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Executive Summary
Evaluation Purpose and Evaluation Questions
The ASTHO Breast Cancer Disparities Learning Community was made possible and supported by funding from the
Centers for Disease Prevention and Control, Division of Cancer Prevention and Control’s Epidemiology and Applied
Research Branch. This coordinated effort included multi-sector partnerships of academic, research, geospatial
analysis, healthcare, and community stakeholders. This evaluation will assess the impact of ASTHO’s Breast Cancer
Disparities Learning Community on participating state health department teams. For state teams in their first year
of the learning community (Mississippi, Pennsylvania, and Wisconsin), the evaluation will assess whether or not the
ASTHO Breast Cancer Disparities Online Toolkit helped state teams improve how they identify and address breast
cancer disparities. For continuing state teams that have been involved in the ASTHO learning community since its
inception in 2015 (Arizona and West Virginia), this evaluation will analyze state data to identify increased use of
evidence based interventions and any improvements in breast cancer disparities.
ASTHO hopes to answer three questions through this evaluation of the Breast Cancer Disparities Learning Community:
1) Does participation in the ASTHO Breast Cancer Disparities Learning Community provide participating state
teams with the information, resources, and expert advice they need to better identify and address breast
cancer disparities in their states?
2) Is the ASTHO Breast Cancer Disparities Online Toolkit perceived as a user-friendly, informative and effective
resource that helps increase the capacity of health department teams?
3) Did state involvement in the learning community result in increased identification of disparities and
implementation of effective interventions?

Project Background
The ASTHO Breast Cancer Disparities Learning Community was made possible and supported by funding from the
Centers for Disease Prevention and Control, Division of Cancer Prevention and Control’s Epidemiology and Applied
Research Branch. This coordinated effort included multi-sector partnerships of academic, research, geospatial
analysis, healthcare, and community stakeholders.
Currently, black women in the U.S. are approximately 40 percent more likely to die of breast cancer than white women
once diagnosed. To address this disparity, ASTHO formed a learning community to strengthen state public health
departments’ abilities to mobilize data resources and use input from key stakeholders to more effectively address
disparities in breast cancer mortality. Through this project, state health department teams have used state-specific data
sources to identify geographic spatial analysis needs and help decisionmakers establish priorities to reduce disparities in
breast cancer screening, follow up after abnormal screening result, and treatment. Learning community participants
include two continuing states, (Arizona and West Virginia), as well as three pilot states (Mississippi, Pennsylvania, and
Wisconsin).
This project focused on all three tiers of ASTHO’s technical assistance model to ensure that ASTHO disseminates state
health departments’ learnings to ASTHO’s members, partners, and the public for maximum public health impact. ASTHO
will leverage its partnerships with state health departments, national organizations, and federal partners to implement
this model. Other state and local health departments may use the findings from this project to improve their use of public
health
data to address cancer disparities.
__________________________________________________________________________________________________
ASTHO Breast Cancer Disparities Learning Community



Year 3 Evaluation Report



1

Evaluation Design, Methods, and Limitations
This evaluation process consists of two separate evaluation instruments: an electronic Qualtrics survey distributed to
new pilot project state team leads, and, a data matrix instrument disseminated to continuing state team leads. ASTHO
programmatic staff involved in implementing learning community activities consulted with colleagues from ASTHO’s
Research and Evaluation team to develop these two instruments.
Using these instruments, pilot project state team leads, answering on behalf of their state health department teams
engaged in the learning community, indicated their level of agreement or disagreement with a brief series of prompts.
The team leads were also given the opportunity to provide written feedback on both the effectiveness and organization
of ASTHO’s online toolkit and on whether or not participating in the learning community increased the health
department’s ability to identify breast cancer disparities.
ASTHO staff also disseminated a customized Microsoft Excel data matrix to core state health department team members
from both continuing state teams. The matrix represents an addition to analogous data matrices that state teams filled
out in 2017. Guided by these instruments, which were closely informed by ASTHO’s logic model, continuing learning
community teams provided state data on a number of relevant fields, including the number of mammograms provided,
the number of breast cancer diagnoses, the time between cancer diagnosis and treatment initiation, and the number
of women treated at Commission on Cancer-accredited institutions. These data fields were stratified by two key variables:
time period and sociodemographic priority populations within each state. State teams were also asked to stratify key
data findings across the continuum of care by sociodemographic populations of interest, as indicated in their 2016 state
data report, and in subsequent virtual and in-person learning opportunities with ASTHO staff. Because priority groups
differed among states as a result of different state demographics and different state data findings, ASTHO staff
customized data matrix templates for each state team.
This data collection model allows states to provide, as comprehensively as possible based on the available data,
objective and quantitative findings that represent key short- and middle-term outcomes, as informed by ASTHO’s logic
model for this learning community. The requested data fields represent all three intervention points across the continuum
of cancer diagnosis and care that ASTHO and CDC prioritized throughout the learning community project period.
Stratifying data findings by different time periods allowed ASTHO to compare trends over time. Stratifying the data by
sociodemographic groups of interest, and tailoring these fields based each state’s priorities, allowed ASTHO to evaluate
data trends in those different sociodemographic groups. This was especially important for evaluating this learning
community because of the community’s explicit goal of reducing health disparities and promoting health equity.

Findings and Conclusions
In the Qualtrics survey, pilot state teams listed a combined 23 publicly-available data sources, along with seven data
sources that learning community state teams were able to access by connecting with state-level stakeholders as
encouraged by ASTHO over the course of the learning community. In addition, Qualtrics survey results showed that
state team leads agreed that their participation in the ASTHO learning community resulted in a stronger understanding
of breast cancer disparities in their states (mean scores were between 4 and 4.33 out of 5, where 5 represented “strongly
agree”). In addition, pilot states noted opportunities for ASTHO to improve the comprehensive online toolkit specifically
and the learning
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community events more generally. Pilot project team leads were least likely to agree that they have an improved
understanding of the geographic and sociodemographic
indicators contributing to breast cancer disparities in their
,
states (mean scores were 4.00 out of 5 for both prompts). To this end, it may be beneficial for ASTHO to focus more
strongly on these subjects during future learning community virtual events.
Finally, the data matrices showed that both Arizona and West Virginia were able to demonstrate that key programs (the
Well Woman HealthCheck Program in Arizona and the Bonnie’s Bus Mobile Mammography Program in West Virginia)
provided increased mammograms over the course of this learning community. Latino women and women living in urban
counties made up the majority of mammogram recipients in Arizona, while women in rural counties received the majority
of screenings in West Virginia. Most of the Arizona and West Virginia data pertaining to breast cancer diagnoses, time
between screening and diagnosis, time between diagnosis and treatment, and treatment quality are too sparse to make
inferences from, or do not coincide with the learning community time period. In the future, better data linkages may allow
ASTHO to complete a more rigorous evaluation of continuing states’ data-driven actions in this learning community.
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Evaluation Purpose and
Evaluation Questions
,
Evaluation Purpose

This evaluation will assess the impact of ASTHO’s Breast Cancer Disparities Learning Community on participating
state health department teams. For state teams in their first year of the learning community (Mississippi,
Pennsylvania, and Wisconsin), the evaluation will assess whether or not the ASTHO Breast Cancer Disparities Online
Toolkit helped state teams improve how they identify and address breast cancer disparities.
For continuing state teams that have been involved in the ASTHO learning community since its inception in 2015
(Arizona and West Virginia), this evaluation will analyze state data to identify increased use of evidence based
interventions and any improvements in breast cancer disparities. The data fields requested from each state team,
which are discussed in greater detail in the Evaluation Methods and Limitations section of this report, are closely
informed by the learning community activities and desired outcomes as outlined in the ASTHO Breast Cancer
Disparities Logic Model. ASTHO’s Chronic Disease and Research and Evaluation teams developed the logic model
in 2016 as a blueprint for this learning community (see Appendix I).
This report’s intended audience includes all stakeholders involved in the ASTHO learning community, including
participating state teams, ASTHO staff, national partners and experts, and CDC leadership. This broad dissemination will
help ensure that all involved stakeholders have an improved understanding of both the impacts of the ASTHO learning
community to date and ASTHO’s opportunities to improve how resources and technical assistance are collectively
delivered to state health department teams and their stakeholders. This report may also be shared with web design or
web development firms contracted by ASTHO in order to inform opportunities to improve the design of the ASTHO
online toolkit.
This report’s findings will inform how ASTHO updates the online toolkit to make it more clear, effective, and user friendly.
Findings specific to the online toolkit will also inform how ASTHO designs subsequent virtual learning and technical
assistance opportunities for state health department teams and other breast cancer stakeholders to better identify and
address breast cancer disparities. Finally, the findings of this report will help determine how effectively ASTHO has
engaged with state teams in their third year of participating in the ASTHO breast cancer disparities learning community.
Because the data provided by the continuing state teams are stratified by sociodemographic priority groups and
intervention points along the continuum of breast cancer care, ASTHO will have the opportunity to understand these
states’ unmet needs related to data sources and action planning.
The ASTHO Breast Cancer Disparities Learning Community was made possible and supported by funding from the
Centers for Disease Prevention and Control, Division of Cancer Prevention and Control’s Epidemiology and Applied
Research Branch. This coordinated effort included multi-sector partnerships of academic, research, geospatial
analysis, healthcare, and community stakeholders.

Evaluation Questions
ASTHO hopes to answer the following three questions through this evaluation of the Breast Cancer Disparities
Learning Community:
1) Does participation in the ASTHO Breast Cancer Disparities Learning Community provide participating state
teams with the information, resources, and expert advice they need to better identify and address breast
cancer disparities in their states?
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2) Is the ASTHO Breast Cancer Disparities Online Toolkit perceived as user-friendly, informative and effective
resource that helps increase, the capacity of health department teams?
3) Did state involvement in the learning community result in increased identification of disparities and
implementation of effective interventions?
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Project Background ,
Breast cancer is one of the most common types of cancers among women. Although there has been a decline in breast
cancer mortality since the 1990s, breast cancer still remains the second leading cause of cancer deaths among women.
Estimates indicate that approximately 266,120 new cases of invasive breast cancer will be diagnosed in women in 2018.
Not all racial groups have benefited equally from recent advances in treatment and early detection, and currently black
women in the U.S. are approximately 40 percent more likely to die of breast cancer than white women.
To address this disparity, ASTHO received funding from the Centers for Disease Prevention and Control, Division of
Cancer Prevention and Control’s Epidemiology and Applied Research Branch to form the ASTHO Breast Cancer
Disparities Learning Community with state health department teams. This coordinated effort included multi-sector
partnerships of academic, research, geospatial analysis, healthcare, and community stakeholders. The learning
community aims to strengthen state public health departments’ abilities to mobilize data resources and use input
from key stakeholders to more effectively to address disparities in breast cancer mortality. The states participating
in this learning community consist of two states that have been involved with the project since year one of the project
(Arizona and West Virginia), as well as with the pilot states that joined for year three of the project (Pennsylvania,
Mississippi, and Wisconsin). Through this project, state health department teams used state-specific data to identify
geographic spatial analysis needs and help decisionmakers establish priorities to reduce the health disparities gaps
in breast cancer screening, follow up after abnormal screening result, and treatment.
In the first year of this learning community, ASTHO convened a series of in-person and virtual meetings with national
experts and a variety of state stakeholders to obtain and analyze state-specific data using GIS mapping techniques.
National experts involved in this project include CDC researchers from the Division of Cancer Prevention and Control;
representatives from hospital systems, research institutions, and national foundations; and state-level breast cancer
stakeholders, including healthcare providers, community groups, and public and private healthcare payers. States
focused their data analysis and mapping efforts in three CDC-recommended cancer continuum areas: screening, follow
up after abnormal screening result, and treatment quality. At the end of the project’s first year, states presented data
reports before a national partner audience expert panel representing hospital systems, national research entities,
community health centers, and foundations, and received feedback on additional data analysis opportunities and items
to include on their upcoming state action plans. Among the national partners supporting the Breast Cancer Disparities
Learning Community is Esri, an international supplier of geographic information system (GIS) software, web GIS, and
geodatabase management applications, which has provided in-kind support to the demonstration states.
In the second year of this learning community, states continued to collaborate with the above national experts and
state-level stakeholders through in-person and virtual meetings to analyze additional data and draft and execute action
plans to translate data findings and stakeholder recommendations into interventions that reduce sociodemographic
disparities in breast cancer screening, follow up after abnormal screening result, and treatment quality. States also
created, refined, and enhanced collaboration between health systems, public health payers, and community partners
to create a “systems of care” network spanning clinical, community, and public health settings that identify individuals
with breast cancer.
During the third year of the learning community, the continuing states (West Virginia and Arizona) were able to
collaborate to complete sustainability plans. Additionally, new pilot states (Mississippi, Pennsylvania, and Wisconsin)
approached the learning community using ASTHO’s Breast Cancer Online Toolkit as a guide. ASTHO created the online
toolkit to capture the resources, best practices, and lessons learned that emerged from the learning community.
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The toolkit is part of a single electronic repository that other states may reference when undertaking their own efforts to
identify and reduce disparities in breast, cancer mortality. Using the online toolkit as a model, the pilot states were ableto
participate in virtual learning sessions with continuing state teams and gain input from national partners to enhance
evidence-based practices regarding approaches to breast cancer screening, referral to care, and treatment quality.
This project has focused on all three tiers of ASTHO’s technical assistance model to ensure that ASTHO disseminates the
learnings from demonstration state health departments to ASTHO’s members, partners, and the general public for
maximum public health impact. ASTHO will leverage its partnerships with state health departments, national
organizations, and federal partners to implement this model. Although this document aims to evaluate ASTHO’s Breast
Cancer Disparities Learning Community’s impact on participating state health department teams, other state and local
health departments may use the findings from this project to improve their use of public health data to address
cancer disparities.
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Evaluation Methods and Limitations
This evaluation process consists of two separate evaluation instruments: an electronic Qualtrics survey distributed to
new pilot project state team leads, and a data matrix instrument disseminated to continuing state team leads. ASTHO
programmatic staff involved in implementing learning community activities consulted with colleagues from ASTHO’s
Research and Evaluation team to develop these two instruments. The strengths and limitations of each instrument
are discussed in great detail below:

Qualtrics Survey for New Pilot Project States
In April 2018, ASTHO staff disseminated an electronic Qualtrics survey to team leads from each of the three pilot
project state teams to answer the first two key questions that motivated ASTHO to conduct this evaluation:
1) Does participation in the ASTHO Breast Cancer Disparities Learning Community provide participating state
teams with the information, resources, and expert advice they need to better identify and address breast
cancer disparities in their states?
2) Is the ASTHO Breast Cancer Disparities Online Toolkit perceived as user-friendly, informative and effective
resource that helps increase the capacity of health department teams?
ASTHO surveyed team leads only in order to minimize the time commitment needed to provide insights back to ASTHO.
ASTHO staff determined that obtaining subjective feedback directly from state health department teams involved in
the learning community would be sufficiently valuable in assessing the effectiveness of learning community activities
and the online toolkit as a comprehensive resource.
In order to show ASTHO which data sources the state health department teams had access to and were comfortable
using when drafting their initial state data reports, team leads, listed their publicly-available data sources for breast cancer
statistics, along with data sources made available through state-level stakeholders. Through the Qualtrics survey, team
leads also indicated their level of agreement or disagreement with a brief series of prompts, and were given the
opportunity to provide written feedback on the effectiveness of ASTHO’s online toolkit and on whether or not
participation in the learning community increased the health department’s ability to identify breast cancer disparities.
The primary limitation of this instrument is that ASTHO only assessed short-term breast cancer disparities outcomes
for pilot project learning community states, because these states have not had an opportunity to implement data-driven
action steps that may result in discernable middle- or long-term outcomes. This analogous decision was made
regarding the Arizona and West Virginia teams after the first year of their participation in the ASTHO learning community
– after one year, those state teams were responsible for providing a state data report that would be used to inform
subsequent data-driven action steps to address breast cancer disparities. Similarly, future participation of these pilot
project state teams in the ASTHO learning community, geared toward drafting and executing a breast cancer disparities
action plan, would put ASTHO in a stronger position to objectively and quantitatively assess more long-term outcomes
pertaining to breast cancer disparities in participating states.
(A complete listing of questions and data findings from this instrument is included in Appendix II.)
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Data Matrix Instrument for Continuing States
In April 2018, ASTHO staff disseminated a customized Microsoft Excel data matrix to core state health department
team members from both continuing state teams in order to answer the third key question that motivated ASTHO to
conduct this evaluation:
3) Did state involvement in the learning community result in increased identification of disparities and
implementation of effective interventions?
The pair of data matrices passed along to continuing states represents an addition to analogous data matrices that
state teams filled out in 2017. Following the second year of their participation in the ASTHO learning community,
learning community teams provided state data on a number of relevant fields, closely informed by ASTHO’s logic
model. The fields included the number of mammograms provided, the number of breast cancer diagnoses, the
time between diagnosis and treatment initiation, and the number of women treated at Commission on
Cancer-accredited institutions. The logic model’s emphasis on screening, time to treatment, and quality care is itself
informed by CDC research indicating that disparities between black and white women in these areas along the
continuum of care contribute to disparities in mortality rates. In the 2018 data matrices, ASTHO added fields to
allow continuing state teams to provide updated data. ASTHO staff deliberately decided to leave the core structure
of the data instrument unchanged to make the tool as easy as possible for state teams to complete.
The data fields requested from each state team were stratified by two key variables: time period and sociodemographic
priority populations within each state. Five time periods are defined in the full, current iteration of the continuing state
data matrices. The three initial time periods cover data provided by the Arizona and West Virginia state teams when
they initially completed the data instrument in 2017. The two final time periods represent the updated data that these
states provided when ASTHO administered this instrument in April 2018.
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Time Period
Justiﬁcation
October 2015 to June 2016 This �me period
, represents the ﬁrst year of the learning community, during which ASTHO
staﬀ and par�cipa�ng state teams convened regularly in-person and virtually to improve
state teams’ GIS mapping and data analysis capacity.
July 2016 to October 2016 No virtual or in-person learning community ac�vi�es were conducted during this �me period.
November 2016 to May
2017
June 2017 to October
2017
November 2017 to April
2018

This �me period represents the second year of the learning community, during which ASTHO
staﬀ and par�cipa�ng state teams convened regularly in-person and virtually to translate
data ﬁndings into evidence-based and sustainable ac�on plans to address breast cancer
dispari�es.
No virtual or in-person learning community ac�vi�es were conducted during this �me period.
This �me period represents the third year of the learning community, during which ASTHO
staﬀ and par�cipa�ng state teams convened virtually to con�nue suppor�ng implementa�on
of data-driven ac�on, with an increased emphasis on sustainability.

ASTHO also asked state teams to stratify key data findings across the continuum of care by sociodemographic
populations of interest, as indicated in the teams’ 2016 state data reports and in subsequent virtual and in-person
learning opportunities with ASTHO staff. Because priority groups differed among states as a result of different state
demographics and data findings, ASTHO staff customized data matrix templates for each state team. ASTHO defined
these stratifications to maximize the likelihood that state teams would have relevant data defined by the selected
sociodemographic groups.
Arizona Stratiﬁcations
Race/Ethnicity: Deﬁned as Black/African American,
White, La�no, or Na�ve American
Urban/Rural Residence: Deﬁned by county.

West Virginia Stratiﬁcations
Urban/Rural Residence: Deﬁned by county.
Insurance Status: Deﬁned as either private insurance
or Medicaid.

Insurance Status: Deﬁned as either private insurance
or Medicaid.

This data collection model allows states to provide, as comprehensively as possible based on the available
data, objective and quantitative findings that represent key short- and middle-term outcomes as informed
by ASTHO’s logic model for this learning community. The requested data fields represent all three intervention
points across the continuum of cancer diagnosis and care that ASTHO and CDC prioritized throughout the
learning community project period. Stratifying data findings by different time period allowed ASTHO to compare
trends over time. Stratifying the data by sociodemographic groups of interest, and tailoring these fields based on
each state’s priorities, allowed ASTHO to evaluate data trends in those different sociodemographic groups. This
was especially important for evaluating this learning community because of the community’s explicit goal of
reducing health disparities and promoting health equity.
There are several limitations to this form of data collection. First, it is not possible to causally link any changes
in data across time to the activities and interventions resulting from this learning community; we can only
observe associations. Second, because of the specificity of stratification that ASTHO requested, states were unable
to complete every requested data field. Third, because states’ data sources differed so greatly, it’s not possible to
do data comparisons between states.
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Because the states’ data sources are not representative, it is also not possible in most instances to use the data matrices
to make inferences about a state as a whole.
One final key limitation of this instrument is that it does not attempt to
,
assess long-term outcomes of this learning community as described by the ASTHO logic model. Consultation with
ASTHO evaluation experts and CDC leadership determined that these high-priority long-term outcomes of decreased
health disparities and improved health outcomes are unlikely to be measured in a manner tied to this learning
community less than two years after states implement data-driven action steps.
(A complete listing of requested data fields and data findings from this instrument is included in Appendix III.)
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Findings, Conclusions,
and Recommendations
,
Below are evaluation data from all currently participating learning community states and ASTHO’s conclusions and
recommendations made as a result of this data. Complete data findings are included in Appendix II (pilot project
states) and Appendix III (continuing states).

Data Findings
In the Qualtrics survey, pilot state teams listed a combined 23 publicly-available data sources, along with seven data
sources that learning community state teams were able to access by connecting with state-level stakeholders as
encouraged by ASTHO over the course of the learning community. Some of the public data sources listed, like the
Behavioral Risk Factor Surveillance System and state cancer registries, were mentioned by multiple states.
Survey findings showed that state team leads agreed that their participation in the ASTHO learning community
resulted in a stronger understanding of breast cancer disparities in their states (mean scores were between 4 and
4.33 out of 5, where 5 represented “strongly agree”). For example, pilot state team leads agreed that as a result of
the data sources made available through the learning community, their state health departments are better able to
identify breast cancer disparities (mean score was 4.33 out of 5). Pilot state team leads also agreed that the online
toolkit is a helpful and user-friendly resource. For example, pilot states all strongly agreed that ASTHO templates and
examples from past learning community states were useful in helping pilot project states draft data reports and
display learning community maps and findings (mean score was 5.00 out of 5).
Pilot states’ written survey input provided ASTHO with additional opportunities to improve the comprehensive
online toolkit specifically and learning community events more generally. Pilot states recommended adding two
resources to the online toolkit: the National Program Identifier Registry and a diagram that educates stakeholders
on breast cancer research. Team leads also recommended areas of expertise that ASTHO could incorporate into
learning community virtual convenings, suggesting more information on GIS mapping, infographics, and examples
of state interventions that have reduced breast cancer disparities.
The Arizona team was able to provide ASTHO with state breast cancer screening data from October 2015 through
December 2017, which the learning collaborative team sourced from the state’s Well Woman HealthCheck Program
(WWHP). The Arizona team was able to submit 2014 and 2015 diagnosis and time to treatment initiation data using
the state’s cancer registry. WWHP data indicate that most of the screenings that took place between June and October
2017 were provided to Latino women (86.6%) and women living in urban counties (87.2%). The screening counts
also indicate that the number of women screened per month has increased over the course of the learning community.
Diagnosis and treatment data available from Arizona’s state cancer registry are largely outside the timeframe of this
learning community. However, the data Arizona provided from 2014 and 2015 do indicate that overall, the time
between breast cancer diagnosis and treatment exceeded 30 days more frequently in 2015 than in 2014. In addition,
cancer registry data show that the majority of breast cancer diagnoses in Arizona are among white women and women
who live in urban counties, and that these trends are largely stable for these two years.

__________________________________________________________________________________________________
ASTHO Breast Cancer Disparities Learning Community



Year 3 Evaluation Report



12

The West Virginia team was able to provide screening, diagnosis, time to diagnosis, and time to treatment data
,
for all five requested time periods, citing a variety of data sources, including the Bonnie’s Bus mobile mammography
program, the state breast and cervical cancer screening program (BCCSP), and the state Medicaid agency.
West Virginia data covering the November 2017¬–April 2018 project period showed that mammograms provided
by Bonnie’s Bus generally increased in frequency during that time, and that most of the women served by that program
lived in rural counties (62.1%). The data also showed that the period between screening and diagnosis was shortest
for BCCSP women out of any learning community timeframe (15.5 days on average). Data in this timeframe was not
available for the period between diagnosis and treatment initiation, but that figure was at its highest among BCCSP
women between June 2017 and October 2018 (40.9 days on average).

Conclusions
In their survey feedback, the pilot state team leads consistently agreed that ASTHO’s learning community events and
resources successfully improved state teams’ capacities to better understand breast cancer disparities in their states.
In addition, all prompts that assessed the effectiveness of the online toolkit and the learning community more generally
received a score of 4.00 out of 5 or greater. The two prompts that scored the lowest (mean score of 4.00) pertained
to state health department teams having an improved understanding of geographic and sociodemographic indicators
contributing to breast cancer disparities in their states. This indicates that it could be beneficial for ASTHO to focus
more on these subjects during learning community virtual events. State teams’ concrete suggestions to address
infographics, GIS mapping, and state examples will inform ASTHO’s future virtual learning sessions or technical
assistance webinars as ASTHO continues providing support to pilot project state teams.
States’ quantitative and written feedback also provided opportunities to improve the online toolkit. Pilot state team
leads least strongly agreed that the online toolkit was useful in helping their states identify breast cancer disparities
(mean score was 4.33 out of 5), but states more strongly agreed that the content was useful, and that the online toolkit
was user-friendly (mean scores were 4.67 out of 5). Adding specifically-recommended online toolkit content and
information regarding virtual learning opportunities could help ensure that the online toolkit is a comprehensive and
informative resource for these states and any toolkit visitors who are interested in addressing breast cancer disparities
in their localities.
The most important conclusion that ASTHO could make from the Arizona data is that WWHP screenings have increased
over the course of the learning community in a manner that coincides with the organization’s decision to offer screenings
to women starting at age 40 instead of age 50. (Arizona implemented this policy change through revised contracts
with mammogram providers upon learning that minority women are diagnosed with breast cancer on average seven
years earlier than white women.) The majority of WWHP screenings are provided to Latino women and women from
other racial and ethnic minorities, which is consistent with the Arizona team’s stated goal of screening all WWHP
beneficiaries starting at age 40.
Similarly, the strongest conclusion that can be made from the West Virginia team’s data submission is that the
frequency of mammograms provided by Bonnie’s Bus has increased over the course of this program, especially in
rural areas. This corresponds to the West Virginia team’s stated priority of providing additional mammograms in
underserved rural areas, as informed by West Virginia’s year one data report. The data on
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time to diagnosis and treatment for women with Medicaid, which the West Virginia team provided during year
three of this program, are very sparse (e.g., two counts in total between November 2017 and April 2018). Therefore,
trends noted in those fields don’t necessarily
apply to the state’s Medicaid population or general population.
,
Because neither state reported cancer registry data from 2016 or later, it is not possible for ASTHO to make inferences
about either state as a whole at this time. Additionally, some inferences cannot be made because state health
department teams do not have access to relevant data sources. Most notably, neither the Arizona team nor the
West Virginia team was able to provide data regarding how many women were treated for breast cancer at Commission
on Cancer-accredited facilities, one of several possible measures of treatment quality. In addition, data from both
states on breast cancer diagnoses either come from the state cancer registry, and are largely outside the time that
this learning community took place, or are too sparse for ASTHO to make any inferences to the state as a whole.

Recommendations
As a result of the evaluation data and conclusions noted above, ASTHO makes the following recommendations
pertaining to the learning community’s future activities and resources:
1) Include resources on data visualization under the Resources tab of the online toolkit, citing existing
examples from participating state teams whenever possible. Being able to clearly communicate data
findings could be very helpful to participating state health department teams, especially considering the
emphasis that ASTHO placed on the year one data reports and how they can be utilized as tools to
communicate important insights on breast cancer disparities to a wide variety of stakeholders. Written and
quantitative feedback from pilot project states indicate that examples from past states are useful tools, so
referring back to those when possible will continue to make for effective learning community content to
expand the data sharing capacity of newer state teams.
2) Place greater emphasis on expanding data sources through key partnerships in both virtual technical
assistance opportunities and online toolkit content. When they completed their data reports, pilot project
state teams reported having far fewer partner data sources available for their data reports than the
continuing state teams did as they completed their data reports in 2016. This is likely tied to ASTHO’s
lack of in-person engagement with pilot project teams and their key stakeholders compared to the first
year of the learning community. More robust support on how to involve external partners with relevant data
sources might improve the scope and completeness of subsequent data reports from pilot project states or
additional states joining the learning community. This will likely also help states improve their understanding
of state-specific geographic and sociodemographic indicators that contribute to breast cancer disparities.
3) Keep supporting continuing state teams as they implement the evidence-based, data-driven action steps
and data linkages that will allow ASTHO to more completely evaluate these interventions. The vast majority
of the data provided by the Arizona and West Virginia teams is not representative of each state as a whole,
and generally does not indicate any clear temporal trends that are strongly associated with each state’s
participation in the learning community since 2015. However, the data that Arizona and West Virginia
provided show that key data-driven actions that both states took to expand breast cancer screening in
priority populations (e.g., rural women in West Virginia) do make a difference. ASTHO continuing to support
the implementation of evidence-based interventions, and ensuring that data is available to evaluate their
impact, should allow subsequent data requests to indicate substantive population-level changes as described
__________________________________________________________________________________________________
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by the ASTHO logic model for this learning community. As states’ learning community participation lengthens,
available state cancer registry
, data may become more relevant to evaluating key learning community questions.
4) Revisit the importance of defining and measuring treatment quality. After nearly three years of learning
community participation, continuing state teams are both still unable to report on data measures relating
to treatment quality, one of the three intervention points along the continuum of care that both ASTHO and
CDC emphasized when designing learning community activities. Expanding states’ understanding of how
to measure treatment quality, or helping states ensure that they have access to the data they need to
complete the data matrix fields relating to treatment quality, would allow continuing state teams to better
understand the differences in treatment quality for women with breast cancer, and how these differences
might impact disparities in mortality rates.
ASTHO is a national, consensus-driven organization representing state/territorial governmental public health.
We serve the professional needs of the secretaries, commissioners, and leading health agency officials in all
50 states, District of Columbia, and the U.S. territories. ASTHO provides a leadership home for state health
agency executives to learn and share best practices and receive guidance and support throughout their
leadership journey. Through our portfolio of organizational services, ASTHO operates within three core functions:
(1) leadership development and state/territorial support, (2) advocacy - serving as a collective voice for state/
territorial public health, and (3) capacity building - focused on technical assistance; case studies; learning
materials; peer networks; and learning communities.
The ASTHO Breast Cancer Disparities Learning Community was made possible and supported by funding
from the Centers for Disease Prevention and Control, Division of Cancer Prevention and Control’s Epidemiology
and Applied Research Branch. This coordinated effort included multi-sector partnerships of academic, research,
geospatial analysis, healthcare, and community stakeholders.
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Appendix I: ASTHO Breast Cancer Disparities Logic Model
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Appendix II: Complete Data Findings – Pilot Project States
Please list below all of the publicly available data sources (e.g., National Cancer Institute State Cancer
Profiles, the Behavioral Risk Factor Surveillance System, the state cancer registry) and data sources available
through state-level stakeholders (e.g., insurance payer partners’ claims data and clinical partners’ inpatient
data) as a result of the Breast Cancer Disparities Learning Community starting in December 2017.
Publicly available data sources
Mississippi (n=6)
Mississippi State Department of Vital
Records & Statistics

Pennsylvania (n=6)
Pennsylvania Cancer Registry

National Provider Identifier

Vital Statistics (Mortality)

Small Area Health Insurance Estimates

U.S. Census data

U.S. Census data

Susan G. Komen Community Profiles

Mississippi Cancer Registry

National Cancer Institute State
Cancer Profile
Behavioral Risk Factor Surveillance
System

FDA (Mammography)

17

Wisconsin (n=11)
“Wisconsin Cancer Statistical Fact
Sheet: Racial and Ethnic Cancer
Disparities” (May 2017)
“Wisconsin Cancer Survival” report
(September 2016)
Wisconsin Facts and Figures 2016
website (August 2016)
“Breast Cancer Disparities Between
African American and White
Women in Wisconsin” report (June
2016)
“In Situ Breast Cancer in Wisconsin”
bulletin (November 2015)
“Understanding the Changing
Trajectories of Cancer and Heart
Disease Mortality in Wisconsin”
report (July 2015)
“Wisconsin Cancer Reporting
System Data Quality Task Force
Final Report” (June 2015)
American Cancer Society and
Wisconsin Cancer Reporting System
report “Wisconsin Cancer Facts and
Figures, 2013-14”
Wisconsin Interactive Statistics on
Health Query System cancer
module
National Cancer Institute SEER*Stat
Software (used to analyze
Wisconsin mortality data)
Behavioral Risk Factor Surveillance
System

Data sources available through state-level stakeholders
Mississippi (n=2)
Pennsylvania (n=1)
Mississippi Hospital Discharge Data
HealthyWoman Program data
System
Mississippi State Department of
Health breast and cervical cancer data

Wisconsin (n=4)
Wisconsin Medicaid policy
(BadgerCare Plus enrollment
activities)
Screening activity data from the
Wisconsin Well Woman Program (a
CDC National Breast and Cervical
Cancer Early Detection Program)
Medicaid claims payment data
Healthcare Effectiveness Data and
Information Set

Please indicate your level of agreement with the following statements.
Prompt

Responses

Mean
Score*

As a result of the data sources made available through the Breast Cancer
Learning Community, my state health department has been able to better
3
4.33
identify breast cancer disparities.
As a result of the Breast Cancer Learning Community my state health
department better understands the geographic indicators that contribute to
3
4.00
disparities in breast cancer in our state.
As a result of the Breast Cancer Learning Community my state health
department better understands the sociodemographic indicators that
3
4.00
contribute to disparities in breast cancer in our state.
*Responses were scored on a scale from 1 to 5, with 1 representing “strongly disagree” and 5 representing “strongly
agree.”

Please indicate your level of agreement with the following statements related to the ASTHO Breast Cancer
Online Toolkit.
Prompt

Responses

Mean
Score*

The ASTHO Breast Cancer Online Toolkit is useful in helping my state identify
3
4.33
breast cancer disparities.
The resources (e.g., literature reviews, external links, etc.) available through
3
4.67
the ASTHO Breast Cancer Online Toolkit are relevant to my state's work.
The ASTHO templates and examples from past learning community states are
useful in helping draft data reports displaying breast cancer disparity maps and
3
5.00
findings.
The online toolkit is user-friendly (e.g., organizationally intuitive).
3
4.67
*Responses were scored on a scale from 1 to 5, with 1 representing “strongly disagree” and 5 representing “strongly
agree.”
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What resources if any, are missing from the ASTHO Breast Cancer Online Toolkit?
Responses (n=3)
When talking to stakeholders I would include a diagram that includes all the things researchers think may be
contributing to breast cancer disparities. The one I used cites Danforth, Breast Cancer Research 2013.
National Provider Identifier link – https://npiregistry.cms.hhs.gov/
I can't think of anything at this time.

Please provide any additional comments regarding the online toolkit in the space below.
Responses (n=2)
We were very lucky to be in year 2 of this project, as year 1 state reports were very helpful. Knowing we don't
need to have all the answers on June 4th but will continue with our next steps has been very helpful from reading
those year 1 reports.
This is an excellent resource! We will continue to use it as we move into our new program year. Our work plan for
the upcoming program year (July 1, 2018- June 30, 2019) includes a number of activities aimed at providing
important information and referring African American women to screening, diagnostic and treatment resources.
We plan to form a patient navigation work group in the coming months. The toolkit will help us focus on the
vision, mission and activities for the work group, especially for those patient navigators who are working with
women in the African American community in Milwaukee.

What additional areas of expertise, if any, could be incorporated in future learning community events (e.g.,
technical assistance webinars and virtual learning sessions) to ensure teams are well prepared to analyze
breast cancer disparities in their states?
Responses (n=3)
I already have some experience using infographics and how to present data back to stakeholders, and I think this
skill is so crucial in getting stakeholders to understand results.
A GIS demonstration of a national dataset for all three (3) states. James Kelley, MS, Data Manager has stated he is
willing to perform the demonstration.
It's always important to include as many examples as possible of activities that have "made a difference" in
eliminating disparities. I really appreciated hearing from the other states.
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Appendix III: Complete Data Findings – Continuing States
Arizona
Measure

Arizona Data (report a number based on the measure
definitions lists above)
Oct. 1,
2015 –
June 30,
2016

1

2

3
4
5

July 1,
2016 –
Oct. 31,
2016

Nov. 1,
2016 –
May 31,
2017

June 1,
2017 –
Oct. 31,
2017

Nov. 1,
2017 –
Dec. 31,
2017

Number of women
screened for breast
cancer

Number of Black or
African American
women screened for
breast cancer
Number of White
women screened for
breast cancer
Number of Latino
women screened for
breast cancer
Number of Native
American women
screened for breast
cancer

Data Source (indicate
the data source for
each measure below)

Notes (include any needed clarifying
comments)

CDC’s CaST database
and the Well Woman
HealthCheck Program
(WWHP)

There is no current dataset that represents the whole state;
data presented here is Arizona National Breast and Cervical
Cancer Early Detection Program (WWHP) data only. This
population is only for uninsured or underinsured women
who are at ≤ 250% of the federal poverty level. Data was
pulled through Dec. 31, 2017; data from 2018 is incomplete
and still being entered by data staff.

4,877

2,567

4,051

3,601

1,474

41

24

39

33

14

CaST database and
WWHP

This data is not representative of the state, only
of the WWHP program data
This data is not representative of the state, only
of the WWHP program data.

524

288

462

355

143

CaST database and
WWHP

4,005

2,192

3,474

3,118

1,293

CaST database and
WWHP

This data is not representative of the state, only
of the WWHP program data.

44

20

34

39

3

CaST database and
WWHP

This data is not representative of the state, only
of the WWHP program data.
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6

7

8

9

Number of women
screened for breast
cancer from rural
counties

1,108

Number of women
screened for breast
cancer from urban
counties

Number of women
screened for breast
cancer with private
insurance
Number of women
screened for breast
cancer with Medicaid

3,769

624

1,943

861

3,190

Number of women
diagnosed with
breast cancer

3,139

203

673

CaST database and
WWHP (Maricopa,
Mohave, Pima, Pinal,
Yavapai, and Yuma
counties)

N/A

N/A

N/A

N/A

N/A

No access to the data.

N/A

N/A

N/A

N/A

N/A

No access to the data.

2014
10

575

CaST database and
WWHP (Apache,
Cochise, Coconino, Gila,
Graham, Greenlee, La
Paz, Navajo, and Santa
Cruz counties)

Beale rural-urban continuum codes are commonly used to
determine rural and urban counties; however, in Arizona
the counties are much larger and more spread out,
therefore we will not use this system, but instead use the
county population to determine the urban and rural
counties. Any county that has a population that is ≥ 200,000
will be included as an urban county; however, although
some of the counties have a higher population (e.g. Pinal
County), they may not have access to tertiary care and may
use larger counties resources for care.
Beale rural-urban continuum codes are commonly used to
determine rural and urban counties; however, in Arizona
the counties are much larger and more spread out.
Therefore, we will instead use the county population to
determine the urban and rural counties. Any county that
has a population that is ≥ 200,000 will be included as an
urban county. However, although some of the counties
have a higher population (e.g. Pinal County), they may not
have access to tertiary care and may use larger counties
resources for care.

2015

4,650

4,626
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Arizona Cancer
Registry, 2015

2014 incidence data is included in the green
boxes; data from 2015 is included in the blue
boxes.

11

12
13
14

15

16

17

18

Number of Black or
African American
women diagnosed
with breast cancer
Number of White
women diagnosed
with breast cancer
Number of Latino
women diagnosed
with breast cancer
Number of Native
American women
diagnosed with
breast cancer
Number of women
diagnosed with
breast cancer from
rural counties
Number of women
diagnosed with
breast cancer from
urban counties
Number of women
diagnosed with
breast cancer with
private insurance
Number of women
diagnosed with
breast cancer with
Medicaid

137

158

Arizona Cancer
Registry, 2015

3,791

3,706

Arizona Cancer
Registry, 2015

464

497

Arizona Cancer
Registry, 2015

96

Arizona Cancer
Registry, 2015

325

317

Arizona Cancer
Registry, 2015

4,323

4,307

Arizona Cancer
Registry, 2015

97

2014 incidence data is included in the green
boxes; data from 2015 is included in the blue
boxes.
2014 incidence data is included in the green
boxes; data from 2015 is included in the blue
boxes.
2014 incidence data is included in the green
boxes; data from 2015 is included in the blue
boxes.
2014 incidence data is included in the green
boxes; data from 2015 is included in the blue
boxes.
2014 incidence data is included in the green
boxes; data from 2015 is included in the blue
boxes. Rural counties include those listed above
in I67.
2014 incidence data is included in the green
boxes; data from 2015 is included in the blue
boxes. Urban counties include those listed
above in I68.

N/A

N/A

No access to the data.

N/A

N/A

No access to the data.
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19
20

21
22
23

24

25

26

27

Time to breast cancer
diagnosis
Time to breast cancer
diagnosis among
Black or African
American women
Time to breast cancer
diagnosis among
White women
Time to breast cancer
diagnosis among
Latino women
Time to breast cancer
diagnosis among
Native American
women
Time to breast cancer
diagnosis among
women from rural
counties
Time to breast cancer
diagnosis among
women from urban
counties
Time to breast cancer
diagnosis among
women with private
insurance
Time to breast cancer
diagnosis among
women with
Medicaid

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

23

2014
28

29

30

31

32

33

0-29 days: 2,465
30-59 days: 1,544
60-89 days: 409
90 + days: 232

Time to breast cancer
treatment initiation
Time to breast cancer
treatment initiation
among Black or
African American
women
Time to breast cancer
treatment initiation
among White women

0-59 days: 118

0-59 days: 3,374

Time to breast cancer
treatment initiation
among Latino women
Time to breast cancer
treatment initiation
among Native
American women
Time to breast cancer
treatment initiation
among women from
rural counties

0-59 days: 390

0-59 days: 81

N/A

2015
0-29 days: 1,879
30-59 days: 3,551
60-89 days: 388
90+ days: 183
0-29 days: 74
30-59 days: 44
60-89 days: 17
90+ days: 9
0-29 days: 1,610
30-59 days: 1,412
60-89 days: 291
90+ days: 136
0-29 days: 159
30-59 days: 191
60-89 days: 71
90+ days: 35
0-29 days: 36
30-59 days: 25
60-89 days: 9
90+ days: 3

N/A

Arizona Cancer
Registry, 2015

Please note that this is preliminary data that
may change as quality control and review of
cases may change dates of treatment or
diagnosis.

Arizona Cancer
Registry, 2015
Arizona Cancer
Registry, 2015
Arizona Cancer
Registry, 2015
Arizona Cancer
Registry, 2015

Data not available.
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34

35

36

37

38

39

Time to breast cancer
treatment initiation
among women from
urban counties
Time to breast cancer
treatment initiation
among women with
private insurance
Time to breast cancer
treatment initiation
among women with
Medicaid
Number of women
treated for breast
cancer at a
Commission on
Cancer-accredited
institution
Number of Black or
African American
women treated for
breast cancer at a
Commission on
Cancer-accredited
institution
Number of White
women treated for
breast cancer at a
Commission on
Cancer-accredited
institution

N/A

N/A

Data not available.

N/A

N/A

Data not available.

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.
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40

41

42

43

Number of Latino
women treated for
breast cancer at a
Commission on
Cancer-accredited
institution
Number of Native
American women
treated for breast
cancer at a
Commission on
Cancer-accredited
institution
Number of women
from rural counties
treated for breast
cancer at a
Commission on
Cancer-accredited
institution
Number of women
from urban counties
treated for breast
cancer at a
Commission on
Cancer-accredited
institution

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.

26

44

45

Number of women
with private
insurance treated for
breast cancer at a
Commission on
Cancer-accredited
institution
Number of women
with Medicaid
treated for breast
cancer at a
Commission on
Cancer-accredited
institution

N/A

N/A

N/A

Data not available.

N/A

N/A

N/A

Data not available.
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West Virginia
Measure

1

2

3

4

5

Number of
women screened
for breast cancer
Number of
women screened
for breast cancer
from rural
counties
Number of
women screened
for breast cancer
from urban
counties
Number of
women screened
for breast cancer
with private
insurance
Number of
women screened
for breast cancer
with Medicaid

West Virginia Data (report a number based on the
measure definitions lists above)
Nov. 1,
Oct. 1,
July 1,
Nov. 1,
June 1,
2017 –
2015 –
2016 –
2016 –
2017 –
April 30,
June 30, Oct. 31, May 31, Oct. 31,
2018
2016
2016
2017
2017

Data Source (indicate the data source for each measure below)

1,298
992

1,202
373

1,112
602

1,492
485

850
499

Bonnie's Bus
West Virginia Breast and Cervical Cancer Screening Program

756
596

826
237

758
376

1026
280

528
286

Bonnie's Bus
West Virginia Breast and Cervical Cancer Screening Program

542
396

376
136

354
226

466
204

322
210

Bonnie's Bus
West Virginia Breast and Cervical Cancer Screening Program

559

489

553

602

351

Bonnie's Bus

255

221

189

290

109

Bonnie's Bus
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Notes
(include
any
needed
clarifying
comments
)

6

7

8

9

10

11

Number of
women
diagnosed with
breast cancer
Number of
women
diagnosed with
breast cancer
from rural
counties
Number of
women
diagnosed with
breast cancer
from urban
counties
Number of
women
diagnosed with
breast cancer
with private
insurance
Number of
women
diagnosed with
breast cancer
with Medicaid
Time to breast
cancer diagnosis

161
11

60
10

19
11

10

2

Medicaid
West Virginia Breast and Cervical Cancer Screening Program

75
6

26
5

4
6

7

1

Medicaid
West Virginia Breast and Cervical Cancer Screening Program

86
5

34
5

15
5

3

1

Medicaid
West Virginia Breast and Cervical Cancer Screening Program

N/A

N/A

N/A

161

60

19

33.8
15.6

21.9
16.4

15.4
22.5

N/A

N/A

N/A

N/A

27.4

Medicaid
only - no
private
insurers

Medicaid

15.5
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Medicaid
West Virginia Breast and Cervical Cancer Screening Program

12

13

14

15

16

17

Time to breast
cancer diagnosis
among women
from rural
counties
Time to breast
cancer diagnosis
among women
from urban
counties
Time to breast
cancer diagnosis
among women
with private
insurance
Time to breast
cancer diagnosis
among women
with Medicaid
Time to breast
cancer
treatment
initiation
Time to breast
cancer
treatment
initiation among
women from
rural counties

37.4
18.7

26.3
15.8

10.3
30.2

23.3

16.0

Medicaid
West Virginia Breast and Cervical Cancer Screening Program

30.7
12.0

18.5
17.0

16.7
13.2

37.0

15.0

Medicaid
West Virginia Breast and Cervical Cancer Screening Program

N/A

N/A

N/A

Medicaid
only - no
private
insurers

N/A

N/A

N/A

N/A

Medicaid

33.8

21.9

15.4

32.4
29.5

37.7
27.4

22.8
19.0

40.9

N/A

Medicaid
West Virginia Breast and Cervical Cancer Screening Program

27.3
29.7

34.0
17.4

27.5
15.8

41.1

N/A

Medicaid
West Virginia Breast and Cervical Cancer Screening Program

30

18

19

20

21

Time to breast
cancer
treatment
initiation among
women from
urban counties
Time to breast
cancer
treatment
initiation among
women with
private
insurance
Time to breast
cancer
treatment
initiation among
women with
Medicaid
Number of
women treated
for breast cancer
at a Commission
on Canceraccredited
institution

36.8
29.4

N/A

40.5
37.4

N/A

32.4

N/A

28.1
22.3

N/A

37.7

N/A

22.8

N/A

40.3

N/A

N/A

N/A

N/A

N/A

N/A

N/A
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Medicaid
West Virginia Breast and Cervical Cancer Screening Program

Medicaid
only—no
private
insurers.

Medicaid

22

23

24

Number of
women from
rural counties
treated for
breast cancer at
a Commission on
Canceraccredited
institution
Number of
women from
urban counties
treated for
breast cancer at
a Commission on
Canceraccredited
institution
Number of
women with
private
insurance
treated for
breast cancer at
a Commission on
Canceraccredited
institution

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A
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25

Number of
women with
Medicaid treated
for breast cancer
at a Commission
on Canceraccredited
institution

N/A

N/A

N/A

N/A

N/A
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Change Package Toolkit: Improving post-screening follow up and quality of treatment
Purpose: This toolkit is intended to help state teams address disparities in breast cancer mortality by implementing data-driven strategies focused on improving
(1) post-screening follow-up and (2) quality of treatment. Gaps can occur both during care and during transitions between phases in the care continuum i -- both
should be addressed.
NOTE: This toolkit is meant to offer a comprehensive array of evidence-informed and promising strategies: All listed strategies are not necessarily applicable to
all sites.
 Gaps and barriers identified during Year 1 data collection and mapping should guide the selection of strategies.
 The change strategies and implementation steps are overlapping, iterative and complementary
 ASTHO expects this to be a dynamic and data-driven, with a mechanism for integrating changes and updates based on lessons learned from ongoing
tests of change
Assumptions “Responsibility for care and outcomes is shared among communities, health care systems, clinicians and patients”ii. Based on these assumptions,
interventions need to take place at each level. Lessons learned from the Chicago iii effort to reduce disparities in breast cancer mortality are also important to
remember:
 No single entity can fix what is broken
 Simply fixing one part of the breast health continuum of care would not be enough
 Use quality improvement methodology to address racial disparity in breast cancer mortality across the continuum of care
Year 1 (2015-2016): State health departments have completed work to strengthen their ability to mobilize data resources more effectively to address disparities
in breast cancer and identify modifiable factors that influence follow-up and quality of care at multiple levels of the social-ecological model.
Year 2: Use data collected in Year 1 to identify and implement appropriate strategies for improving follow-up and quality of treatment where they are
most needed and feasible. Continue to collect data at regular intervals during implementation to test the intervention steps using rapid cycle tests of
change
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Table 1: Follow-up: Barriers and Strategies
INFLUENCERS
Community

BARRIER

STRATEGIES

IMPLEMENTATION STEPS:PDSA
(examples)
Community and
Develop and implement a
-- With the goal of increasing patient self-advocacy for timely follow-up, implement a
patient beliefs and
comprehensive clinicalpatient centered education and empowerment campaign to provide the target
fears: The literature community linkages
population with knowledge regarding screening and standard follow-up procedures so
describes modifiable strategy: A number of
that patients can self-advocate for proper and timely follow-up in the event of abnormal
patient attitudes
promising strategies can be screening results.
and beliefs: cancer
used to address community -- Leverage existing community resources to ensure that outreach, counselling and
mythsiv; fear of
and patient level barriers.
support can be delivered by race/ethnicity congruent community health workers and
diagnostic tests; lack These strategies should be outreach workers who are known and trusted in the community and who know their
of knowledge of
implemented both at the
community.
follow-up and
broader community level as -- Collect and report both process and outcome data and report back to
treatmentv; distrust well as at the patient level
community an clinicians to motivate engagement and change
of the health care
system; low
expectations of
medical carevi;
denialvii; stigmaviii.
Implement or expand
-- Increase the use of Patient Navigators to assist the patient with scheduling and
system-wide patientfollow-up care
navigation strategy to
-- One-on-one counselling by patient navigators who are responsible for facilitating
ensure effective and
compliance with follow-up instructions.
efficient patient-centered
-- Integrate patient navigators both at the community and the clinical system level to
transition of care from
help patients transition between screening and follow-up.
screening to follow-up and -- Embed follow-up protocols in EMR or in hospital protocols
treatment
Identify and reduce
physical barriers to
timely follow up and
continuity of care

--Increase research efforts to understand transportation barriers, i.e. driving
distance and/or time between patient populations and nearest treatment facilities.
-- Implement free or subsidized transportation services determined by the level of
accessibility to breast cancer services in terms of geographic distribution and
transportation services
-- Implement policy and funding strategies to ensure that there are adequate and
accessible provider networks for follow-up care
--Develop and implement a plan to address patients who are displaced by changes in
location or staffing of regional health care facilities
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Physician/care
team/healthcare system

Public Health
system. Policy

State health official
role – payer system
and public health
system – silos in
data exchange
standards,
measures.
Communication
barriers

Implement a strategy to
provide clinicians with
resources and training to
ensure proper
categorization of abnormal
results, and ensure
implementation of
standardized recall and
follow-up protocols

-- Implement point of care aids aimed at standardizing interpretation and recall
procedures including peer-to-peer communication methods.: ensure these are
readily available, user-friendly and accessible to clinicians at point of care
-- collaborate with referring providers to encourage proper categorization and
recall.
-- Implement clear and consistent follow-up protocols/pathways for each category
of suspicious screening test results.
-- Provide training and mentoring using innovative methods to reach
geographically remote practices
-- Develop follow-up protocols between PCPs and specialists
-- collect and report both process and outcome data and report back to clinicians
to motivate engagement and change

Implement strategies to
engage different
partnerships to make
change

-- Enhance efficiency of physician-physician communication of abnormal screening
results by establishing protocols regarding next-steps and patient notification.
-- Implement a system for increasing the effectiveness of patient notification and
communication. The goal is to ensure that the message is received and understood
in a way that patient is most likely to comply with follow-up. Steps include
developing culturally sensitive messages and delivering the messages using best
practices, including engaging multidisciplinary teams in the community and clinical
setting that include race/ethnicity congruent team members (e.g. community
health workers, patient navigators).
-- Implement protocols that require both the radiologist’s office (screener), as well
as referring PCP, to communicate results and discuss follow-up with the patient.
-- Implement the use of technology through EMR to help physicians track patients
with abnormal screening results.
-- Develop and implement a method for tracking patients whose addresses change
frequently, or who are homeless by collaborating with public health or social
security. Consider partnering with payers to provide transient patients who have
abnormal screening findings with a “burner” cell phone when they are screened
-- Improve partnerships with clinical data sources and establish health information
exchange to evaluate implementation barriers and the times between diagnosis and
treatment.
-- Utilize Regional health information exchanges (HIE) or shared EMR and/or claims data
as ways of tracking patient outcomes

Enhanced peer-topeer and patient
communication and
tracking systems
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Table 2: Quality of Care: Barriers and Strategies
INFLUENCERS

BARRIER

STRATEGIES

Community

Physical barriers, such as
geographic location and
limited access to
transportation have been
well documented in the
literature (Goodwin et al.,
1996), (Farrow, 1996;
Harlan et al., 1995; Samet
et al., 199X; Nattinger,
1992).

Identify and reduce modifiable
contextual barriers to
treatment such as
transportation and social
support

Lack of social supports
influences compliance
with treatment, (e.g. more
Black and Hispanic
patients reported that
participation in support
groups helped them
continue with treatment
(Guidry et al., 1997)
Literature suggests that
patients' knowledge,
attitudes, and beliefs may
affect compliance with
treatment (e.g. Ayres et al
(1994) found greater
compliance was
associated with higher
scores on the Mental
Adjustment to Cancer
(MAC) and the Affects
Balance Scale

Implement strategies to
enhance community based
support systems

IMPLEMENTATION STEPS:PDSA
(examples)
--Increase research efforts to understand transportation barriers,
i.e. driving distance and/or time to treatment facilities.
-- Implement free or subsidized transportation services determined
by the level of accessibility to breast cancer services in terms of
geographic distribution and transportation services
-- Implement policy and funding strategies to ensure that there are
adequate and accessible provider networks for follow-up care
-- Develop and implement a plan to address patients who are displaced
by changes in location or staffing of regional health care facilities
-- Identify and collaborate with community based helping and
mentoring networks
-- Provide space for support groups and other networking and
support opportunities, such as group yoga and meditation, cooking
classes etc.

Identify patients who may
need additional psychosocial
support, and provide support
through nurse navigator or
clinical social workers
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Physician/care Physician and care-team
team/health- level barriers
care system
Physician
recommendation has
been found to be the
strongest predictor of
patient treatment choice
(Siminoff, 1989), and
recommendations are
influenced by several
modifiable factors
including perception of
patient characteristics,
attitude about patient’s
role in decision making,
physician and medical
team’s communication
style, and knowledge of
treatment guidelines and
novel therapies, attitudes
and beliefs about
treatment efficacy
(GIVIO, 1989 #836),

Implement a system-wide
strategy focused on providing
clinical teams with tools and
resources, mentoring and
ongoing training to overcome
barriers

-- In-service education, training, professional development, tools,
mentoring, point-of service aids
-- Use performance data to assess progress and impact of strategy
-- Establish or expand an existing physician tele-mentoring and
teleconsulting program (such as those established as part of Project
ECHO) that partners clinicians from established high treatment quality
treatment providers with hospitals and cancer clinics in rural or
underserved areas to improve the quality of clinical care provided in
demonstrated areas of need.
-- Provide clear guidelines, tools and resources to enable physicians
and clinical teams to use shared-decision making communication
methods with patients

Communication
Physicians and their teams
relay key information and
the delivery and content
plays a critical role in
patient compliance and
healthy behaviors (Fox,
1994); Carter 1982).
Adjustment to cancer
(Roberts et al, 1994)
clinical outcomes and
quality of life (Greenfield,
1988)
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Adherence to Guidelines
Physician compliance with
primary and adjuvant
treatment guidelines is
reported as poor
especially among nonacademic physicians
(Nattinger et al., 1996,
Schleifer et al, 1991).

Difficulty navigating a
complex system and
overwhelming treatment
and testing schedules in a
sometimes fragmented
system

-- Establish or expand an
existing patient navigation
program that assists
diagnosed breast cancer
patients in seeking and
receiving appropriate
treatment in a timely manner.

-- Navigation team varies, and is based on organizational structure,
community needs, and resources, may include oncology social workers,
nurses, physicians, community navigators
-- Ongoing patient-centered communication to patients and shared
decision making about treatment options, risk of recurrence, sideeffects, expected impact on overall quality of life
-- Provide increased psychosocial support to patients who need
additional psychosocial support (for example lower scores on
questionnaires such as the Mental Adjustment to Cancer (MAC) scale
may be associated with non-completion of treatment

Treatment related side
effects such as
neutropenia, anemia,
dehydration, poor kidney
function and other
abnormal labs frequently
present a medical reason
for treatment interruption
or discontinuation.

Management of side effects:
Identify and track quality care
outcomes with the goal of
reducing treatment related
side effects that may interrupt
treatment

Examples of quality care measures related to management of side
effects include:
- Treatment related ER use
- Treatment related hospital admissions
-Interruption of treatment due to medical need (e.g. neutropenia,
kidney failure etc.) or other preventable side effects
- Interruption of treatment due to patient experience of side effects
(nausea management, fatigue)
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Side effects such as
nausea, fatigue and
discomfort may result in
patient non-compliance
with treatment
Public Health
system

----Work with payers to align reimbursement with quality

Use data to identify and
address broad system-level
quality of care barriers. Some
examples of barriers may
include structural and capacity
barriers such as limited
number of providers, limited
treatment services, poor
referral networks, access to
essential medications.
Geographic or socio-cultural
gaps in access to multidisciplinary culturally relevant
care teams, patient navigation
services. Barriers in intersystem and intra-system
communication and data
sharing.
Implement a regional
health information
exchanges (HIE). Or
system level shared EMR
as opportunities for
tracking patient
outcomes
Accreditation: Provide
resources and support
through the development
of a white paper to
encourage hospitals and
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--Identify and map the distribution of health professionals and diversity
of care teams (primary care, specialists, support-staff/care teams,
patient navigators).
--Identify and map the availability and accessibility of essential and
advanced medicines and specialty services (surgical services, pathology
services, radiation therapy, chemotherapy, palliative care and
supportive care).
--Implement policy interventions to reduce structural barriers such as
recruitment and training of health professionals, incentivizing providers
to locate in areas where gaps are identified, Implement policy
interventions designed to facilitate access to essential medicines,
including anti-emetic and opioid analgesics.
--Identify existing and potential community and health system
partnerships, and implement strategies to engage community based
stakeholders, survivor groups and advocates in providing formative
data and guiding program planning, assisting in program
implementation
--Work with payers to align reimbursement with quality

cancer clinics to seek
accreditation from a
reputable accreditation
program (e.g., the
Commission on Cancer or
the National
Accreditation Program for
Breast Centers).
Partner with hospitals
and cancer clinics to
assess if the quality of
breast cancer treatment
measures exceed the
established benchmarks
of quality treatment (e.g.,
National Quality Forum).
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