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I am writing to inform you that the Massachusetts Cancer Registry (MCR) of the Massachusetts
Department of Public Health (MDPH) is releasing its report Cancer Incidence in Massachusetts, 2005~
2009, City and Town Supplement. Please note that this report will be published in an electronic version
only and will be posted on the Department of Public Health’s web site at www.mass. gov/dph/mer
November 4, 2013. If you are interested in further supplement data prior to the posting, please contact the
registry directly at the telephone number listed below. Please note that there is no embargo on these data
and they may be released prior to the web posting date.

The 2005-2009 City and Town Supplement updates the 2004-2008 City and Town Supplement. For each
city and town, this report provides expected case counts, observed case counts, standardized incidence
ratios, and confidence intervals for 23 types of cancer and for all cancers combined. The confidence
intervals indicate if there is a statistically significant difference (excess or deficit) between the observed
and expected counts. In addition, the report provides risk factor information for the major types of
cancer, or types for which screening/early detection is available, and information on the Cancer Control

Programs at the MDPH.

We are providing you with the following pieces of information in advance of the report’s Internet release.

The introduction to the repoxt, including an explanation of standardized incidence ratios.

The cancer incidence data for your town (i.e. for 23 cancer types and all cancers combined).
Appendix IT of the report, which has risk factor information for selected cancers.

Appendix TIT of the report, which describes cutrent MDPH efforts to investigate and reduce the
risk of cancer and includes links to bureaus and programs involved in these efforts.
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The complete Internet version will be available at: www.mass.cov/dph/mer

The following report ltas also been recently posted on the above website:



Cancer Incidence and Mortality in Massachusetis 2005-2009: Statewide Report

If you have any trouble accessing this web site, please contact the MCR at (617) 624-5642.

For further information, please contact the following at MDPH:

Massachusetts Cancer REZISIIY ... ew e ureiemeaicci e s snarsssmsaseriens (617) 624-5642

Bureau of Environmental Health ... i, (617) 624-5757
Massachusetts Comprehensive Cancer Prevention and Control Program . ........... (617) 624-5484



INTRODUCTION

Content

The purpose of this report is to provide an estimate of cancer incidence for each of the 351 cities and
towns of Massachusetts for the five-year time period 2005 through 2809. For each city and town,
Standardized Incidence Ratios (SIRs) are presented for twenty-three types of cancer and for all cancer
types combined. These ratios compare the cancer incidence experience of each city or town with the
cancer experience of the state as a whole. The method involves comparing the number of cases that
were observed for a city or town to the number of cases that would be expected if the city or town had
the same cancer rates as the state as whole. The report is organized into the following sections:

METHODS provides a detailed explanation of the data collection, data processing, and statistical
techniques employed in this report.

TABLES present data for selected types of cancer by city/town and sex.

APPENDIX I provides a listing of Infernational Classification of Diseases for Oncology codes
vsed in the preparation of this report.

APPENDIX II provides a listing of risk factors for selected cancer types and a listing of the
individuals who reviewed the risk factor list.

APPENDIX I describes the Massachusetts Department of Public Health’s current cancer
control initiatives, and provides links to bureaus within the department that address some aspect
of cancer. Links to resources for publications are also provided.

Comparison with Previous Reports

This report updates previous annual reports published by the Massachusetts Cancer Registry (MCR).
T is available on line at htip://www.mass.cov/dph/mer. For questions about the report, contact the

MCR at: 4

Massachusetts Cancer Registry

Bureau of Health Information, Statistics, Research, and Evalvation
Massachusetts Department of Public Health

250 Washington Street, 6™ floor

Boston, MA 02108-4619

telephone 617-624-5642; fax 617-624-5695

The preceding report, Carcer Incidence in Massachusetts 2004-2008: City and Town Supplement,
included data for diagnosis years 2004 through 2008. This report contains data for the diagnosis years
2005 through 2009. There have been no changes in this report’s format from the previous report.



METHODS
Data Collection

Massachusetts cancer incidence data are collected by the Massachusetts Cancer Registry (MCR). The
MCR is a population-based cancer registry that was established by state law in 1930 and began
collecting data in January 1982. Currently, the MCR collects information on in situ and invasive
cancers and benign tumors of the brain and associated tissnes. The MCR does not collect information
on basal and squamous cell carcinomas of the skin.

The MCR collects reports of newly diagnosed cancer cases from health care facilities and practitioners
throughout Massachusetts, Facilities reporting to the MCR in 2012 included 65 Massachusetts acute
care hospitals, 6 radiation centers, 3 endoscopy centers, 4 surgical centers, 19 independent
laboratories, 2 medical practice associations, 4 radiation/oncology centers and approximately 500
private practice physicians. Additionally, the MCR has reciprocal reporting agreements with 18 states
to obtain data on Massachuseits residents diagnosed out of state (see section “Border Areas and
Neighboring States™ on page 15 for a listing of states currently participating in this data exchange).
Currently the MCR collects information on iz sifi and invasive cancers and benign tumors of the brain
and associated tissues. The MCR does not collect information on basal and squamous cell carcinomas
of the skin.

The MCR also collects information from reporting hospitals on cases diagnosed and treated in staff
physician offices when this information is available. Not all hospitals report this type of case,
however, and some hospitals report such cases as if the patients had been diagnosed and treated by the
hospital directly. Collecting this type of data makes the MCR’s overall case ascertainient more
complete. The cancer types most often reporied to the MCR in this manner are prostate cancer and
melanoma.

To improve case completeness, this MCR report includes previously unreported cancer cases that have
been discovered through death certificate clearance. This process identifies cancers mentioned on
death certificates that were not previously reported to the MCR. In some instances, the MCR was able
to obtain additional information on these cases through follow-up activities with hospitals, nursing
homes and physicians’ offices. In other instances, a cancer-related cause of death recorded on a
Massachusetts death cettificate is the only source of information for a cancer case. These “death
certificate only” cancer diagnoses are, therefore, poorly documented, and have not been confirmed by
review of complete clinical information. Such cases are included in this report, but they comprise less
than 3% of all cancer cases for the years covered by this report.

Fach year, the North American Association of Central Cancer Registries (NAACCR) reviews cancer
registry data for quality, completeness, and timeliness. For diagnosis years 2005-2009, the MCR
annual case count was estimated by NAACCR to be more than 95% complete each year. The MCR
achieved the gold standard for this certification element, in addition to six other quality and timeliness
elements for each year during 2005-2009.

Case reports were coded following the International Classification of Diseases for Oncology, Third
Edition (ICD-0-3), which was implemented in North America with cases diagnosed as of January 1,
2001}, The codes used in this report are listed in Appendix I

The Massachusetts cancer cases presented in this report are primary cases of cancer diagnosed among
Massachusetts residents during 2005-2009 and reported to the MCR as of July 23, 2012. These data
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iniclude some additional cases diagnosed in 2005-2008 that were not counted in the previous report,
Cancer Incidence in Massachusetts 2004-2008: City and Town Supplement. The lag time between
this report and the annual statewide report of 2005-2009 cancer cases is due to the fact that data for
this city and town report needed to be cleaned for accuracy of residence within Massachusetts, The
statewide report presented data at the state level and did not require such accuracy of city and town of
residence. The aumbers presented in this report may change slightly in future reports, reflecting late
reported cases or corrections based on subsequent details from the reporting facilities. Such changes
might result in slight differences in numbers and rates in future reports of MCR data, reflecting the
nature of population-based cancer registries that receive case reports on an ongoing basis.

Massachusetts cancer cases presented in this report are primary cases of cancer diagnosed among
Massachusetts residents during 2005-2009. The Massachusetts data presented include invasive
cancers only (except cancer of the urinary bladder, where in sifu cancers are also included). Invasive
cancess have spread beyond the layer of celis where they started and have the potential to spread to
other parts of the body. In situ cancers are neoplasms diagnosed at the earliest stage, before they have
spread, when they are limited to a small nnmber of cells and have not invaded the organ itself.
Typically, published incidence rates do not combine invasive and in sitrr cancers due to differences in
the biologic significance, survival prognosis and types of treatment of the tumers, Cancer of the
urinary bladder is the only exception, due to the specilic nature of the diagnostic techniques and

treatment patierns.

Presentation of Data

Rach city and town in Massachusetts is listed alphabetically in the TABLES section. The observed
number of cases, the expected number of cases, the standardized incidence ratios, and 95% confidence
intervals are presented for twenty-three main types of cancer and for all cancer types combined. The
“a]l cancers combined” category includes the twenty-three main types presented in this report and
other malignant neoplasms. This category is meant to provide a summary of the total cancer
experience in a community. As different cancers have different causes, this category does not reflect
any specific risk factor that may be important for this community.

Observed and Expected Case Counts

The observed case count (Obs) for a particular type of cancer in a city/town is the actual number of
newly diagnosed cases among residents of that city/town for a given time period,

A city/town’s expecied case count (Exp) for a certain type of cancer for this time period is a calculated
number based on that city/town’s population distribution” (by sex and among eigliteen age groups) for
the time period 2005-2009, and the corresponding statewide average annual age-specific incidence

rates.

Standardized Incidence Ratios

A Standardized Incidence Ratio {SIR) is an indirect method of adjustment for age and sex that
describes in numerical terms how a city/town’s cancer experience in a given time period compares
with that of the state as a whole.
« An SIR of exactly 100 indicates that a city/town’s incidence of a certain type of cancer is equai
{0 that expected based on statewide average age-specific incidence rates.

e An SIR of more than 100 indicates that a city/town’s incidence of a certain fype of cancer is
higher than expected for that type of cancer based on statewide average annuat age-specific
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incidence rates. For example, an SIR of 105 indicates that a city/town’s cancer incidence is 5%
highet than expected based on statewide average annual age-specific incidence rates.

o An SIR of less than 100 indicates that a city/town’s incidence of a certain type of cancer is
Iower than expecied based on statewide average age-specific incidence rates. For example, an
SIR of 85 indicates that a city/town’s cancer incidence is 15% lower than expected based on
statewide average annual age-specific incidence rates.

Statistical Significance and Interpretation of SIRs

The interpretation of the SIR depends on both how large it is and how stable it is. Stability in this
context refers to how much the SIR changes when there are small increases or decreases in the
observed or expected number of cases. Two SIRs may have the same size but not the same stability.
For example, an SIR of 150 may represent 6 observed cascs and 4 expected cases, or 600 observed
cases and 400 expected cases. Both represent a 50 percent excess of observed cases. However, in the
first instance, one or two fewer cases would change the SIR a great deal, whereas in the second
instance, even if there were several fewer cases, the SIR would only change minimally. When the
observed and expected nuinbers of cases are relatively small, their ratio is easily affected by one or
two cases. Conversely, when the observed and expected numbers of cases are relatively large, the
value of the SIR is stable.

A 95 percent confidence interval (CI) has been presented for each SIR in this report (when the
observed number of cases is at least 3), to indicate if the observed number of cases is significantly
different from the expected nuinber, of if the difference is most likely due to chance. A confidence
interval is a range of values around a measurement that indicates the precision of the measurement. In
this report, the 95% confidence interval is the range of estimated SIR values that has a 95% probability
of including the true SIR for a specific city or town. If the 95% confidence interval range does noz
include the value 100.0, then the number of observed cases is significantly different from the expected
number of cases. “Significantly different” means there is at most a 5% chance that the difference
between the number of observed and expected cancer cases is due solely to chance alone. If the
confidence interval does contain the value 100, there is no significant difference between the observed
and expected numbers. Statistically, the width of the interval reflects the size of the population and
the number of events; smatler populations and smaller observed numbers of cases yield less precise
estimates that have wider confidence intervals. Wide confidence intervals indicate instability,
meaning that small changes in the observed or expected number of cases would change the SIR a great
deal.

Examples:
» SIR = 137.0; 95% CI (101.6 - 180.6) — the confidence interval does not include 100.0 and the

interval is above 100.0, indicating that the number of observed cases is statistically significanily
higher than the expected number.

e  SIR=171.0; 95% CI (56.2 — 88.4) — the confidence interval does not include 100.0 and the interval
is below 100.0, indicating that the number of observed cases is statistically significantly lower
than the expected number.

«  SIR = 108.8 95% CI (71.0-159.4) — the confidence interval DOES include 100.0 indicating that
the number of observed cases is NOT statistically significantly different from what is expected,
and the difference is likely due to chance. When the interval includes 100.0, then the true SIR

may be 100.0.



Example of Calculation of an SIR and Iis Significance

OBSERVED CASES
SIR = XPECTED CASES X 100

The following example illustrates the method of calculation for a hypothetical town for one type of
cancer and one sex for the years 2004-2008:

Town X State Town X Town X
Age Age-Specific Expected Observed
Group Population Incidence Rate Cases Cases
(A) (B) O=A)x(®B) (D)
00-04 74,657 0.0001 7.47 11
05-09 134,957 (.0002 26.99 25
10-14 54,463 0.0005 27.23 30
15-19 25,136 0.0015 37.70 40
20-24 ' 17,012 0.0018 30.62 30
Ur TO
85+ 6,337 0.0010 6.34 8
Total: 136.35 144
¢ : 4
St e e 100 e B X100 g5y X100 =16

Thus the SIR for this type of cancer in Town X is 106, indicating that the incidence of this cancer in
Town X is 6% higher than the corresponding statewide average incidence for this cancer. However,
the range for the 95% confidence interval (89. t-124.3) (calculation not shown) indicates that the true
value may be as low as 89.1 or as high as 124.3 Also, since the range includes the value 100, it means
{hat the observed number of cases is not statistically significantly higher or lower than what is
expected. '

Whenever the number of observed cases is less than five, the corresponding SIR is neither calculated
nor tested for statistical significance. This is indicated with an (nc) ("not calculated”). However, the
number of observed and expected cases is shown in these circumstances.

Notes about Data Interpretation

The SIR is a useful indication of the disease categories that have relatively high or low rates fora
given commumity. These statistics, however, should be used with care. Such statistics provide a
starting point for further research and investigation into a possible health problem, but they do not by
themselves confirm or deny the existence of a particular health problem. Many factors unrelated to
disease causation may contribute to an elevated SIR, including demographic factors, changes in
diagnostic techniques, and changes in data collection or recording methods over time, as well as the
natural variation in disease occurrence.



When reviewing the data tables, it is important to keep in mind that an SIR compares the observed
cancer incidence in a particular community with the expected incidesice based on statewide average
annnal age-specific incidence rates. This means that valid comparisons can only be made between a
community and the state as a whole. SIRs for different cities and towns CANNOT and SHOULD NOT be
compared to each other. (Comparisons between two communities would be valid only if there were
no differences in the age and sex distributions of the two communities’ populations.)

Another point to keep in mind when reviewing these data is the large number of statistical tests being
performed in this report. For each of the 351 cities and towns, we evaluate 18 types of cancer that can
occur in both males and females, 3 types that occur only in females and 2 types that occur only in
males, resulting in 41 gender/cancer categories. This results in 14,391 possible calculations (351 cities
and towns x 41 gender cancer categories). Note that gender/cancer categories with less than 5
observed cases are not evaluated for statistical significance, so the actual numbers of tests is slightly
lower than 14,391. This is important for the reader because when multiple significance tests are
performed, some will result in a significant finding due to chance alone, Based on the number of
calculations in this report, we expect 720 significant findings to be due to chance alone. Half of these
would be significant excesses (360) and half would be significant deficits {(360). There are stalistical
techniques that can be used to reduce this number, however use of these techniques leads to the
opposite problem - true significant differences that may be missed. We choose to err on the side of
cautien and jdentify more significant results, knowing that some will be due o chance alone.

Data Limitations

It should be emphasized that apparent increases or decreases in cancer incidence over time might
reflect changes in diagnostic methods or case reporting rather than true changes in cancer incidence.
Four other limitations must be considered when interpreting cancer incidence data for Massachusetts
cities and towns: under-reporting in areas close to neighboring states; under-reporting for cancers that
may not be diagnosed in hospitals; cases being assigned to incorrect cities/towns; and standardized
incidence ratios based on small numbers of cases.

Border Areas and Neighboring States

Some areas of Massachusetts appear to have low cancer incidence, but this may be due to loss of
Massachusetts resident cases who are diagnosed in neighboring or other states and not reported to the
MCR. The MCR has reciprocal reporting agreements with the following fifteen states: Alaska,
Arkansas, Connecticut, Florida, Maine, Mississippi, New Hampshire, New York, North Carolina,
Rhode Island, South Carolina, Texas, Vermont, Wisconsin, and Wyoming. On March 24, 2011 the
MCR signed the NAACCR Agreement for Administering the Central Cancer Registry Inter-Registry
Data Exchange which expanded dala exchange to ten additional states: Alabama, Idaho, Kentucky,
Michigan, Mississippi, Montana, North Dakota, Oklahoma, Utah, and Virginia.

Cases Diagnosed in Non-Hospital Settings

During the time period covered by this report, the MCR’s primary information source for most newly
diagnosed cases of cancer was hospitals. In addition the MCR collected information from reporting
hospitals on cases diagnosed and treated in staff physician offices, when this information was
available. In 2001, dermatologists and dermatopathology laboratories were added as reporting sources.
The addition of these new reporting sources may elevate the incidence of melanoma diagnosed in the
years 2001 and later. In 2002, urologists” offices and a general laboratory were added as reporting
sources. Some types of cancer in this report, such as prostate cancer, may be under-reported because
they are diagnosed primarily by private physicians, private laboratories, health miaintenance
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organizations, or under-reporting has not been determined exactly, but cases included in this report
represent the great majority of cases statewide and provide an essentia] basis for evaluating statewide
cancer incidence patterns.

City/Town Misassignmeit

In accordance with standard cential cancer registry procedures, each case reported to the MCR ideaily
should be assigned to the city/town in which the patient lived at the time of diagnosis, based on the
address provided by the reporting hospital. In practice, however, a patient may provide the hospital
with his/her mailing address (e.g., 2 post office box located outside the patient’s city/town of
residence); a business address; a temporary address (e.g., the patient is staying with a relative while
receiving treatment and reports the relative’s address as his/her own); or a locality or post office name
(e.g., “Chesinut Hill” rather than “Boston,” “Brookline,” or “Newton”). In addition, if a patient has
moved since being diagnosed, the hospital may report the patient’s current address, Because of the
large number of cases reported to the MCR, and because data are reported to the MCR via electronic
media, most city/town case assignments are performed by an auntomated computer process. This
simplified matching process may misassign some cases based on the reported locality name. When
MCR staif become aware of such misassignments, they manually correct the errors. Furthermore, in
order to minimize such errors, cases from fifly geographic localities prone {0 city/town misassignment
are reviewed manually.

Small Numbers of Cases

Standardized incidence ratios based on small numbers of cases result in estimates that are very
unstable. This situation is commion when the population of a city or fown is small or if the particular
cancer type is rare. SIRs and statistical significance are not calculated when the number of observed
cases for a specific category is less than five. In these instances, the observed and expected cases are
presented in the tables for qualifative comparison only.
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APPENDIX II: RiSK FACTORS FOR SELECTED CANCER TYPES AND
REVIEWERS OF RISK FACTORS

This Appendix contains a list of risk factors for thirteen types of cancer. The list briefly summarizes
available information from the scientific literature. The list was last revised in 2000. Cancers are
complex diseases, many of which have multiple factors that may contribute to their development. I
should be noted that there is no single agreed-upon list of risk factors — even the experts may disagree.
This list should be viewed only as a starting point for the interested reader, and should not be viewed
as constituting a definitive or comprehensive summary of cancer risk factors, Future risk factor lists
may change as new research findings emerge.

The list separates those characteristics for which research clearly indicates a strong association in the
development of the cancer (“Risk Factors®) from those characteristics for which weaker associations
exist (“Possible Risk Factors™) or which are now coming pnder investigation (“Under Investigation™).

For additional information on cancer risk factors or prevention, you may wish to contact the following:
Cancer Information Service (National Cancer Institute): 1-8060-4-CANCER (1-800-422-623 7)
Cancer Response Line (American Cancer Society): 1-800-ACS-2345 (1-800-227-2343)

In addition, the following selected Internet websites provide information on cancer. Many of these
also provide links to other sites (not listed) which may be of interest.

Massachusetis Department of Public Health: http:/www.mass. gov/dph

American Cancer Society: httpi//www.cancer.org

Centers for Discase Countrol and Prevention
Home Page: Lttp://www.cde.gov
Cancer Prevention and Control Program: http://www .cdc.gov/cancer
Fruits and Veggies More Matters™ Campaign (nutrition — formerly 5-A-Day Program):
hitp://www.Fruitsand VeggiesMatter.gov

Wational Cancer Institute
Information: http//wwiv.cancer.gov
Cancer Literature in PubMed: hitp://www.cancer.gov/search/cancer literature
Surveillance, Epidemiology, and End Results (SEER) Program data: hitp:/seer.cancer.gov

Your Cancer Risk (Siteman Cancer Center at Barnes-Jewish Hospital and Washington University
School of Medicine; formerly at Harvard Center for Cancer Prevention):
httn:_a’fw»\rw.vourdiseaserisk.wu stl.edu

OncoLink (Abramson Cancer Center of the University of Pennsylvania }:
http:/fwww.oncolink upenn.edu

Cancerguest (Emory University — Winship Cancer Institute): www.cancerquest.org

Canecer News on the Net® (information on diagnosis and treatment for cancer patients and their
families): http:/www.cancernews.com

National Coalition for Cancer Survivorship: htp://www.canceradvocacy.org
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BREAST

Risk Facitors:

Age (In Massachusetts, incidence rates increase markedly in the 45 to 64 year age group, and are
highest in the 75 years and older age groups.)

Family (mother, sister, or daughter) history of breast cancer, especially if it was detected pre-
menopausally {before the change of life)

High-dose radiation therapy to the chest, especially from age 11 until age 30

Never giving birth

First childbirth after age 30

Menstruating since age 12 or younger

Late age (older than 55) at menopause (change of life)

Having inherited a mutation in breast cancer susceptibility genes such as BRCA] or BRCAZ
Increasing body fat in post-mencpausal women

Estrogen taken post-menopausally (after the change of life)

More than three alecholic drinks per day

Peossible Risk Factors:

Diet low in fruits and vegetables

Under Investigation:

-

Pesticide exposure

Other environmental exposures
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COLON /RECTUM
Risk Factors:

» Age (In Massachusetts, incidence rates increase markedly in the 45 to 64 year age group, and
continue to increase markediy in the 65 to 74 year and 75 to 84 year age groups.)

e A personal history of colorectal polyps or colorectal cancer

e Family history of colorectal cancer or polyps, including the various polyposis syndromes such as
familial adenomatous polyposis, Gardner’s Syndrome, or Peutz-Jeghers Syndrome

e Personal history of inflammatory bowel disease such as ulcerative colitis or Crohn’s Disease
e Personal history of ovarian, breast, or endometrial cancer
¢ Diet high in red meat, and low in fiuits, vegetables, and folic acid

*  Physical inactivity
Possible Risk Factors:
e Alcohol, especially beer

» Smoking
s Increasing body fat
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MELANOMA oF SKIN

Note: changing or changed moles, or new moles which appear afier age 30 that itch and are tender
are early, potentially malignant fesions, and should be examined by a health care professional.

Risk Factors:

« Age (In Massachuselts, incidence rates begin to increase markedly in the 45 to 65 year age group,
and are highest in the 75 to 84 year age group.)

s One or more large or unevenly colored lesions such as:
. Dysplastic (abnormal) mole(s), with or without a family history of melanoma
—  Lentigo maligna (a type of malignant melanoma that is slow growing)

» Familial atypical mole and melanoma syndrome

« Giant congenital melanocytic nevi (pigmented patches of skin)

« Nevus (birthmark) since birth

+ Caucasian

= Previous melanoma

» Family history of melanoma

» Immunosuppression (when the body’s defenses are weakened, such as after transplant surgery)

¢ Sun sensitivity '

e Repeated sunburns, especially as a child

e Tasily sunburned

» Freckling

« Unable to tan easily
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OVARY
Risk Factors:

» Age (Jn Massachusetts, incidence rates increase markedly in the 45 to 64 year age group, and are
highest in the 65 to 74 year age group.)

» Never giving birth
»  Personal history of endometrial (lining of the uterus), colon, or breast cancer
e Family history of ovarian cancer (mother, sister, or daughter)
« Having one of three inherited ovarian cancer conditions:
~  breast-ovarian cancer syndrome
—  site-specific avarian cancer syndrome

—  hereditary nonpolyposis colorectal cancer or Lynch 1 syndrome (includes earty-onset
colorectal cancer, endometrial cancer, breast cancer, and ovarian cancer)

»  Never having used oral contraceptives, or having used oral contraceptives for fewer than five
years

e Caucasian

Possible Risk Factors:

¢ Fertility drugs
e Use of talc powder containing asbestos fibers in the perineal or external genifalia area

« High fat diet

373



UTERI, CORPUS AND UTERUS, NOS (uterine cancer)

Risk Factors:

e Age (In Massachuseits, incidence rates are highest in the 45 years and older age groups.)

» Personal history of colon and/or breast cancer

o TFamily history of uterine cancer

» Being more than 20 pounds overweight

e Never giving birth

o Presence of estrogen-producing ovarian tumors

o Postmenopausal (change of life) use of estrogen without progesterone

«  Tamoxifen (a drug given to women who have had breast cancer to lower the risk of recurrence)

« Late age (older than 55) at menopause (change of life)
Possible Risk Faciors:

e Diet high in fatty foods

» Hypertension (high blood pressure)

» Diabetes (high blood sugar)

« Chronic anovulation (ovaries do not produce eggs}
+ Mensirual problems

o Radiation therapy to the pelvis

» Malignant tumors on the ovaries

¢ Never having used oral contraceptives, or having used oral coniraceptives for fewer than five
years
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APPENDIX III: MD¥PH CANCER PREVENTION AND CONTROL INITIATIVES

The Massachusetts Department of Public Health is working to reduce the incidence and mortality
of cancer in the Commonwealth. Partnerships between MDPH programs, researchers, healthcare
providers and nonprofit organizations collect information about cancer, lead quality improvement
projects, coordinate evidenced-based workshops for managing living with chronic disease
(including cancer), provide education for health professionals and bring shared messages to the
public. Our collaborated efforts focus on reducing cancer risk, incidence and mortality through
healthy lifestyles, early diagnosis, and increased access to care. The Department’s programs
address the impact of tobacco, alcohol, nutrition, and physical activity on cancer prevention,
along with environmental and occupational hazards for cancer. Throughout all of our efforts there
is an emphasis on reducing disparate health cutcomes and unequal access to cancer care.

MDPH Bureaus and Programs:

Bureau of Environmental Health, www.mass.gov/ dph/environmental health

Bureau of Substance Abuse Services, www.mass.gov/dpl/bsas

Comprehensive Cancer Prevention and Control Program, www.mass.gov/dph/cancer
Men’s Health/Women’s Health/Care Coordination Program

Tobacco Cessation and Prevention Program, www.mass.gov/dph/mtep

Occupational Health Surveillance Program, www.mass.cov/dph/ohsp

Office of Healthy Aging, www.mass.gov/dph/healthyaging

Oral Health Program, ww.mass.cov/dph/oraihealth

Wellness Unil,
http://www.mass.gov/?pagelD=eohhsZterm inal&L=5&L0=Home&L1=Government&L2=Depart

ments+and+Divisio115&L3=De|)altment+of+Public+Hea!th&L4=P1‘00'rams+and.+Services+T+—
+Z&sid=Eeohhs2&bzterminalcontent&f:dph com health g div wellness&csid=Eeolihs2

MDPH publications on cancer prevention and screening are available at the Massachusetts Health
Promotion Clearinghouse, www.maclearinghouse.com.

Massachusetis Cancer Registry Publications are available through the Massachusetts Cancer
Registry, telephone: 617-624-5642 and on the web at www.mss.gov/dph/mecr.

1
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Newburyport

Observed and Expected Case Counts, with Standardized Incidence Ratios, 2005-2099

Obs Exp SIR 35% Gl Obs Exp SR 35% C1
Bladder, Urinary Melanoma of Skin
Male 24 218 10.3 {70.6-164.1} Male 18 143 1256 (74.4-108.4)
Famale 4 8.5 ne {nc-ne} Female 16 117 1372 {78.4-222.8)
Brain and Other Nervous System Multiple Myeloma
Male 2 40 ne (nc-nc} Male 3 37 ne (ne-nc)
Female 2 36 ne (nc-ne} Female i 31 nc {nc-nc)
Breast Non-Hodgkin L.ymphoma
Male 0 0.6 ne {nc-nc} Mate 12 12.4 98.7 {49.9-168.8)
Female 81 86.9 932 {74.0-115.8) Female 5 10.8 48.3 (14.9-107.9)
Cervix Uteri Qral Cavity & Pharynx
Male 10 a0 114 (53.2-204.4)
Female 2 3.2 nc {nc-ne) Female 2 43 nc {nc-nc}
Colon ! Rectum Ovary
iale 29 267 1087 (72.8-156.1}
Female 30 283 105.8 (71.4-151.1) Female i 83 1200 (57.5-220.7)
Esophagus Pancreas
Male 59 ne {nc-nc} Male 8 7.1 845 {30.9-184.0)
Female 3 1.7 nc {ne-ne} Female 7 8.1 86.4 (34.6-178.1)
Hedgkin Lymphoma Prostate
Male 2 16 ne {ne-ne) Mate 66 861 787 {59.3:97.5)
Female 0 1.3 e {nc-nc)
Kidney & Renal Pelvis Stomach
Male 12 120 100.4 (51.8-175.4) Male 4 5.1 nG {nc-nc)
Female 3 7.2 nc {nc-nc) Female 5 33 1528 {49.3-356.7)
Larynx Testis
Male 2 34 nc {nc-nc) Male 1 23 ne {ne-nc)
Female 9] 1.0 ne {rig-ng)
Leukemia Thyroid
Male 8 7.8 102.5 {44.1-201.9) Male 2 48 nc {ne-nc)
Female 5 6.2 81.0 {26.1-189.1) Female 16 145 1104 (63.0-179.2)
Liver and intrahepatic Bile Ducts bteri Corpus and UHerus, NOS
Male 2 6.6 ne {ne-nc)
Female 4 23 ne {nc-nc) Female 12 2041 £9.8 {30.8-104.5)
Lung and Bronchus All Sites { Types '
Male 36 406 88.7 (62.1-122 8) Male 259 2975 87 (76:8:983)
Female 45 425 106.0 {77.3-141.8} Famale 277 3010 92.0 (81.5-103.5)

a % & 8 »

Qhs = observad case count; Exp = expected case count;

SIR = standardized incidence ratio { (Obs / Exp) X 100},

85% Cl = 95% confidence intervals, a measure of the statistical significance of the SiR;
ifig indicates {he statistical significance of the SIR at 85% level of probability,
n¢ = The SIR and 95% Cl were not calculated when Obs < 5;
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