ED PARTRIDGE
DR. PARTRIDGE:  Thank you Harold.

I want to recognize my co-presenters.  Mona Foaud, who will be up in just a few minutes, to give the second part of the presentation.  We actually thank her for coming into our team at UAB in terms of our cancer control program and I am not sure how we would do without her.

In Alabama, both literally and figuratively, we were country when country wasn’t cool.  And we decided in 1993, which was nine years ago, that we would focus our cancer control program in our comprehensive cancer center on eliminating disparities in cancer.  So what you are going to see is a nine year evolution that I think – I believe has us poised to make a difference in the Deep South.  It is going to take a collaborative effort for the people that are sitting around this table but I think we have laid the groundwork to make it happen.

Now, our first dabble in the Black Belt of Alabama, and you saw the mortality figures a little while ago, was an NCI funded initiative called the Black Belt Cancer Linkage Initiative.  And I was the co-PI of this initiative.  It was actually my first grant that I ever got.  And we targeted seven counties in the Black Belt and what we did is we linked cancer patients and primary care physicians with cancer specialists.  This was an NCI initiative with some thought that the reason rural people did worse is they were not linked with specialists.

And we completed that project.  We found a late stage in diagnosis in African Americans for every cancer, not surprising, compared to the whites.  And we were a little surprised that transportation, which we provided for patients with cancer to get them to a specialist, was less of a problem than we had anticipated, which means that if you have cancer, you have the diagnosis, some how or another you find transportation to get to the specialist.  It is more of a problem for screening and we learned that later but that was a lesson learned.

Now, Gil Friedell was really the brain child behind this concept of partnerships for cancer control.  And he and I worked together with the Cancer Information Service.  We both had one at that point in time and it was sponsored by the NCI, ACS, and CDC.  An initiative that we met in Memphis, Tennessee, to talk about the concept of collaboration in order to eliminate disparities.

Now, that has paid off in Alabama in that we now have a very functional partnership that includes over 400 individual members, most of whom are African American, divided into four regions of the state and we have multiple organizations, including the Cancer Center, the American Cancer Society, our Quality Improvement Program of CMS, Alabama Quality Assurance Foundation, the Public Health Department, the Extension Service, the University of South Alabama, and nontraditional Black organizations like Vision Ministries, House of Hope and SISTAS.

Now, this group meets quarterly.  It meets quarterly and has this mission.

So what we do is foster collaboration so each of these agencies reports to one another and we say “how can we help?” in the mission of the individual organization to accomplish this.  We actually got 501C3 status for this organization just this year and that is how it has developed so it’s real.

Now, the Breast and Cervical Cancer Early Detection Program has been very much linked with our Comprehensive Cancer Center in that when they first got funding we actually piloted a program in the seven counties of the Black Belt Cancer Linkage Initiative that you heard about just a few minutes ago.  It is because we had already set up mechanisms by which women who were diagnosed with cancer were treated irregardless of their ability to pay.  That was already set up in those seven counties so that allowed us to follow through with our early detection program.

The numbers are really somewhat astounding to me.  There have been 22,788 women screened, mostly rural because we did not get into Jefferson County until the last year, 330 women with breast cancer.  That is one breast cancer per 70 mammograms.  Amazing.  Amazing.  Because it is usually about one per 400 or so as I understand it.  So this is an unscreened population.

Now, it does not take a rocket scientist to figure out that that is going to translate into decreased mortality.  It does not show it yet but mostly these women are Stage 1 and Stage 2.  So we are going to have a decrease in mortality for breast cancer.

Cervical cancer, the same number of women, slightly less, 13 cancers, which is still a pretty high incidence, and about 89 carcinoma in situs.  The Early Detection Program provided pilot project funding for demonstration projects of how one could get underserved women into the program and that is an ongoing aspect of the Alabama Program.

Now, we like this concept of a community health advisor.  You are going to see how it is developed over a period of time.  A second dabbling into it, was in there counties in the Black Belt related to the Early Detection Program, actually funded by the Early Detection Program.  And we trained community health advisors in three counties and they promoted participation in the Early Detection Program and you will see a little data from Mona in a little bit that indicates that some of our major successes are in those counties in which the health advisor program has been in place the longest.

Now, the ALTS trial was an NCI funded study and I put it up here just to demonstrate our ability to do research in an African American population.  We actually recruited 1,544 women with an ASCUS-LSIL pap smear.  63 percent of them were African American.  Not surprisingly, we found a two-and-a-half times greater incidence of HPV positivity in this group.  And this study has changed the national guidelines for the management of women with ASCUS-LSIL cytology and that will be coming out in the American Journal of Obstetrics and Gynecology, four articles towards the end of this year.  We achieved a pretty good follow up rate for the exit visit but let me show you something else that I think is pretty impressive.

And this is the CRIS study, another NCI funded study.  Mona was the PI.  And we wanted to use community health advisors to see if we could enhanced minority and low income women’s compliance and retention in the trial.  Something that Gil talked about, and others.  How do we get women with abnormal pap smears to then follow up?

So we had two matched communities.  One was randomly assigned to a CHA program and the other was just routine follow-up strategies that were part of the NCI ALTS trial.

They were trained to market, to mentor, to motivate, and to monitor.  So these women did go through a training program getting them ready for enhancing compliance in the trial.

And what you see here is that there was no real difference between the intervention and the control group.  Most of them are African American in both groups.  Most of them with less than a high school education.  So no difference.

But here is a cumulative show rate for the follow up visits during the trial for the intervention group and the comparison group.  You see that it was 80 percent show versus 65.  Significant p value.  Demonstrating that health workers can be an adjunct to the health system to get compliance with follow up of abnormal tests.

This is 100 percent of visits kept.  This is the intervention group and control group.  Again highly significant.

And this is – the CRIS study actually came in about midway through the ALTS trial.  So if a woman had one out of one visit left, they had four visits during the trial, then the intervention arm was much better.

And you see all the way over here the four of four, numbers are small, but twice as many, almost three times as many, made four out of four scheduled visits in the intervention group.  So a manuscript is in preparation for this with these obvious conclusions.

Now, I also wanted to demonstrate that we can take well people, African Americans, and recruit them to screening activities.  This is the PLCO trial.  We recruited 6,000 participants.  We were supposed to recruit 5,000.  And the PLCO was interested in getting the numbers up and although we were supposed to be a minority recruitment center, they said, “Do not worry about concentrating on the minorities.  Just go on and recruit what you can.”  So we got to 5,000, about 750 of which were African Americans, and then they said, “Well, we want to get our African American population up a little bit.”  So they said, “Will you recruit 1,000 more African Americans?”  We did it in three months.  And that is partly because of the recruitment and retention shared facility that I will talk about in just a minute,

We are now going to participate in the spiral CT versus chest x-ray, the NLST trial, and we are going to be recruiting African Americans obviously to that.

Now, we are not doing this alone.  We are not doing this alone.  I wanted to talk about the Mid-South Division of the American Cancer Society.  The Cancer Society is not represented here today but it should be.  It is something we did not think about.  But the Mid South Division is Alabama, Mississippi, Louisiana, Arkansas, Tennessee, and Kentucky.  So that is where that Appalachian region is located.  It is where the Deep South is located.

So we have actual – of our eight division outcomes that is supposed to reach the 2015 goals of the American Cancer Society, we have interim goals that include mammography utilization in the socioeconomically underserved and the Medicare population and, in contrast to the national organization, we have a cervical cancer guideline because we know that cervical cancer in our area is a significant problem.

But you can see this baseline data, guys.  This is the Medicare population.  Only 35 percent of the women in the Mid South get an annual mammogram.  This is the socioeconomically underserved defined as the population within 200 or 300 percent of poverty level depending on what the state program is and we are now at about seven-and-a-half percent in the Deep South.  That is the six states.  So a fairly modest goal that I hope we can modify because we will do better there and then that is the same population, the 40 plus baseline from Murphus data, 55 percent.  A long way to go.

Now, I am involved in the Mid South Division and I serve as chair of the Incidence and Mortality Committee so I can sort of manipulate a little bit what our goals are and where some of our resources go.  And Steve Wyatt happens to be on that board also so that is good.  We have got to have that kind of activity.

Now, interestingly, this is not just a talk about collaboration.  The American Cancer Society actually has provided substantial support to its three special population networks that are in the Mid South Region.  So, money, substantial money actually.  Because – why?  Because the mission is the same.  The mission is the same for the Special Population Networks and for the Mid South Division.  So if they are both successful, we are all successful.

And the cancer control specialists paid by the American Cancer Society are heavily involved, at least in Alabama, with the Deep South Network, with the training of the community health workers and ongoing programmatic activities like Tele A Friend messages.

Now, we also have a CDC funded comprehensive cancer plan and, interestingly, look at the objectives of the cancer plan.  They are exactly the same.  Exactly the same as the Mid South Division’s objectives.  That is the kind of collaboration you need because that puts you right on target for the same kind of activity.

We also have some experience and outcomes research.  We have actually completed or are in the midst of completing these three studies which are looking at analyzing the reasons for prostate, breast cancer gaps and we are one of the seven CanCORS.  Seven or eight.  “Six CanCORS,” which happen to be looking at colon and lung cancer outcomes.  And we made a plea to Andy von Eschenbach that he consider the GYN cancer in the CanCORS mechanism.  I do not know where that stands.  Maybe we can get some feedback from others in the NCI.

This is an amazing facility that is beginning to be duplicated in some cancer centers across the country.

Mona came up with this about four years ago, the idea that if you had biostatistics shared facilities and immunology shared facilities, and all of the things that are core facilities in a cancer center, why not have a core group of individuals that are completely devoted to recruitment and retention in trials instead of letting the investigators who have no experience whatsoever just put something in and say, “I am going to recruit 100 people,” and never get any thought to exactly how they are going to do that.  Let’s let the experts do it and sort of pay them a little bit like you pay biostatistics.  Write it into the grant.

So we have a computerized list of potential participants for trials.  We have significant media relations and expertise so that you can recruit to large trials.  And because of our activity in the African American community we actually have significant community outreach where we go into the community and have people that are part of the community that are a part of this facility.

Thirty-six staff members.  So it is grown from a concept in four years to a unit that requires 36 full-time individuals.  They are on the telephone or in the community or doing writing media campaigns for recruitment to trials.  This group has been successful in their goals for every single trial that they have been asked to recruit for, which is really amazing—and we’re not talking about two or three trials, we’re talking about a lot of trials.

We have partnerships with Morehouse School of Medicine and Tuskegee University, which is again trying to give some idea of the depth of our activity.  Of course, these partnerships, which are NCI funded or CDC, enhance the capability of minority serving institutions, enhance the ability of the cancer center to conduct research in minority populations because we have minority schools involved.  It funds pilot studies cores trying to duplicate the recruitment and retention unit as a satellite facility in the two minority serving institutions, perhaps even giving them the ability to have their own activity eventually, and then minority training.

Our community-based projects use this theoretical framework but we need partners and we have to have the community involved and we have to have individuals involved, and that is our major model right there.  You have seen our ability to get partners through the partnership with cancer control in the underserved, our activities with the Mid South Division of the American Cancer Society, joined at the hip with the Department of Public Health in terms of their Comprehensive Cancer Control Plan and their Early Detection Program.

So this is a Deep South graduation ceremony.  These are the women, mostly women but a few men, that are trained as community health workers.  We have a formal graduation at the end of our eight week training program.

That is a rural area.  That is Reach 2010, a CDC funded project, where we use community health workers.

And this is the CHAAP program.  I want to talk about it just a minute.  It is funded by Avon Corporation with Mona as the PI.  So what we have done here is we have taken the concept of community health advisors and are training them to be patient navigators.

So the objective is to develop and implement and evaluate an intervention to enhance compliance with breast cancer treatment and follow-up in low income women.

Four counties in the Black Belt.  Actually three in the Black Belt and one group urban.

So we teach them to help refer patients, navigate through the system and actually become case managers.  It is a pretty extensive training program developed by Mona’s group and Chip Patelli (?) and Associates out of New York.

So these are the outcomes that we are going to be measuring.  This is a pilot project.

I am going to turn now to the Reach 2010 program.  CDC funded.

With this objective:  To eliminate disparity in breast and cervical cancer and mortality.

A number of partners that are heavily involved, all with contracts for things that they have to do in relation to this program.

Some of them nontraditional except for the ACS.

And you see that the Reach 2010 counties are the Black Belt.  You have seen this picture before but we also have a couple of urban counties.

And the model is community health advisors linked to a nurse or some representative from the healthcare  provider office and a representative from the church.  So we had been sort of stuck with the CHA model which is sort of a community of women and we found that these women sometimes have difficulty linking with the system itself so.  What we needed to do was recruit an office manager or a front office worker or a nurse from the provider office to go through the same training with these women so that they would understand what these women had been through and what their objective was, so that they could help facilitate entry into the medical system.  And we wanted the ministers involved making sure that they were not left out when we recruited outside of the church sometimes for these health workers.

And so we have actually accomplished a great deal.  I am not going to go through that but you see that in almost all of the counties we have been able to get the community, the clergy/church, and the health professions.

So that is just a level of activity.

And then the Deep South Network is the last thing I am going to talk about and I am the PI of this and it is called the Deep South Network because it is Alabama and Mississippi, and we are trying to create an infrastructure that can eliminate disparity.

And then utilize that infrastructure first to promote cancer awareness, increase early detection, support minority enrollment, and develop minority cancer researchers.

There are five institutions that are involved.  Two of which are minority institutions.

You saw that map before but we target the Delta of Mississippi, the Black Belt of Alabama.

That is the cancer mortality.

These are the counties so they are right on top it, the  Black Belt, Delta.  Just to keep things honest we have an urban area, too, or we won’t be able to compare and contrast what we find in urban versus rural areas.

That is the per capita income.  Pretty low.  That is actually ten years old so I think we have some data that says it is up to about maybe $16,000 now.

That is what the Delta looks like.  One after the other after the other of that kind of housing.

A family lives in that.  A family of four.

We have trained 785 community health advisory research partners.  We call them CHARPs because we teach them about research also and the importance of it, which is probably the biggest community health worker program in the country.  I am unaware of any that have kind of number and we will soon be above 800.

And you are going to see a little bit of data in just a minute that suggests that our community health worker activities work.

Now, this is the last – my last slide.  We recently got funded by the university to create a center for Minority Health and Research.  It has three programs and three cores.  You can see it is sort of built off of our cancer effort.  Our overriding goal here is to create a medical home that we heard about before.  That is that we look at the whole person, we look at all diseases so this is not just cancer related here.  This is for all activities.  And in a couple of years we will report on, hopefully, on the success of that.

Mona, if you can come up.

We believe we have touched all of the areas that were talked about in the concept map, which include advocacy, partnership, communication, education, outreach and  services and research in our very comprehensive program. 

