Discussion 1

DR. FRIEDELL:  Did you happen to map diabetes, which is also high in both Appalachia and the African American population?

DR. WINGROVE:  No, I did not get to that one.  All of this data was from the SEER, national SEER database and I did not map that particular disease.  It has been mentioned  and that may be something that we want to do as well.

DR. SUMAYA:  It would seem that these are federal or national data and relatively up-to date.  I guess this is as far as we can go, but also knowing that there are major dynamic, demographic changes going on across the country.  Are the federal data keeping up—looking forward, but keeping up—with extending the racial ethnic identifiers to other groups in keeping with the changing demographics of the country?  And, if so, is that quick enough?  Is it moving forward?  Can we as a body also look at that in our recommendations in the future because I think the federal data actually are so important, but it’s relatively outdated.  

DR. FREEMAN:  Do you want to answer that question?

DR. WINGROVE:  The original maps that we used were ’70 to ’90 and only had Black/White and that is why we had those.  It has been recent that they have added other racial  categories and we’ve learned last week that that’s very problematic as well.  But in any case, they’re just new data and it’s not readily available—although it’s being collected now.  And hopefully we’ll have better data to work with.

DR. FRIEDELL:  A quick comment.  We talked about this at these meetings before but comparison of Black/White, leaves out the comparison between Black in let’s say the Appalachia population—mainly a low income population.  If we continue to say Black/White we continue to obscure the fact that there is a significant population with this problem that does not ever get compared.

DR. McPHEE:  There is also a problem in terms of Asian data not being represented in the Black/White comparisons.  I don’t know, Ken, you are actually getting some data  runs not only just Asians but sub-ethnicities within the Asian groups so we can look at high risk groups; is that right?  Would you like to comment on the time frame of that?

DR.________:  Well, hopefully, by the end of the year we will have data on other Asian emphasis.  We are trying to incorporate the data from the 2000 Census now and that issue is always a challenge.

DR ________(from CDC): A couple of other things here.  In the CDC’s registries we’re supporting the California registries to do the detailed coding of Asian populations and their work with NPCR(?)–a  lot of it built around the changes in coding and the self selection at the census to now that work with NPCR.  And how are we going to incorporate the Hispanic and other variables into the racial groups.  I think there has actually been a change in how people self identify there so that’s led to a change in those data systems are then able to then map to the census. 

New speaker:  We had this extra difficulty in having to aggregate many years because of having this small rates of mortality so we’ve had to go across many years in order to get any numbers.  So we had that extra difficulty with the fact that data had not always been collected.  There had not been issues  (Technical difficulty.)

DR. BREEN:  We have gotten better over the years and we didn’t collect detailed ethnic information until fairly recently – I think 2000 is kind of a breakthrough and a benchmark with more detail being collected.    


(Technical difficulty.)

DR. BREEN  The Committee on Vital and Health Statistics that NCHS has – currently has a subcommittee on populations that (?) from UCLA  is leading and one of the things that committee is doing is they are trying to evaluate whether the 2010 Healthy People objectives can be evaluated for all the racial ethnic groups.  And, as you may know, Asians are about two percent of the US population and Native Americans are about one percent so they do not come through very well in a large management data sets.  So the group has also been looking at local datasets to see what might be available there in order to measure the populations better.  Also the California Health Interview Survey, NCI helped to fund that because California has a very diverse population naturally occurring and it has a large proportion of Asians and a large proportion of Native Americans so that data is coming.  It is not perfect but we are working on it.

DR. MA:  (Not at microphone.)  Are these instruments being fielded in different Asian languages or just English?

DR. BREEN:  Yes, they are.  Yes, they are being – they were fielded in Khmer– in 2001 they were fielded in Cantonese, Khmer, Vietnamese, and in 2003 they will probably be fielded in those languages together.

DR. FREEMAN:  That is the best answer we can give to your questions.

(Laughter.)

DR. FREEMAN:  Any other discussion that anyone would like to bring to this?  Looks like it’s very clear what you said, Barbara.

(No response.)

DR. FREEMAN:  So it appears then that we have.

DR. WINGROVE:  As we go about today and tomorrow, and I think that’s when questions will then come up

DR. FREEMAN:  Now we just a reminded, most of you received these map and the data.  We started with these maps where it has to do with all races.  Now the red in this map goes from Appalachia down to Texas, South Carolina.  This is the pattern.  You have seen this before.  When you look at the White data it comes out with this pattern, same pattern, but with areas of very excess mortality.  Same pattern with the Black population.  We might say Black and White does not matter but it looks like there is some evidence that the Black does matter for some reason because there is more, even higher mortality in Black in the high mortality regions  so being  Black and poor and it looks like it does have some kind of effect.  So, leading up to that ,we have presented the maps.

DR. WINGROVE:  And this is a national census map of where Black populations are in heaviest concentration. And indeed, no big surprise, they overlap with cervical cancer mortality. 




(Technical difficulty.)

DR. FREEMAN:  I think Barbara Wingrove has pointed out that using the cervix as the index it appears that other diseases are high rate mortality as we understand in the same areas.  This is not proven beyond a shadow of a doubt for every disease but infant mortality, cerbo vascular disease, other diseases seem to be that the cervix, cervical cancer, is certainly an indicator for other health problems.  So we are looking at the cervix.  We want to look broader than the cervix to see what is happening in these people—the infrastructure, the culture, whatever it is we need to look in more detail at that.

DR. FREEMAN:  Any other comments before we take?

DR. MARKS:  (Not at microphone.)  Your last point with the HRSA health centers were in the regions that don’t cover only reaching the upper mortality rate.

DR. WINGROVE:  Some do and some do not.

DR. MARKS:  (Not at microphone.)  I wondered if you looked systematically at –medical care resources.  You showed Birmingham being higher and Jackson it was high, and at least eye-balling it, I came to the conclusion that the rates are not associated with the presence of medical care or absence of medical care institutions and their area.

DR. WINGROVE:  (Not at microphone.)  Well, what I did is—

DR. MARKS:  While they are associated strong with poverty, it is not necessarily strong with – or related to the presence of medical care resources.

DR. WINGROVE:  (Not at microphone.)  That’s true.  I went to Birmingham and I went to Charleston and worked with the two regions that you will hear trying to understand from their level what is going on in the region.  I presented this data and showed them what we have done and asked them what they were doing and if they could shed some more light on their local problems, and the local issues from their perspectives.  And that’s what you’re going to hear next.  So it’s a wonderful lead in. 

DR. PARTRIDGE:  (Not at microphone.)  You are absolutely right.  We provided free pap smear screening free even before the early detection program came into existence in Alabama.  Yet we have these amazing mortality rates.  We have providing it free for 24 years in the public health department.  One located in every county in Alabama so that is clearly not the solution.  It’s not having them there; it’s going to it.

DR. STEVENS:  (Not at microphone.)  Two things.  One is I do not know specifically each area of the country but I know, in general because we tie on some questions to the high risk survey, that 74 percent of our patients received a pap smear in the last year.  I do know there is a tremendous barrier in getting patients with abnormal pap smears or indeed  early cancer or late cancer into care.  And I know this will be discussed later.  And that because of our capacity there may be inadequate penetration to those women who have never had a pap smear, of course, who are at highest risk.  And even though a patient who is getting pap smears this is an indication of a system that cannot deliver for cervical cancer – when I say system, I mean everybody.  And it is interesting and confirms what Dr. Freeman was saying about it is associated with the other diseases as well and I know the area in Appalachia also corresponds to the stroke belt too.  So there is a pattern here.  But I do know, just like in Alabama, women are getting pap smears but the system is failing in other ways for them .

DR. SUMAYA:  (Not at microphone.)  A comment related to what Jim has also said.  We have health care available to a population and, I am more familiar with the data in Hispanics but I have been thinking the data will cross over to other groups, is that the utilization is considerably lower, and again I am more familiar with data from Hispanic communities, and this is regardless of whether or not they have insurance in place .  There are other factors associated with utilization of the system that might be around the corner.

DR. MA:  We were given an example of the Indian populations we work with in Philadelphia.  There are about seven or eight free pap test sites and the Indians would seldom go there, and there are a number of reasons we found out.  Number one, the lack of knowledge about the pap test procedures as well, as the importance of it, and they still have a different concept of prevention.  They still hold on to their original traditional orientation of prevention, causes for disease, and also different type of treatment.

And the other thing is about transportation, accessibility issues ,and transportation and translation--no translation providers, so they just do not feel comfortable to go to those sites.

DR. FRIEDELL:  (Not at microphone.)  Just a question, I guess, for Dr. Stevens.  Maybe we are doing the community health centers an injustice because they were never set up to provide, from my understanding, comprehensive treatment for cases of cervical cancer.  They don’t themselves do this, right?


DR. STEVENS:  That is correct but they do the assessments, they do the screening, they do the follow-up for a normal a pap test.  They also have relationships with the hospital and they admit and follow the patients in the hospital.  And so it is a primary care practice—just as many of you know—but it is not just about doing a pap test.


It is their patients, and they take care of them through the whole thing and that is an expectation that is actually done and I think one of the areas where that’s frustrating is the treatment part.  And I think that is true in the other systems that work with women in underserved areas or in minority populations.  That is, I think, going to perhaps come out in the next two days but, you know, it is part of the deal.  It should be and it is, and later on you’ll see that it is and we‘re even trying to improve it.


DR. FREEMAN:  We are down to the point of having a little coffee break so let’s do that.

