issues for possible position development, e.g., undocumented citizen healthcare.

Objective AD-2.2

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

AD-2.2.1 Assess and/or review current and pending cancer-related legislation.

AD-2.2.2 Advise legislative members and staff of identified cancer-related needs.

AD-2.2.3 Continue to make policy-makers aware of data on cancer-related issues such as
reimbursement.

AD-2.2.4 Advocate for improved transportation in order to increase access to cancer care and

screening in New Jersey.

Objective AD-2.3

To create a state-level service that would provide a centralized resource for cancer information.

Strategies

AD-23.1 Evaluate current cancer resource information systems.

AD-2.3.2 Support and cooperate with the appropriate governmental body to develop a state-level
cancer resource information system service.

AD-2.3.3 Advocate for funding of a centralized cancer resource information system in New Jersey.
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ADVOCACY TO REDUCE DISPARITIES—THE UNEQUAL BURDEN OF CANCER

In order for a comprehensive health agenda to be truly effective in reducing cancer incidence and
mortality, it must address all populations. We cannot address the differences in the burden of cancer
for minority, poor, and medically underserved populations without creative interventions to overcome
the barriers to care that threaten our ability to effectively reach and serve these populations.

Cancer among Minorities

Overall, black men in New Jersey and the U.S. are more likely to develop and die from cancer than
persons of any other racial and ethnic group. (See Burden of Cancer in New Jersey chapter for additional
information.) For the years 1998 through 2003, the U.S. incidence rates for all cancer sites were highest
among blacks, followed by whites, Hispanics, Asian/Pacific Islanders, and American Indians/Alaska
Natives. U.S. mortality rates during 1998 through 2003 were also highest among blacks, followed by
whites, Hispanics, American Indians/Alaska Natives, and Asian/Pacific Islanders.? Despite the high
rates of incidence from all cancers combined from 1992—1998, rates among blacks, Hispanics, and
whites decreased, while remaining relatively stable among American Indians/Alaska Natives and
Asian/Pacific Islanders. Similarly, mortality rates for all cancer sites decreased annually among blacks,
Asian/Pacific Islanders, whites, and Hispanics, while leveling off among American Indians/Alaska
Natives.* Many disparities among cancer sites also exist and are detailed in the site-specific chapters of
the Plan.

These disparities must be addressed as part of any comprehensive cancer control plan.
Population Demographics Adding to the Cancer Burden

Cancer can strike at any age, but approximately 77% of all cancers are diagnosed at ages 55 and older.*
The American population is graying, with a growing percentage of people now in their 60s and older.
With the oncoming retirement of the Baby Boomers, the number of Americans over age 65 will double
in the next 30 years. At current rates, the number of new cancer cases will rise dramatically, causing
cancer to surpass heart disease as the nation’s leading killer.X A higher percentage of retirement-age
New Jerseyans have cancer and die of it than in the nation as a whole. Among those aged 65 and older,
the canccla3r rate is 13% higher among men, 12% higher among women, as compared to the national
average.=

To reduce cancer-related health disparities among racial and ethnic

GOAL AD-3 minority populations, seniors, and the medically underserved.

Objective AD-3.1 ‘

To advocate for a healthcare system that provides cancer services that address the psychosocial,
economic, physical, and educational needs of the patient in a culturally sensitive and linguistically
appropriate manner.
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Strategies ‘

AD-3.1.1

AD-3.1.2

AD-3.1.3

AD-3.14

Advocate for required quality improvement standards for cancer screening, diagnostic
tests, treatment, rehabilitation, and palliation services and therapies that would be
available and cost effective for all underserved and seniors.

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

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

Collaborate with other interested stakeholders to integrate existing initiatives addressing
health disparities.
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NUTRITION AND PHYSICAL ACTIVITY

IMPORTANCE OF NUTRITION AND PHYSICAL ACTIVITY FOR CANCER PREVENTION AND
CONTROL

hile the important role of cigarette smoking in cancer etiology and prevention cannot be

underestimated, for the great majority of Americans who do not smoke cigarettes, dietary and
physical activity behaviors are the most important modifiable determinants of cancer risk.%¥ Former
smokers, a group at high risk of developing cancer, can also benefit from a healthy diet and a physically
active lifestyle. According to the World Health Organization (WHO), dietary factors are second only to
tobacco as the most important known preventable cause of cancer.* There is also increasing evidence
that physical activity may be inversely related to some cancers.? The role of diet in cancer etiology and
prevention is well established. A panel of experts commissioned by the World Cancer Research Fund
(WCRF) and the American Institute for Cancer Research (AICR) concluded that approximately 30% of
all cancers are preventable by dietary means, physical activity, and maintenance of appropriate body
weight.? Overweight and obesity have been associated with 14-20% of all deaths from all cancers.?
Maintaining healthy eating patterns throughout the life course can play a major role in cancer
prevention, mainly because this is a potentially modifiable behavior. Therefore, the introduction of
healthy eating patterns and physical activity at any time will promote overall health and greatly reduce
the risk of cancer.

Evidence-based national dietary guidelines for cancer prevention have been issued by various
organizations. Overall, recommendations include maintenance of a healthy weight and an active
lifestyle, eating a healthy diet—emphasizing a variety of fruits and vegetables and whole grain
products—and drinking alcohol only in moderation or not at all.4%

Less well known is the role played by diet and physical activity during the various phases of cancer
survivorship—active treatment phase, recovery phase, health maintenance phase and, for some, a phase
of living with advanced cancer. After a cancer diagnosis, many survivors look actively for information
on dietary choices, alternative therapies, including supplements, and physical activity to help them gain
some measure of control over their condition and improve their symptoms. Survivors have evolving
needs and challenges regarding nutrition and physical activity throughout the phases of survivorship.
The current scientific evidence on nutrition and physical activity was recently reviewed by a panel of
experts organized by the American Cancer Society. In general, the panel concluded that adequate
dietary intake can improve nutritional status in virtually all cancer survivors and recommended that
survivors follow the basic national dietary guidelines described above for a healthy diet. Yet, clearly,
further research in this area is imperative.2
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NUTRITION AND PHYSICAL ACTIVITY IN NEW JERSEY

As noted in the introductory section to this Plan on “Cancer Burden in New Jersey,” the incidence and
mortality rates for certain cancer types in New Jersey are higher than the national average. The Healthy
New Jersey 2010 Report? and Healthy New Jersey 2010: Update 2005% focus on the following goals for
nutrition and health:

Objective 1. To increase the percentage of persons aged 18 and over eating at least five daily servings
of fruits and vegetables (including legumes) to 35.0%.

Objective 2. To reduce the percentage of persons aged 18 and over who are overweight but not obese
to 27.6% for all adults.

Objective 3.  To reduce the percentage of persons aged 18 and over who are obese to 12.0% of all
adults.

Objective 4. To reduce the percentage of persons aged 18 or older who do not engage regularly in
moderate physical activity for at least 30 minutes per day to 57.5% of all adults.

Consumption of fruits and vegetables. As shown in Table 1, according to Behavioral Risk Factor
Surveillance System (BRFSS) data, only 25.9% of New Jersey adults reported consuming fruits and
vegetables at least five times a day in the year 2005. Although, the proportion of New Jersey residents
eating 5 servings of fruits and vegetables a day is higher than the national average for the total
population and for each race, gender, and age subgroup (Table 1), we are still far from the Healthy
New Jersey 2010 target of 35%. BRFSS trend data also indicate that the proportion of people eating the
recommended five servings of fruits and vegetables has remained essentially stable during the past
decade. These data underscore the need for more effective nutrition interventions to help New Jersey
residents achieve this goal. Males, Hispanics, and New Jersey residents aged 25 to 44 years may derive
the most benefit from these interventions (Table 1).2
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Table 1. Proportion of New Jersey residents 18 years and older who reported consuming fruits
and vegetables at least five times a day in the year 2005* and specified target % in Healthy New
Jersey 2010**

New Jersey Nationwide Healthy NJ HP;:rtil;er\? J
(2005) (2005) 2010 Target 2010 Endpoint
Total 25.9 23.2 35 50
By Race and Ethnicity
White 26.2 23.7 35 50
Black 28.3 21.8 35 50
Hispanic 22.0 20.4 35 50
Other 30.6 26.0 35 50
By Gender
Male 22.0 18.6 ol rxx
Female 29.5 28.1
By Age
18-24 24.4 21.0 Frx rrx
25-34 23.2 21.7
35-44 23.3 20.1
45-54 26.5 22.4
55-64 26.7 24.8
65+ 31.3 31.0
By Education
< High School 23.0 18.7 Frx rorx
HS or GED 22.9 19.0
Some post-HS 25.9 23.6
College graduate 29.0 29.2

*  Behavioral Risk Factor Surveillance Svstem data, Centers for Disease Control and Prevention, 2006.
**  Healthy New Jersey 2010, New Jersey Department of Health and Senior Services, 2001.

*#* Target and preferred endpoint not set by gender, age, or education.
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Overweight. As Table 2 shows, the proportion of overweight subjects in 2005 was slightly higher in
New Jersey than the national average (37.1% and 36.7%, respectively). This is also illustrated in

Figure 1, where the prevalence of overweight subjects seems to have been slightly increasing over the
last decade. The percentage of overweight males was considerably higher than that of females in the
year 2005 (Table 2). The data also reveal differences by race and ethnicity, with the highest prevalence
of overweight being reported by Hispanics (42.1%), followed by blacks (38.7%), and whites (36.5%)
(Table 2). Although male and Hispanic populations appear to have the greatest need for the intervention
and research programs, all groups are far from the Healthy New Jersey 2010 target of 27.6% and could
benefit from health promotion activities aimed at achieving long-term healthy body weight.=

Table 2. Percentage of New Jersey residents 18 years and older who are overweight (defined as
BMI* between 25 and 29.9) in 2005** and specified target % in Healthy New Jersey 2010***

New Jersey  Nationwide  Healthy NJ HPJthfyreﬁ y
(2005) (2005) 2010 Target 2010 Endpoint
Total 37.1 36.7 27.6 25
By Race and Ethnicity
White 36.5 36.8 28.1 25
Black 38.7 36.1 28.4 25
Hispanic 421 37.8 32.4 25
By Gender 43.2 43.8 36.6 25
Male 31.2 29.3 251 25
Female
By Age
18-24 26.4 26.5 Frxx Frxx
25-34 34.9 35.0
35-44 38.0 37.6
45-54 37.9 38.5
55-64 41.3 39.8
65+ 40.4 40.5

* BMI (Body Mass Index) is defined as weight in kilograms divided by height in meters squared (w/h?).
**  Behavioral Risk Factor Surveillance Svstem data, Centers for Disease Control and Prevention, 2005.

**%  Healthy New Jersey 2010, New Jersey Department of Health and Senior Services, 2001.
***%  Target and preferred endpoint not set by age.
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Figure 1. Trends in percentages of New Jersey residents who are overweight™ versus nationwide,
Behavioral Risk Factor Surveillance System, 1995-2005
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* All respondents 18 and older who report that their Body Mass Index is between 25.0 and 29.9. BMI is defined
as weight in kilograms divided by height in meters squared (w/h?). Denominator includes all survey
respondents except those with missing, don’t know, and refused answers.

Obesity. Although New Jersey is closer to the Healthy New Jersey 2010 objective than the national
average (Table 3), considerable efforts must still be expended to bring the current obesity prevalence of
22.1% to the Healthy New Jersey 2010 target of 12%. The obesity prevalence is particularly high among
blacks (32.5%). Figure 2 illustrates the alarming trend in increasing obesity over the past decade and
highlights the need for immediate effective intervention and research to reverse this trend.

Physical activity. Obesity results from an imbalance between energy intake and energy expenditure.
The obesity epidemic in the U.S. and in New Jersey is the result of unhealthy diets and a sedentary
lifestyle. As shown in Table 4, in 2005, 51.3% of U.S. and 54.1% of New Jersey adults did not meet the
recommendations in Healthy New Jersey 2010 for moderate physical activity (see Table 4 for definition
of “moderate”). Activity levels vary by race, gender, age, education, and income. For example, males
and Hispanics tended to be less likely to meet the recommendations. For both New Jersey and the U.S.,
the level of physical activity is directly related to education and income. Although the Healthy New
Jersey 2010 target of reducing the percentage of adults who do not engage regularly in moderate
physical activity to 57.5% has been reached for some populations such as whites, younger adults, the
more educated, and the more affluent, reaching the target for blacks, Hispanics, older adults, the less
affluent, and the less educated still appears to be a challenge. %2
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Table 3. Percentage of New Jersey residents 18 years and older who are obese (defined as BMI* of 30.0 or
greater) in 2005** and specified target % in Healthy New Jersey 2010***

New Jersey Nationwide Healthy NJ Hpézlft‘:geﬁ J
(2005) (2005) 2010 Target 2010 Endpoint
Total 221 24.4 12.0 12.0
By Race and Ethnicity
White 21.6 23.5 12.0 12.0
Black 32.5 34.7 15.0 12.0
Hispanic 22.2 24.6 12.0 12.0
By Gender
Male 23.7 24.6 14.0 12.0
Female 20.5 24.0 12.0 12.0
By Age
18-24 14.6 16.2 il e
25-34 18.5 23.1
35-44 21.3 26.3
45-54 26.3 29.1
55-64 28.7 30.5
65+ 21.0 21.0

* BMI (Body Mass Index) is defined as weight in kilograms divided by height in meters squared (w/h?).
** Behavioral Risk Factor Surveillance System data, Centers for Disease Control and Prevention, 2005.
***  Healthy New Jersey 2010, New Jersey Department of Health and Senior Services, 2001.

****  Target and preferred endpoint not set by age.

Figure 2. Obesity trends in New Jersey versus nationwide, Behavioral Risk Factor Surveillance System,
1995-2005
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*  All respondents 18 and older who report that their Body Mass Index is 30.0 or more. BMI is defined as
weight in kilograms divided by height in meters squared (w/h%). Denominator includes all survey
respondents except those with missing, don’t know, and refused answers.
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Table 4. Percentage of adults at risk for not meeting the moderate physical activity recommendation* and
specified target % in Healthy New Jersey 2010**

Preferred
New Jersey Nationwide Healthy NJ Healthy NJ
(2005) (2005) 2010 Target 2010
Endpoint

Total group 541 51.3 57.5 50.0
By gender

Males 52.4 49.5 57.5 50.0

Females 55.6 52.3 7.8 50.0
By race and ethnicity

White 50.0 48.8 57.5 50.0

Black 58.3 58.2 57.5 50.0

Hispanic 62.8 56.2 57.5 50.0
By age

18-24 47.5 40.6 *xx Fr

25-34 53.2 48.3

35-44 50.0 49.7

45-54 54.9 51.5

55-64 55.1 55.3

65+ 62.8 61.0 57.5 50.0
By education

< High school 71.3 62.2 rEE FrE

High school graduate 55.8 541

Some college 51.8 50.4

College graduate 49.8 46.9
By income

<15,000 64.5 61.3 *xx Fr

15,000-24,999 62.7 57.1

25,000-34,999 61.3 52.1

35,000-49,999 53.9 50.4

>50,000 47.3 46.2

Source: Behavioral Risk Factor Surveillance System data, Centers for Disease Control and Prevention, 2005.
* 30+ minutes of moderate physical activity five or more days per week or vigorous physical activity for 20+
minutes 3 or more days per week.

**  Healthv New Jersev 2010: Update 2005, New Jersey Department of Health and Senior Services, 2005.

*#%  Target and preferred endpoint not set by age group (other than 65+), education, and income.
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GOALS, OBJECTIVES, AND STRATEGIES

The recommendations of the Nutrition and Physical Activity Workgroup are summarized below for the
following focal areas:

e Cancer prevention

e Cancer survivorship

To reduce cancer incidence in the State of New Jersey by
OVERALL improving the diet and increasing physical activity among its
GOAL residents; and to improve survival and quality of life among cancer
patients and survivors.

CANCER PREVENTION AND NUTRITION/PHYSICAL ACTIVITY

In this section we discuss the role of nutrition and physical activity in cancer prevention, as well as
current efforts to promote sound nutrition and increased physical activity among New Jersey
residents.

The Role of Nutrition and Physical Activity for Cancer Prevention

The role of diet and nutrition in cancer prevention is well established.*= It has been estimated that
approximately one-third of all cancers occurring in the U.S. are attributable to dietary factors. = The
precise biological impact for any single dietary factor is difficult to determine, given the endless number
of compounds present in diet and the interactions among them. However, we do know that the foods we
eat contain agents with both carcinogenic (cancer-causing) and anticarcinogenic (cancer-preventing)
potential.

At the present time many aspects of the relationship between diet and cancer are not fully understood.
For example, the role of dietary fat as a key factor in cancer development has been recently
challenged. "= The type of dietary fat consumed, rather than total fat, seems to be a more important
factor in determining cancer risk. == Nevertheless, there is fairly consistent evidence supporting a role
for fruits and vegetables, whole grains, and physical activity in preventing some cancers, whereas
obesity, alcohol, certain food preparation methods (such as barbequing at high temperatures) may
increase cancer risk &=

The body of literature showing that diets high in fruits and vegetables are associated with a reduced risk
of cancer is large and fairly consistent, particularly for cancer of the gastrointestinal and respiratory
tracts.X The WCRF/AICR report concluded that increasing the consumption of fruits and vegetables
may prevent at least 20% of all cancers worldwide.?

A growing body of evidence suggests that obesity increases the risk of prostate cancer for males and of
post-menopausal breast cancer, endometrial, ovarian, gall bladder, and cervical cancer for females; and
of colon, kidney, and adenocarcinoma of the esophagus for both males and females.2 Hormonal

mechanisms have been proposed to explain the relationship between body size and cancers of the breast,
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endometrium, and colon, in particular through increases in estrogens and insulin and insulin-like growth
factors. These hormonal factors have been implicated in the etiology of breast, endometrial, and colon

13.15
cancer.==

Evidence for a role of physical activity in reducing cancer risk is also accumulating.* A recent
systematic review of the epidemiologic literature concluded that the evidence for a protective role of
physical activity for colon and breast cancer is convincing, for prostate cancer is probable, for lung and
endometrial cancer is possible, whereas for testicular and ovarian cancers evidence is insufficient.&
Several mechanisms have been proposed to explain the beneficial effects of regular physical activity,
including modification of endogenous sex and metabolic hormonal levels and growth factors, decreased
body fat content, and possibly enhanced immune function.X

A decrease in physical activity most likely has contributed to the increased proportion of individuals
nationwide who are overweight or obese. Labor-saving devices at home and work, fewer safe areas for
pedestrians and cyclists, and less emphasis on physical education in schools are just a few examples of
factors that have caused a decrease in physical activity. At the same time, while physical activity
continues to decrease, there is growing popularity and availability of fast foods and snack foods, which
are increasing caloric intake and resulting in energy imbalance and, subsequently, overweight/obesity.

A study found that physically active individuals had lower annual direct medical costs than did inactive
people. The cost difference was $330 per person, based on 1987 dollars. The potential savings if all
inactive American adults became physically active could be $29.2 billion in 1987 dollars, or $76.6
billion in 2000 dollars.=

According to the report of the Surgeon General, physical activity also appears to improve health-related
quality of life by enhancing psychological well-being and by improving physical functioning in persons
compromised by poor health.2

Several reports have been published that provide suggestions to improve healthy eating habits and
increase physical activity to decrease the risks of cancer. The Surgeon General suggests that consistent
influences on physical activity patterns among adults and young people include confidence in one’s
ability to engage in regular physical activity (i.e., self-efficacy), enjoyment of physical activity, support
from others, positive beliefs concerning the benefits of physical activity, and lack of perceived barriers
to being physically active. Interventions targeting physical education in elementary school can
substantially increase the amount of time pupils spend being physically active in physical education
class. For adults, some interventions have been successful in increasing physical activity in
communities, worksites, healthcare settings, and at home =

The Harvard Report on Cancer Prevention provides steps for prevention of cancer at the individual,
community, and government levels. Researchers recommend that individuals foster better dietary habits,
exercise moderately, avoid heavy alcohol intake (i.e., more than 2 drinks per day for men and more than
1 drink for women), and speak with their doctors about lifestyle decisions that reduce cancer risk. At the
community level, nutrition and physical activity in school curricula are recommended, as well as mass
media campaigns and accessibility for physical activity and nutrition education programs. Communities
are advised to support physical and health education for all grades and to monitor food supplement
programs for a nutritional balance.?
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The WHO recommends establishing enabling environments in schools, workplaces, and communities,
supported by transport and urban design policies; access to the resources necessary for a healthy diet;
and legislative, regulatory, and fiscal policies. An enabling environment is one that encourages,
supports, and protects healthy living.* In order to accomplish this, the WHO has published the following
strategic actions for promoting healthy diets and physical activity:

e Surveillance of people’s diets, physical activity, and related disease burden.
e Enabling people to make informed choices and take effective action.

e Making the best use of standards and legislation.

e Ensuring that “healthy diet” components are available to all.

e Achieving success through intersectoral initiatives.

e Making the best of health services and the professionals who provide them.
Current Efforts in New Jersey

The New Jersey Department of Health and Senior Services (NJDHSS) has created a new Office of
Nutrition and Fitness to help lead New Jersey’s fight against obesity. The office will oversee more than
$2 million in nutrition and fitness programs and will work to implement the Governor’s appointed New
Jersey Obesity Prevention Task Force’s recommendations outlined in its 2006 report, The New Jersey
Obesity Prevention Action Plan.? The recommendations include: improved nutrition, increased fruit and
vegetable consumption, increased physical activity, exclusive breastfeeding of infants, and decreased
time spent on television, computers, and video games.

The NJDHSS serves as the state health authority of the National Fruit and Vegetable Program. In 2007
the public health initiative Fruits and Veggies — More Matters™ was introduced to replace the program
formerly known as the 5 A Day for Better Health Program when it is phased out by the end of 2008. The
lead national program partners are the Centers for Disease Control and Prevention and the Produce for
Better Health Foundation. The program is a national effort to achieve the Healthy People 2010 objective
to increase the per capita consumption of fruits and vegetables to five or more servings daily. In 1995, a
group known as the New Jersey 5 A Day Coalition was created to work collaboratively to increase
consumption of fruits and vegetables. Approximately 30 organizations participate in the coalition. The
group currently operates under its 2001 mission statement: “The New Jersey 5 A Day Coalition is a
diverse group of stakeholders advocating the consumption of 5 or more servings of fruits and vegetables
a day, for the purpose of promoting health and improving the quality of life for all New Jerseyans.”

The Nutrition and Physical Activity Workgroup is collaborating with the 5 A Day Coalition to secure
funding for New Jersey to participate in the USDA Fruit and Vegetable Snack Program (FFVP). The
FFVP grants designate funds for states to provide school children with fresh fruits and vegetables. In a
pilot study of the program, it was observed that FFVP lessened the risk of obesity, encouraged children
to eat healthier food, increased children’s awareness of a variety of fruits and vegetables, and helped
children, who would otherwise be hungry, obtain more food. School staff and parents of children
enrolled in the program noticed that children requested more fruits and vegetables and consumed fewer
unhealthy foods throughout the day.#

As mentioned above, all activities and events coordinated by the New Jersey 5 A Day Coalition are
directed toward achieving the Healthy New Jersey 2010 objective to: “Increase the percentage of
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persons (aged 18 years and over) eating at least 5 daily servings of fruits and vegetables (including
legumes) from 27.0% to 35.0%.”*

It is widely recognized that nutrition plays a significant role in health promotion and disease prevention.
It is also clear that consumers are not only listening, but also attempting to apply the information
available to them. The availability of accurate nutrition information and use of well-researched nutrition
education tools continues to be important. Tools appropriate to age and literacy level, as well as
culturally appropriate tools are needed.

The New Jersey Core Curriculum Content Standards, with which local school districts’ curricula must
be aligned, were most recently reviewed in 2004. The Standards were expanded to address in additional
depth and clarity the many health issues that face school-aged children. There was a specific effort to
increase the number of progress indicators in the Standards in grades Kindergarten through 12 that
address healthy eating, increasing physical activity, and disease prevention strategies. The next revision
of the Standards will occur in 2009.

To enhance existing nutrition and physical activity programs/services, the Nutrition and Physical
Activity Workgroup advises that New Jersey residents continue to be educated about healthy eating
patterns and exercise through such programs as the Mayor’s Wellness Campaign. Various nationwide
research has shown successful community education®™= and worksite education programs== focusing
on the importance of healthy eating patterns and moderate physical activity for cancer prevention.
Additionally, school-based curricula® have a positive impact on the eating patterns of students.
Therefore, the Nutrition and Physical Activity Workgroup proposes that New Jersey residents be
educated about the importance of dietary factors and physical activity to decrease the risk of cancer
through academic, worksite, and community education. Improving access® and services provided can
enhance existing public health programs. Additionally, high-risk groups—such as certain ethnic
groups,® those with lower incomes, and those at lower educational levels—should be targeted for
education about cancer-risk reduction.=

To promote long-term healthy eating patterns, healthy weight, and
GOAL NP-1 physical activity for cancer prevention among New Jersey
residents.

Obijective NP-1.1 |

To increase the proportion of healthy foods, especially fruits and vegetables, that New Jersey residents
consume each day.

Strategies |

NP-1.1.1 Review the New Jersey Core Curriculum Content Standards for education about diet and
nutrition, including healthy eating patterns, physical activity, and the prevention of
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cancer. Make recommendations for improvements if and where needed in time for the
2009 revisions.

NP-1.1.2 Recommend an evaluation of food services in educational institutions, daycare facilities,
and workplaces in order to implement improvements in these services in line with federal
guidelines.

NP-1.1.3 Increase access to healthy foods, especially for high-risk groups, by supporting state-level
nutrition programs, such as WIC, Fruits and Veggies — More Matters'", and Team

Nutrition.

NP-1.1.4 Assess needs and develop nutrition education programs for cancer prevention among
college students.

NP-1.1.5 Assess needs and develop nutrition education programs for cancer prevention among
Head Start parents and other low-income groups.

NP-1.1.6 Create a mass media campaign to promote statewide nutrition programs that encourage
consumption of a diet consistent with dietary guidelines.

Obijective NP-1.2 |

Enhance, or support where necessary, statewide nutrition programs to help New Jersey residents reduce
the risk of developing cancer.

Strategies |

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

NP-1.2.2 Coordinate and support comprehensive nutrition education programs in allied fields by
sponsoring collaboration.

NP-1.2.3 Encourage and support the incorporation of an evaluation component in nutrition

education programs to evaluate effectiveness in persuading people to eat healthier diets,
thereby modifying behaviors that affect cancer risk.

Obijective NP-1.3 |

To increase frequent, leisure-time physical activity, as consistent with Healthy New Jersey 2010 goals.
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Strategies |

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

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

NP-1.3.3 Support an infrastructure within state government to coordinate and collaborate on
activities among existing physical activity programs.

NP-1.3.4 Coordinate and support comprehensive physical activity education programs in allied
fields by sponsoring collaboration.

NP-1.3.5 Encourage and support the incorporation of an evaluation component in physical activity
education programs to evaluate effectiveness in persuading New Jersey residents to
increase their physical activity.

Objective NP-1.4 |

Advocate for policy and environmental changes to increase support for proper nutrition and physical
activity at the state and local level.

NP-1.4.1 Increase advocacy efforts and public support for initiatives, policy, and legislation that
promote healthy eating and physical activity.

CANCER SURVIVORSHIP AND NUTRITION/PHYSICAL ACTIVITY

Currently every year nearly 1.4 million people are diagnosed with cancer in the U.S., and
approximately 10.5 million cancer survivors are living today.® Proper nutrition and appropriate
levels of physical activity have been demonstrated as important for the optimal efficacy of cancer
treatment regimens and may reduce the chances of disease recurrence.*

Cancer survivors are intensely interested in nutrition and complementary and alternative treatment
regimens. Studies clearly demonstrate that they practice these treatments, often without the knowledge
of their physicians and often without sufficient information to support their usefulness or safety.* This
practice can have detrimental effects, as some products—such as certain dietary supplements—have
been shown to have negative interactions with some conventional cancer treatments. It is important that
patients and physicians discuss nutritional and lifestyle choices before, during, and after cancer
treatment.
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As advances in modern oncologic medical care become increasingly successful at extending the lives of
those diagnosed with cancer, and in many cases curing the disease altogether, the number of people
living with a history of cancer will continue to grow. As the number of cancer survivors increases, so
does the need to address the specific health requirements and quality of life of this population. To date
there has been limited study of the role of nutrition and physical activity in cancer survivorship.?
However, several ongoing studies are currently addressing precisely this topic, and the Nutrition and
Physical Activity Workgroup plans to closely monitor study findings.

It is necessary for cancer survivors in all stages of treatment, recovery, living after recovery and, in some
cases, living with advanced cancer to have ready access to solid evidenced-based information on dietary
habits and physical activity that will permit them to make decisions to optimize their health and well-
being. Cancer survivors should be able to obtain this information easily and to avail themselves of
appropriate professional advice and services. Access should be equivalent regardless of socioeconomic
status or education level. Finally, it is the responsibility of the healthcare community to generate this
information through further research into the impact of dietary habits, nutrition, and physical activity on

cancer survivorship.&

GOAL NP-2 To assure proper nutritional care for cancer patients.

Objective NP-2.1

Encourage healthcare professionals to use nutrition guidelines for cancer patients/survivors during and
after cancer treatment.

Strategy

NP-2.1.1 Promote national practice guidelines targeted to healthcare professionals relating to
nutritional care for cancer patients.

Objective NP-2.2 |

Provide cancer patients/survivors with information about proper nutrition and physical activity during
and after treatment.

Strategies

NP-2.2.1 Advocate for reimbursement coverage for Medical Nutrition Therapy.

NP-2.2.2 Provide support to those New Jersey residents who are receiving/or have received cancer
treatment and are currently battling a nutritional problem.
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Obijective NP-2.3 |

To provide ongoing information regarding nutrition and physical activity guidelines to cancer survivors
for the prevention of recurrence and of other cancers and chronic diseases.

Strategies |

NP-2.3.1 Assess current needs and develop educational programs for cancer survivors.

NP-2.3.2 Provide primary care physicians with educational materials to facilitate long-term care
for cancer survivors for the prevention of recurrence and of other cancers and chronic
diseases.
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