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I’m not ready to die from this. I love this earth 
and I’m enjoying it.  I will do anything I can 
to keep going.”

2

Jan, Breast and Ovarian Cancer Survivor

“
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INTRODUCTION

In 2005, an estimated 570,280 Americans died of cancer. In Massachusetts, that
number reached about 13,720 (ACS, 2005). But cancer need not be a death 
sentence. Advances in medicine now enable many people to live years beyond
their diagnoses. Unfortunately, not all residents of the Commonwealth have
equal access to quality cancer treatment and care. If we are to extend the number
of cancer survivors, we must eliminate all barriers to optimal health and medical
care. We must also promote the message and facilitate the practice of prevention.
According to the American Cancer Society, an estimated 60% of cancer cases
could be avoided altogether through improvements in diet and exercise, stopping
tobacco use, and making other lifestyle changes. 

In Massachusetts, public health workers, health care providers, academic institu-
tions, researchers, community organizations, and cancer survivors are working
together as members of the Massachusetts Comprehensive Cancer Control
Coalition. We know that cancer is too big an issue for any one group to tackle
alone. Our mission is to reduce and end the suffering and death caused by 
cancer. After many months of hard work, we produced an extensive report on
cancer in Massachusetts that includes specific goals with outcome measures and
strategies to reduce the impact of the disease on the Commonwealth’s residents.
(You can request a copy of that plan by emailing mcccc@state.ma.us). Reducing
and Eliminating Death and Suffering Caused by Cancer:  The Massachusetts
Comprehensive Cancer Control Coalition Plan, 2006-2011 is the summary of that
document. It is for all Massachusetts residents who care about reducing the 
burden of cancer. It is designed to raise awareness of the scope of the cancer
problem and to spur concrete action to combat it. 

The Plan is organized into the following content areas:
• prevention • palliative care
• early detection • end of life 
• survivorship • surveillance, evaluation and putting research into practice
• treatment 

Each content area contains background information, goals, strategies, and 
outcome measures. The outcome measures are targets against which we track
progress on each specific goal. Strategies are broad based approaches that may be
implemented differently throughout the state. The strategies are evidence-based,
that is, supported by research. In instances where not enough is known, we have
crafted strategies to further data collection and research. This plan will be discussed
at regional meetings where participants will select strategies that will have the
greatest local impact. The strategies will then be developed into actions with 
specific outcome measures. By thinking together, working together, and sharing
information and resources, we will be able to reduce or eliminate death and 
suffering caused by cancer.
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Michael, Non-Hodgkin’s Lymphoma Survivor

I was diagnosed with cancer in 2002. At first they
thought I had Crohn's Disease. They couldn't figure
it out at the local hospital.  Then they sent me to 
a hospital known for diagnosis and treatment of 
cancer and within 24 hours they knew what it was. 
I was sick of being sick.”

“
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Each year an estimated 14,000 residents of Massachusetts die from cancer (ACS,
2004) and thousands more are newly diagnosed. Massachusetts death rates are about
206 for every 100,000 people (MCR, 2005), while in the nation at large the death
rates are 198 per 100,000 (NCI, SEER). The higher death rates in Massachusetts

are cause for great concern. Even when broken
down by type of cancer, the rates of diagnoses
and deaths for some types of cancer in
Massachusetts are higher than the national
rates. Knowing which cancer types occur most
often and who is most impacted can help us
plan effective approaches for prevention and
early detection, treatment, survivorship, 
palliation and end of life care. 

Cancer occurs in far greater numbers in adults
over the age of 65. It affects women and men
differently and impacts some ethnic or racial
groups more than others. For Massachusetts
men, the four most common cancer diagnoses
are prostate, lung, and cancers of the colon 
and urinary bladder. The four most common 
causes of cancer death for men in this state 
are cancers of the lung, prostate, colon, and 
pancreas. For Massachusetts’s women, the four
most common cancer diagnoses are cancers of
the breast, lung, colon, and uterus. The most
common causes of cancer death for women in
this state are cancers of the lung, breast, colon,
and pancreas (MCR, 2005).

Black non-Hispanic men in the Commonwealth
have the highest rates of new cancer diagnoses
compared to all other ethnic and racial groups.
They have the highest cancer death rates. 
The racial breakdown for women is different.
White non-Hispanic women have the highest
rates of new cancer diagnoses, while Black

non-Hispanic women have the highest cancer death rates (MCR, 2005). These
disparities require thoughtful and deliberate action. 

CANCER IN MASSACHUSETTS: 
THE BIG PICTURE 
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I smoked my last cigarette on August 11, 2004.  
Six weeks later, my uncle died from lung cancer, the
day before my birthday.  I spent my birthday at his
wake.  Every time I think of picking up a cigarette, 
I see Bob’s face, and it keeps me from smoking.”

“

Ray, Uncle Died of Lung Cancer

 



7

Taking a number of steps, we can reduce our chances of getting cancer.
According to the American Cancer Society, 60% of cancers could be avoided 
if people stopped using tobacco and adopted healthier lifestyles (ACS, 2004). 
In the following section, we discuss the main issues related to cancer prevention
and we present our top goals and possible strategies for addressing them. 

TOBACCO

Tobacco use and exposure is the leading preventable cause of death in the United
States. In 2000, tobacco use in the nation accounted for nearly 440,000 deaths
(CDC, 2005). In Massachusetts, in 2001, smoking accounted for 9,076 deaths
(MDPH, 2001).

Massachusetts has been a national leader in efforts to prevent and end tobacco
use. Although the state succeeded in reducing adult and youth smoking over 
the last twenty years, more work remains. The non-profit organization, Tobacco
Free Massachusetts, and the Massachusetts Tobacco Control Program at the
Massachusetts Department of Public Health are lead partners in local efforts 
to prevent and end tobacco use. There are specific interventions and programs
addressing tobacco use such as Quit Works, a free, telephone-based, stop-smoking
service offered by the Massachusetts Department of Public Health. The goals
and strategies set forth in this plan support these efforts. They focus on three
areas of tobacco control: preventing early initiation, tobacco cessation, and 
environmental tobacco smoke. While many of our outcome measures target
school-age children, the strategies currently proved most effective address 
tobacco use through broader approaches. 

Goal: Reduce the impact of tobacco use and exposure to second-
hand smoke on Massachusetts’ cancer incidence and mortality.

Target Measures:
• By 2011, reduce the amount of adults who are current smokers.

Where we are: 19% (BRFSS, 2003)
Our target: 12% (HP 2010) 

• By 2011, reduce the proportion of high school students who are current smokers
(smoked at least one cigarette in the last 30 days).

Where we are: 21% (YRBS 2003)
Our target: 16% (HP 2010)

• By 2011, reduce the proportion of high school students who are daily smokers.
Where we are: 7% (YRBS 2003)
Our target: to 6% (HP 2010 objective is 16%

PREVENTION
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• By 2011, reduce the proportion of high school students who have used 
smokeless tobacco in the last 30 days.

Where we are: 4% (YRBS 2003)
Our target: 1% (HP 2010)

• By 2011, reduce the proportion of high school students who report smoking
cigars in the past 30 days.

Where we are: 12% (YRBS 2003)
Our target: 8% (HP 2010)

• By 2011, reduce the proportion of high school students who report having
their first cigarette before the age of 13. 

Where we are: 15% (YRBS 2003)
Our target: 12% (No HP 2010 objective)

• By 2011, decrease the percentage of public middle school students in grades 
6 – 8, who have smoked in the last thirty days.

Where we are: 7.1% (MA Youth Health Survey 2004)
Our target: 5% (No HP 2010 objective)

• By 2011, increase the number of adults living in households where smoking 
is not allowed.

Where we are: 71% (BRFSS 2003)
Our target: 80% (No HP 2010 objective)

Strategies:
• Support funding of the statewide Tobacco Program at the level recommended

by CDC.
• Increase mass media and reduce cost of tobacco cessation efforts for young 

adults 18–24.
• Maintain support and ensure the effective implementation and evaluation 

of the smoke-free workplace legislation.
• Increase affordable and accessible treatment resources for smoking cessation;

then market these resources.
• Increase awareness and utilization of “Quit Works,” a free, telephone-based

stop-smoking service offered by the Massachusetts Department of Public Health.
• Implement a public education campaign that impacts people’s desire to quit

smoking.
• Determine the burden and increase culturally-sensitive, evidence-based 

interventions for portions of the population that are not specifically identified
in surveillance data.

• Provide and promote smoking cessation services to all Massachusetts residents
through changes in Medicaid and health insurance coverage.

ACCESS TO USE OF PREVENTIVE AND PRIMARY HEALTH CARE

The United States is the only industrialized nation that does not provide universal
health insurance. This has serious consequences for the health of thousands of
Americans. People who are uninsured are less likely to have a regular source of
health care. Without regular health care, they are unlikely to get the information
and health services they need for prevention, timely diagnoses, and effective
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treatment for many illnesses, including cancer. About 18,000 unnecessary deaths
occur each year in the U.S. because of the lack of health insurance (IOM, 2004).
The equivalent statistic for Massachusetts is not known. 

In Massachusetts, a number of health insurance programs provide cancer 
screening and diagnostic services to low income and uninsured adults. Still,
about 9% of Massachusetts adults do not have health insurance (BRFSS, 2004).
Those without health insurance are more likely to be male, Hispanic and Black
non-Hispanic (BRFSS, 2004). Equal access to health care services for all
Massachusetts residents is a priority in this statewide plan.

Goal: Ensure that all residents of the Commonwealth visit a primary
care provider for regular prevention and early detection services.

Target Measures:
• By 2011, increase the percentage of Commonwealth residents who report

having a usual source of primary care.
Where we are: 87% (BRFSS 2003)
Our target: 100% (HP 2010 Target is 96%)

• By 2011, increase the percentage of Commonwealth residents who have health
insurance. 

Where we are: 89% (US Census, 2005)
Our target: 100% (HP 2010)

Strategies:
• Guarantee that all Commonwealth residents can access and use regular 

primary and preventive care and screening services.
• Increase health insurance coverage of regular health checks for the underinsured.

LIFESTYLE
In this section, we describe three lifestyle factors that can be modified to reduce a
person’s chances of getting cancer. They include body weight, physical activity, and
alcohol consumption. The American Cancer Society estimates that approximately
one-third of cancer deaths are caused by these lifestyle factors (ACS, 2004). 

Body Weight and Physical Activity

Men and women who are obese have higher death rates from cancer. In
Massachusetts, nearly one out of every five adults is obese, while more than one
out of every two adults is overweight. Those in the state most likely to be obese
are Black non-Hispanic and Hispanic. Statewide studies have also shown that
those with less education and lower incomes tend to have higher rates of obesity
(BRFSS, 2004).

Maintaining a healthy weight is an important cancer prevention strategy. Eating
greater amounts of fruits and vegetables and fewer high-calorie foods can help
with weight control (NCI, 5ADay). The National Cancer Institute recommends
eating at least five to nine servings of fruits and vegetables daily for general health.
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According to the American Cancer Society, adults who do at least 30 minutes of
moderate to vigorous physical activity five or more days of the week may reduce
their risk of breast and colon cancer (ACS, 2002). Approximately 53% of adults
in the Commonwealth engage in regular physical activity. White non-Hispanics
are more likely to get regular physical activity than other races or ethnic groups. 

The Massachusetts Partnership for Healthy Weight (PHW) is leading statewide
efforts to prevent and control overweight and obesity throughout the
Commonwealth. PHW is implementing interventions and promoting policies 
in communities, schools, worksites, and healthcare facilities. The goals and
strategies in this statewide action plan support PHW efforts. 

Goal: Ensure that all residents of the Commonwealth are eating
healthy and maintaining a healthy weight.

Target Measures: 
• By 2011, reduce the proportion of adults who are obese or overweight.

Where we are: 70% (BRFSS 2003)
Our target: 15% for obesity (HP 2010); 40% for overweight 

(no HP 2010)
• By 2011, decrease the percentage of students ages 12-19 that are at risk or are

currently overweight.
Where we are: 24% (YRBS 2003) 
Our target: 5% (HP 2010)

Strategies:
• Promote the strategies and efforts of the Massachusetts Partnership for

Healthy Weight to address overweight and obesity in adults and youth.
• Increase access to healthy foods in schools, community organizations, 

municipalities, and businesses.
• Encourage efforts that educate the public on following the USDA food 

guidelines.
• Encourage efforts that incorporate healthy lifestyle education in schools.

Goal: Ensure that all Commonwealth residents are maintaining 
a healthy level of physical activity

Target Measures:
• By 2011, increase the proportion of adults who report regular moderate 

physical activity (five or more sessions per week for 30 minutes or more).
Where we are: 53% (BRFSS 2003)
Our target: 70% (HP 2010)

• By 2011, increase the proportion of high school students who report regular,
either vigorous or moderate levels, of physical activity.

Where we are: 61% vigorous; 24% moderate; total 85% (YRBS 2003)
Our target: 85% vigorous; 35% moderate (HP 2010)
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Strategies:
• Support and enhance the efforts of the Massachusetts Partnership for Healthy

Weight to address physical activity in adults and youth.
• Advocate for public policy changes that establish daily physical education 

classes that are fun and non-competitive.
• Endorse programs that increase public knowledge of the decreased cancer risk

for individuals who engage in regular moderate physical activity.

ALCOHOL USE

Drinking alcohol increases the risk of cancers of the mouth, esophagus, pharynx,
larynx, colon, and liver in men and women. Drinking alcohol also increases the
risk of breast and ovarian cancer in women and prostate cancer in men (NCI,
2003). In general, these risks increase after one daily drink for women and two
daily drinks for men. (A drink is defined as 12 ounces of regular beer, 5 ounces
of wine, or 1.5 ounces of 80-proof liquor.) This is drinking above the moderate
level, also called heavy drinking. Approximately 8% of Massachusetts adults are
heavy drinkers (BRFSS, 2003). Alcohol is a co-carcinogen. That means it
enhances the effects of other chemicals. For example, when alcohol is combined
with tobacco use, the cancer risk is higher than for either one alone. 

Over the past few years, there have been decreases in access to treatment and
services for substance abuse but increases in the rate of children and young adults
becoming addicted to alcohol. Massachusetts must consider new and revised
policies to impact alcohol use. Working with the Bureau of Substance Abuse at
the Massachusetts Department of Public Health, the Coalition has set the 
following goals and priorities. 

Goal: Ensure that all Commonwealth residents limit their use 
of alcohol to a moderate level.

Target Measures:
• By 2011, decrease the proportion of men who drink more than two drinks

daily, and the proportion of women who drink one daily drink to four percent.
Where we are: 7.7% (BRFSS 2003)
Our target: 4% (no HP2010 objective)

Strategies:
• Encourage primary care providers to counsel their patients on the negative

health consequences of excessive drinking.

ULTRAVIOLET RAYS

In the United States, skin cancer accounts for 2% of cancer deaths (NCI, 2005).
There are three different kinds of skin cancer: basal cell carcinoma, squamous cell
carcinoma, and melanoma. Basal cell and squamous cell carcinomas are known
as non-melanoma forms of skin cancer and are usually not life threatening.
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Melanoma is the most serious type of skin cancer. It has the ability to spread
throughout the body and can lead to death. There is an increase in this state in
the number of new cases of melanoma. 

Most of the cases of skin cancer can be attributed to the popularity of tanning 
in the sun. Tanning beds can also contribute to the problem because they use
Ultraviolet A (UVA) and Ultraviolet B (UVB) lamps. Both UVA and UVB can
cause serious skin damage, and both contribute to skin cancer growth. 

Several organizations such as the Massachusetts Skin Cancer Collaborative and
the Massachusetts Melanoma Foundation are actively engaged in skin cancer
prevention. The Coalition will work with them to help reduce the melanoma
rates in the state. While Coalition members have set a target for reducing adult
sunburns, their strategies are geared to children as well as adults. Healthy adult
habits often begin in childhood. 

Goal: to reduce the incidence of malignant melanoma in
Massachusetts

Target Measures:
• By 2011, decrease the proportion of adults who report having gotten sun-

burned within the last year. 
Where we are: 37% (BRFSS 2003)
Our target: 20% (no HP 2010 objective)

Strategies:
• Promote policy changes that encourage sun protection activities.
• Increase access and utilization of sun protection materials such as hats and

umbrellas.
• Increase education for adults on monitoring changes on their skin.
• Promote programs and activities in schools, daycare and parks/recreational

areas that teach and encourage “cover up” behavior in adults and children.
• Support building schools and recreation sites with access to shade.

OCCUPATIONAL AND ENVIRONMENTAL CARCINOGENS

A number of chemicals in the environment or workplace have potential links to
cancer. Environmental tobacco smoke (ETS) is a proven cause of cancer. For other
occupational and environmental carcinogens, the links are unproven and for
some, the exposure levels are so low that cancer risk is minimal (ACS, 2004).

This statewide action plan addresses four major issues of special interest in
Massachusetts. They are arsenic in drinking water, radon levels in homes, the
clean-up of Superfund sites where polychlorinated biphenyls (PCBs) are a main
contaminant, and work-related exposure to asbestos. 

Arsenic is a substance found in soil and bedrock. It is also found in drinking water
where it has been a proven cause of cancer of the skin, lungs, urinary bladder,
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“My cancer was caused 
by smoking. I was a 

newspaper reporter and 
I guess I figured smoking

went with the job.
I quit smoking three

months before I learned 
I had cancer.”

Dolores, Lung Cancer Survivor

and kidney. The arsenic level in Massachusetts public water supply is well below
the standard set by the Environmental Protection Agency (EPA). However, 
private wells may be a problem. Residents who use private wells as a source of
water need to have them tested for arsenic on a regular basis.

Radon is an odorless, tasteless gas found in soil and water. It is the second leading
cause of lung cancer in the United States. Each year, an estimated 21,000
Americans die from lung cancer due to radon exposure (EPA, 2005). Radon
exposure often occurs in homes where the gas enters through cracks in floors,
walls, or foundations. It can also be released from building materials or from
water obtained from wells that contain radon. There is no state or federal regu-
lation on radon. However, tests for radon are available to homeowners.
Installation of a ventilation system can decrease home exposure, but may be too
costly for many homeowners.

Polychlorinated Biphenyls, or PCBs, were once widely used for chemical and
industrial purposes. In 1977, the U.S. Congress prohibited the making and 
distribution of PCBs. In 1996, the EPA declared them as possible cancer-causing
agents in humans. PCBs are found in many old industrial and commercial sites.
They are the main contaminants of the many Superfund sites proposed for clean-
up by the EPA. There are 15 such Superfund sites located throughout the state. 

Asbestos is a mineral that occurs naturally. It has been used for insulation and for
fireproofing. Asbestos can lead to lung cancer and mesothelioma, which is a can-
cer of the chest and abdominal membranes. An overwhelming percentage of
cases occur in people who worked in jobs where they inhaled asbestos.
Approximately 1,355 people have died from asbestos exposure since 1979 in
Massachusetts (MDEP, MDL). The Division of Occupational Safety is responsi-
ble for regulating occupational-related asbestos exposure in the state. 

Several agencies investigate potential links between environment and cancer in
the state. These include the Bureau of Environmental Health Assessment at the
Massachusetts Department of Public Health and the federal Agency for Toxic
Substances and Disease Registry (ATSDR). The goals and strategies in this
statewide plan support the efforts of these agencies. 

Goal: Reduce the impact of occupational and environmental 
carcinogens on cancer incidence in Massachusetts.

Target Measures:
• By 2011, reduce the number of people that are drinking arsenic-contaminated

water levels above 10 parts per billion (ppb).
Where we are and our target:  to be determined

• By 2011, increase the number of homes tested for radon in regions where
radon levels are high.

Where we are and our target: to be determined
• By 2011, reduce the number of people who die of mesothelioma by 30%.

Where we are: 1355 deaths over 20 years, or about 340 deaths, over 5 years
Our target: 30% (no HP2010 objective) 
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• By 2011, complete the clean up of all PCBs Superfund sites in Massachusetts.
Where we are: 15 PCB-related Superfund sites 
Our target: all 15 PCB-related Superfund sites

Strategies:
• Monitor and intervene early to reduce environmental cancers.
• Increase public knowledge of the impact of environmental factors on increased

risk of cancer.
• Promote the use of non-carcinogenic materials in indoor air spaces.
• Consider system and regulatory interventions that will ensure the decreases of

environmental pollutants.

INFECTIOUS AGENTS

In the United States, infectious agents cause approximately 10% of cancers.
Infectious agents include viruses, bacteria, and parasites. The infectious agents of
greatest concern for reducing the burden of cancer are Human Papillomaviruses
(HPVs), Hepatitis B and C, Human Immunodeficiency Virus (HIV) and
Helicobacter pylori (H. pylori) (ACS, Infectious Agents).

HPV is one of the most common causes of sexually transmitted diseases in the
world. It is estimated that 3,000 new cases of HPV will occur in Massachusetts
this year (CDC, 2002).

There are approximately 100 different types of HPV. Many of them are consid-
ered low risk for cancer. Other types of HPV are considered high risk and are
associated with cervical cancer and other genital cancers. The medical test used
to detect cervical cancer is the Pap smear or Pap test. An estimated 88% of
Massachusetts women have had a Pap test in the last 3 years (BRFSS, 2004).
Asian non-Hispanic women have the lowest Pap smear rates compared to other
ethnic groups in the state. Now there is a test that can detect those HPVs 
identified as high risk for cancer. Also, an HPV vaccine is being developed. 

Hepatitis B (HBV) and C (HCV) are viruses that cause liver infection and cancer.
The good news is that vaccines are available to the public to prevent HBV 
infection. Many children and young adults are now required to have this vaccine
before entering school. In addition, health care workers are mandated to get this
vaccine. Currently, there is no vaccine to prevent HVC infection. (ACS, 2005)

HIV has been linked to several cancers such as Kaposi’s sarcoma, Hodgkin’s 
disease, certain non-Hodgkin’s lymphoma, and testicular cancer (MDPH,
HIV/AIDS, 2004). There are almost 7,000 Massachusetts residents living with
HIV infection. Another 8,800 live with full-blown AIDS. (MDPH, HIV/AIDS,
2005). Over 47% of those living with HIV/AIDS are White non-Hispanic. Men
having sex with men and injection drug use are the leading reported risks for
HIV infection among people living with HIV/AIDS, accounting for 33% and
28% of all exposures, respectively. 
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Finally, H. Pylori is the cause of most stomach cancers. Fortunately, medications
are available to treat it. 

Goal: Reduce the impact of infectious agents on cancer incidence
and mortality in Massachusetts.

Target Measures:
• By 2011, increase public notification of the connection between cancer risk and

specific sexual behaviors by including this information in 100% of relevant
public health educational materials.

• By 2011, decrease the number of children and adults who contract Hepatitis C. 
Where we are: 10,000 existing cases (MDPH, Hepatitis C Surveillance

System  2004)
Our target: 30%

Strategies:
• Deregulate and decriminalize the access and usage of syringes.
• Increase the pediatric and adult Hepatitis vaccinations.

GENETICS

Our family history can put us at greater risk for getting cancer. Cancers linked to
family history include breast cancer, ovarian cancer and colorectal cancer. Family
history accounts for a very small number of cancer cases. For example, only about
5% or 10% of women with breast cancer have a mother or sister with the disease. 

Understanding our genetic risk helps us plan for early detection and treatment.
Sometimes, those at greatest risk for cancer will be referred to a genetic counselor.
A genetic counselor can help patients understand their risk and its implications. 

Cancer genetics is an area of interest in Massachusetts. However, it is still a new
field, and more research is needed. 

Goal: Increase the early identification of people at risk for 
developing cancer due to genetic susceptibility or inherited 
predisposition.

Target Measures:
By 2011, increase the number of people who are aware of their family history.

Where we are and our target: to be determined

Strategies:
• Promote programs that enhance public knowledge of the importance of 

knowing and communicating family history of cancer to their health care 
provider. 

• Educate providers regarding the importance of obtaining family history of 
cancer from their patients and encouraging early interventions.

“My risk was far greater
than I believed even

though I worked at Dana
Farber. Genetic testing is

important. It can give
peace of mind, or it can

give you information you
can do something with.”

Judie, Breast and Colorectal Cancer Survivor
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Colorectal cancer screening can save your life. 
When they told me it was cancer, I was stunned. 
I was obsessed with heart disease. Everyone in my
family had heart disease, so I never thought I’d
have cancer.”

“

Ellen, Colorectal Cancer Survivor
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Screenings and early detection tests are strategies used to detect cancer. They
include medical check-ups, X-rays, laboratory analyses, and other techniques.
They can save lives by finding cancer in its early stages when it is most treatable.
Breast cancer, cervical cancer and colorectal cancer can be detected early in 
people without symptoms. There are also cancers for which there are no proven
methods of early detection. These include prostate cancer and ovarian cancer.
These cancers are included in this section of the plan because there are public
health approaches that provide information and support to help those most
affected to make the best personal screening decisions. 

BREAST CANCER

Breast cancer is the most frequently diagnosed cancer and the second leading
cause of cancer death for women in Massachusetts. An estimated 1000 women in
Massachusetts died from breast cancer in 2005 (ACS, 2004). Black non-Hispanic
women in this state have the highest breast cancer death rates. 

Mammography or the mammogram is the test used to detect early breast cancer.
National guidelines recommend that all women 40 and older get a mammogram
every one to two years (USPSTF, 2002). In Massachusetts, 85 percent of women age
40 and older have had a mammogram in the previous two years (BRFSS, 2003).
Much of the success can be attributed to the Women’s Health Network (WHN) at
the Massachusetts Department of Public Health. The WHN provides breast and
cervical cancer screening for low income and uninsured women in the state. The
WHN reaches those who have difficulty getting breast and cervical cancer screening.
The American Cancer Society is also working in Massachusetts to increase breast
cancer screening rates, particularly with Hispanic and Black non-Hispanic women.

Goal: Reduce the mortality rate of all women from breast cancer.

Target Measures:
• By 2011, increase the percentage of women ages 40+ that have had 

a mammogram in the previous 2 years. 
Where we are: 85% (BRFSS 2003)
Our target: 90% (HP2010 target is 70%)

• By 2011, decrease the proportion of White non-Hispanic and Black non-Hispanic
women diagnosed with late stage (regional and distant) breast cancer.

Where we are: White non-Hispanic: 45.7 per 100,000;
Black non-Hispanic: 45.4 per 100,000 (MCR, 1998-2002)

Our target: 35 per 100,000

EARLY DETECTION
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Strategies:
• Continue to promote and advocate for early detection health insurance coverage

for all women monitoring and reducing health disparities in health outcomes.
• Protect and support the statewide Women’s Health Network: Breast and

Cervical Health Programs.
• Support restructuring of the Women’s Health Network to provide for

increased access to screening.
• Ensure that screening mammography is available and accessible throughout

the state.
• Encourage provider based reminder, follow-up, and case management systems.
• Implement combined mass and small media campaigns along with other 

communication strategies to remind and educate women on the importance 
of early detection.

CERVICAL CANCER

Nearly all cases of cervical cancer can be prevented through regular screening. 
In Massachusetts in 2004, there were 130 new cases of cervical and uterine cancer
(ACS, 2004). The screening test for cervical cancer is called the Pap test, or Pap
smear. National guidelines advise women who have been sexually active to be
screened at least every 3 years (USPSTF, 2003). According to the US Preventive
Services Task Force, most of the benefit can be obtained by beginning screening
within 3 years of onset of sexual activity or age 21—whichever comes first—and
screening at least every 3 years. About 88% of women in the state had a Pap test
in the prior three years. Asian non-Hispanic women were the least likely of
racial and ethnic groups to have had a Pap test in the past three years. However,
Black non-Hispanic women have the highest death rates from cervical cancer
(BRFSS, 2003). There are many reasons why the population with the lowest Pap
test rate is not the population with the highest death rate from cervical cancer.
One reason may be that Black non-Hispanic women may not have equal access
to quality cancer treatment and services. 

Cervical cancer screenings are offered to low income and uninsured women by
the Women’s Health Network. In addition, in 2004, the state legislature created
a “Special Legislative Commission Relative to Eliminating Cervical Cancer in
the Commonwealth.” The commission plans to conduct research on the burden
of cervical cancer in the state and raise public awareness about the issue. 

Goal: Reduce the mortality rate of all women from invasive cancer.

Target Measures:
• By 2011, increase the percentage of women, with an intact cervix, ages 18–69

years old that report having had a Pap test in the previous 3 years.
Where we are: 88.2% (BRFSS 2002)
Our target: 90% (HP 2010)

“I found out that 
I had breast cancer

through a routine 
annual mammogram. 

I thought, why me? 
I am a healthy person. 

I do not drink, 
smoke, nor do I have 

any past family 
history of cancer. 

Getting a mammogram
saved my life.”

Sophorn, Breast Cancer Survivor
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• By 2011, decrease the proportion of Black non-Hispanic women diagnosed
with late stage (regional and distant) cervical cancer. 

Where we are: 7.1 per 100,000 
(MCR, 1998-2002)

Our target: 2 per 100,000

Strategies:
• Promote programs that increase access to cervical cancer screening with 

follow-up and case management reminder systems for all women and targeting
specifically health disparities.

• Provide professional education regarding current screening guidelines for
women ages 65 and older.

• Utilize small media interventions that match the unique needs of each region.

COLORECTAL CANCER

Colorectal cancer can be prevented through early detection. Yet, in 2003, 3,700
Massachusetts adults died from colorectal cancer (ACS, 2004). Those with the
highest number of diagnoses and the highest death rates in the state are White
non-Hispanic and Black non-Hispanic men. 

Screening tests for colorectal cancer can help medical staff identify pre-cancerous
growths. These can be removed before they have had the chance to develop into
cancer. Medical tests can also help identify colorectal cancer at an early stage
when it is more treatable. According to national guidelines, all adults aged 50
and older should get screened for colorectal cancer. Screening methods include
fecal occult blood testing (FOBT), barium enema, or endoscopies: sigmoidoscopy,
or colonoscopy (USPSTF, 2002). About 67% of Massachusetts adults aged 50 and
older had colorectal cancer screenings in the past 2 years. Those least likely to
have had colorectal screenings were Hispanic adults (BRFSS, 2003).

Goal: Reduce the mortality rate from colorectal cancer.

Target Measures:
• By 2011, increase the percentage of adults ages 50+ that have had FOBT or

endoscopy. 
Where we are: 67.4% (BRFSS 2003)
Our target: 85% (HP 2010 target is 50%)

• By 2011, decrease the proportion of White non-Hispanic and Black non-
Hispanic men and women diagnosed with late stage (regional and distant) col-
orectal cancer.

Where we are: White non-Hispanic males: 41.6 per 100,000
White non-Hispanic females: 30.4 per 100,000
Black non Hispanic males: 42.3 per 100,000
Black non-Hispanic females: 30.1 per 100,000
(MCR, 1998-2002)

Our target: 25 per 100,000
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“When I was diagnosed with
prostate cancer at age 56 my

doctors told me that cancer had
been present for some time, and
that I would most likely suffer

some severe side effects from
treatment. My experience 

highlights the need for men 
to know their risk level for

prostate cancer and the proper
screening guidelines based on

that risk. Since prostate cancer
is curable with early detection

and treatment, each man
should know and manage 

his prostate health in
partnership with his doctor.”

Tom, Prostate Cancer Survivor

Strategies:
• Remove structural barriers like health insurance coverage and transportation.
• Work with community health clinics to include a system for ensuring early

detection screenings, case management, and patient reminders systems.
• Encourage providers to establish case management and patient reminder systems.

PROSTATE CANCER

Prostate cancer is a serious concern and a challenge in this state. In 2004, 740
Massachusetts men died from prostate cancer (ACS, 2004). Black non-Hispanic
men in the state have a much higher prostate cancer death rate than any other
race or ethnic group. 

Prostate cancer screening includes the prostate specific antigen (PSA) and digital
rectal exam (DRE). However, national experts do not recommend routine
screenings for all men. This is because screenings may identify some prostate
cancers that will never cause significant problems. Screenings may lead to need-
less treatments with serious side effects. Instead, experts suggest outreach to those
most at risk for the disease with information and education about risks and 
benefits of screening. They also advise men to meet with their doctors to discuss
early detection and their personal risk. 

Goal: Reduce the mortality rate of all men from prostate cancer.

Target Measures:
• By 2011, decrease the proportion of Black non-Hispanic men diagnosed with

late stage (regional and distant) prostate cancer.
Where we are: 45.3 per 100,000 (MCR, 1998-2002)
Our target: 20 per 100,000

• By 2011, increase the number of men who have discussed prostate cancer early
detection with their providers. 

Where we are and our target: to be determined

Strategies:
• Develop, test and evaluate the impact and reach of a full range of interventions

targeting Black non-Hispanic men and shared and informed decision making
about prostate cancer screening.

• Support prostate health education and early detection options, which includes
best practice standards, to the full range of health practitioners, men and their
families.
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OVARIAN CANCER

In Massachusetts in 2004, 360 women died from ovarian cancer (ACS, 2004).
Those at highest risk for ovarian cancer are women age 50 and older, lesbians,
and Ashkenazi Jewish. There are tests such as CA125, transvaginal ultrasound
or pelvic examination, but they have not been proven effective in reducing death
rates for ovarian cancer. There is also concern that these tests may suggest cancer
where none exists and lead to needless medical procedures. Instead, experts 
suggest outreach to those most at risk for the disease with information and 
education about the risks and benefits of various tests. 

Goal: Increase informed decision making about ovarian cancer
screening for women in high-risk groups.

Target Measures:
• By 2011, increase the number of women in high-risk groups that have 

discussed their personal risk for ovarian cancer with their provider. 
Where we are and our target: to be determined

Strategies:
• Develop, test, and evaluate the impact and reach of a full range of interven-

tions targeting women in high risk groups regarding informed decision mak-
ing about ovarian cancer screening.

EMERGING SCIENCE

In Massachusetts, we are fortunate to be at the forefront of cancer research. The
Dana Farber/Harvard Cancer Center and the cancer center at the Massachusetts
Institute of Technology are two leading cancer research institutions. Members of
the Coalition will continue to monitor new cancer research developments and
apply them to future state plan goals and strategies.  

Goal:  Monitor emerging science and include new breakthroughs
and updates in Massachusetts’ cancer control efforts.

Target Measures: 
• By 2011, formally review emerging science in cancer at least twice a year.

Where we are: once a year
Our target: twice a year (CCCP 2005)

Strategies:
• Monitor NCI, the US Prevention Task Force and peer reviewed scientific

journals for updates and changes in cancer prevention, early detection, 
treatment, palliation, survivorship, and end of life care.

• Communicate updates to the Coalition and determine if and how the
Comprehensive Cancer Plan should be modified.
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I recall sitting by my father’s hospital bed 
when I was in first grade with fixed fascination 
on the machine that pulled out his blood to collect
white stem cells that would be given back to him
later after he received very high doses of cancer
killing drugs.  Although the hospital machinery
was fascinating, only half my mind was paying
attention; the other half was praying.”  

“

Robert, Survivor: Father has cancer

 



SURVIVORSHIP
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Cancer survivor is a phrase that is first used when a person is diagnosed with
cancer. It refers to those who have been diagnosed with cancer and the people in
their lives who are affected by the diagnosis. This includes family members,
friends, and caregivers. Cancer survivorship continues during treatment and
throughout their lives. Today, because of progress in medicine, more than half of
all cancer survivors are living at least 5 years after their diagnosis (CDC-LAF). 

Cancer survivors sometimes face many difficult physical, emotional, and financial
challenges. For example, some cancer survivors have lost jobs because they were
unable to work. Others were turned down for health insurance (CDC-LAF, 2004).
In Massachusetts, survivor groups such as the New England Coalition for Cancer
Survivorship and the Wellness Community provide members with a variety 
of support services. In addition, patient navigator programs are being developed
around the Commonwealth in hospitals and through voluntary organizations
such as the American Cancer Society. Patient navigator programs are designed to
help survivors through the complex medical system. Our challenge is to identify
which programs and services best meet survivors’ needs.

Coalition members have made quality of life for cancer survivors a priority. 
This section of the statewide action plan includes strategies to collect more 
information about Massachusetts survivors and their needs. The information 
will be shared with cancer survivors, policy makers, employers and others in the
public health, medical and business communities. Strategies to improve cancer
survivor education and empowerment are also outlined in the plan. 

Goals:  Ensure that all of the Commonwealth cancer survivors
have equal access to information, and follow-up medical, 
rehabilitative and psychosocial services. 

Target Measures:
• By 2011, improve the overall experience and quality of life of all the

Commonwealth residents who are living with, through, and beyond cancer.
Where we are and target: to be determined

Strategies:
• Support the development of interventions, such as the patient navigator 

programs, to ensure that all Commonwealth residents—specifically those 
in low social economic groups—get the assistance they require.

• Develop and maintain patient navigation systems that can facilitate optimum
care for cancer survivors.
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“When I was diagnosed
with prostate cancer, 
it struck a fear in me 

that cannot be described.”

Robbie, Prostate Cancer Survivor

• Add a question or questions to the BRFSS that specifically addresses the 
number of people diagnosed with cancer in Massachusetts.

• Design, implement, publish, and disseminate a study that presents insight on
the experiences of cancer survivors in Massachusetts; include disparities, work,
economic, and psychosocial issues.

• Encourage the development and dissemination of public education programs
that empower cancer survivors to make informed and shared decisions.

• Support efforts to educate survivors on the importance of good nutrition and
physical activity.

 



2525

BLANK PAGE

 



26

I was explained the options and went with
chemotherapy.  Then I had radiation.  
I was scared at first, but over time, with various
medications and light meals, my body adjusted.
It changed my life.”

“

Elaine, Breast Cancer Survivor
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In 2005, there will be about 33,000 new cancer cases in Massachusetts (ACS,
2004). The survival of these residents will depend on their getting the best quali-
ty treatment. However, not every Massachusetts resident has equal access to high
quality treatment. Minority groups, those with less income, and those living in
rural areas of the state face many barriers to cancer care. (NCI, 2001)

Reducing health disparities is a priority for cancer providers, advocates, and poli-
cy makers across this state. A number of projects are already in progress. These
include patient navigation programs for underserved groups, language transla-
tion services, and free housing in Boston and Worcester for patients getting can-
cer treatment. There are also efforts to increase participation of cancer patients in
clinical trials. A very small number of cancer patients currently participate in
clinical trials, perhaps due to a focus on treating the disease and its acute
episodes, and perhaps because many patients are not aware of the benefits of par-
ticipation. Strategies in this statewide document support those efforts to increase
participation in clinical trials.

In addition, the Coalition plans to increase the number of residents who receive
their cancer treatment at centers approved by the American College of Surgeon’s
Commission on Cancer (CoC). CoC-approved centers must meet specific best
practice standards. These standards are reviewed on a regular basis. They help
ensure that every patient receives treatment of the highest quality. Finally, the
plan includes several strategies to improve access to cancer information. If we are
to succeed in reducing and ending cancer suffering and death, patients must
have information in languages, formats, and channels they understand and use. 

Goals:  Ensure that all Commonwealth residents have equal and
immediate access to cancer information, treatment and clinical
trials that are based on nationally recognized best practice standards.

Target Measures:
• By 2011, increase the number of people in Massachusetts who call the toll-free

Cancer Information Service (CIS) number or the American Cancer Society.
Where we are: CIS: 1322 (CIS 2004)

ACS: 17,813(ACS 2004)
Target: to be determined

• By 2011, increase the number of individuals that receive their cancer treatment
from Commission on Cancer-approved Cancer Centers.

Where we are: 80% (ACOS 2004)
Target: 90% (no HP2010 objective)

• By 2011, increase participation in cancer clinical trials.
Where we are: 4% (NCI, 2004)
Our target: 10% (no HP2010 objective)

CANCER TREATMENT
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“A clinical trial was a
chance for me.  I felt that

even if it didn’t work, then
at least I was contributing

to the future for others.”

Janice, Metastatic Breast Cancer Survivor

• By 2011, increase the number of evidence-based educational forums or 
initiatives on informed and shared decision-making.

Where we are and our target: to be determined

Strategies:
• Identify and support efforts to eliminate barriers to equitable access to high

quality cancer care.
• Evaluate first course of treatment to determine health disparities. Then 

distribute this information with recommendations to Commission on Cancer-
approved providers throughout the state.

• Increase public awareness and access to credible cancer and clinical trial 
information using ACS or CIS toll free numbers, NCI interactive website and
patient resource centers at CoC.

• Educate survivors on the benefits of Commission on Cancer-approved facilities.
• Support activities that ensure evidence-based informed and shared decision-

making education for patients and their families.
• Support programs that increase information and access to clinical trials.
• Educate patients early in the disease process and loved ones on the benefits 

of clinical trials.
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When someone is in pain and can’t get to the
source of the pain quickly, it’s very agonizing 
for the patient, but also for the family members,
especially when there are children.  When pain
is involved with a cancer diagnosis …
you have to be your own best advocate.”

“

Geri, Survivor: Husband has cancer 
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Palliative care is an approach that seeks to prevent and reduce suffering for people
facing life-threatening illnesses. Palliative care involves early identification and
assessment of problems. This includes relief of pain and other distressing physical
symptoms as well as psychological and spiritual issues. The goal of palliative care
is to help patients live active lives and to help families cope. Palliative care must
begin at the time of diagnosis. 

One of the most common palliative care issues for cancer patients is pain 
management. Pain is an experience that differs from person to person. Emotional,
spiritual, and financial difficulties can influence a person’s experience of pain. 
It is important to provide cancer patients with an approach that incorporates the
latest medical advances for pain relief with personal considerations.

In Massachusetts, there is an effort to incorporate palliative care into all aspects
of cancer care. Medical schools, hospitals, and cancer centers are training doctors
and nurses in palliative care. They are creating new palliative care programs, or
enhancing existing ones. Several palliative care organizations provide education
and awareness, and promote palliative care principles. 

Coalition members working on this section of the plan have set priorities to
improve education and training for providers, policy makers, health care 
professionals, and consumers. They have also included strategies for improved
pain management policies. 

Goals: Ensure that all Commonwealth residents have access 
to quality palliative care. 

Target Measures:
• By 2011, increase the number of certified palliative care providers.

Where we are: 52 MD, 6 RNP, 178 RN, 2 LPN/VN, 76 nursing assistants
Our target: 15% increase in certified palliative care providers

• By 2011, increase the number of NCI Cancer Centers and Commission on
Cancer- approved hospitals with palliative care programs.

Where we are: 20% (telephone survey, 2005)
Our target: 50% (no HP2010 objective)

Strategies:
• Encourage reimbursement for palliative care (case management & follow-up).
• Provide statewide education of policy makers, health professionals, patients &

family (general public) on quality palliative care.
• Support efforts to educate the public about the prevalence of pain, the 

consequences of unrelieved pain, what appropriate pain management is and 
how to speak up in order to get effective pain relief.

PALLIATIVE CARE
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• Encourage strong advocacy of pain management public policy interventions.
• Support efforts that ensure basic pain management competency for all health

care providers.
• Support and encourage participation in CEU opportunities for providers on

symptom management. Collaborate with the many agencies providing pallia-
tive care education.

• Ensure equity of access to excellence in pain management.
• Ensure that patients have access to complementary alternative medicine

(CAM) and that these interventions are coordinated with the person’s overall
treatment plan.

“Addressing and treating
my symptoms like fatigue

and constant infections 
let me live my life. 

It has made me feel well
enough to spend time 

with my family, especially 
my youngest son.”

Bob, Non-Hodgkin’s Lymphoma Survivor
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Hospice Care provides the coordination of 
medical care as well as family services during
one of the most difficult times in your life.  
We have had hospice services for five months.
Hospice is the voice of calm and reason in an
overwhelming situation.”

“

John, Hodgkin’s and Neuro-endocrine Carcinoid Survivor

 



END OF LIFE

Quality of life at the end of life is a priority for cancer patients and their families.
According to the Massachusetts Commission on End of Life, many Massachusetts
residents are not aware of the choices available to them as they approach the end
of life. They may not know about home care, hospice care, palliative care, or
pain relief. They may not have a chance to express their wishes, either personal
or medical, until it’s too late. The special needs of children who are losing a loved
one may be neglected. 

The process for preparing for end of life is called advance care planning. It ensures
that a patient expresses his or her medical and personal end of life requests, some-
times in discussions with family and physicians, other times in written documents
such as living wills or health care proxies. Key end of life organizations in
Massachusetts promote advance care planning. They provide education to the
public, to health care providers, and to policy makers about end of life issues.
They advocate for policies and laws that benefit patients and families. They also
offer technical support, and conduct research. Improving end of life care is a 
priority for the state’s public health community. 

Coalition members have set a number of goals and strategies to address end of
life concerns in the Commonwealth. There are strategies in this plan to decrease
disparities in use of hospice. There are also strategies to increase education 
and training of consumers and medical professionals. This plan seeks to collect 
information about the needs of Massachusetts patients facing the end of life. 
It also aims to find the best approaches to meeting the end of life needs of
Massachusetts residents of all cultures and backgrounds. 

Goals:  Ensure that all Commonwealth residents have access 
to quality end of life care. 

Target Measures:
• By 2011, increase the number of people who use hospice care in the last year of life.

Where we are: 28% (Hospice and Palliative Care Federation of 
Massachusetts, 2004)

Our target: 30% (no HP2010 objective)
• By 2011, increase the medium number of days in hospice care.

Where we are: 15.4 days (Hospice and Palliative Care Federation 
of  Massachusetts, 2003)

Our target: 20 days (no HP2010 objective)

35
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Strategies:
• Ensure that pediatric and adult palliative and hospice care, and specifically

symptom management, are a central part of end of life care in all settings.
• Encourage education of all health care providers on end of life care.
• Support efforts to educate survivors and loved ones about available services,

resources and quality care options for end of life care for children and adults to
enhance informed and shared decision-making.

• Ensure bereavement support is an available option to loved ones including
children and adults.
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No one at home really understood what 
I was going through, I found that
families I met all had a story to share that 
made me feel connected and significant.”

“

Sierra, Kidney Cancer Survivor with her Mother, Jenn 
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Collecting information and measuring important data on cancer trends and pat-
terns are vital activities of cancer prevention and control. In Massachusetts, two
key systems collect cancer-related data. The Massachusetts Cancer Registry col-
lects data on all new cases of cancer. The Behavioral Risk Factor Surveillance
System is a telephone health survey of Massachusetts adults. It is conducted in
English, Spanish, and Portuguese. Other organizations collect information on
cancer and youth and on the needs and issues of those most at risk of getting
cancers. Many of these groups have formed networks to better identify and
address needs for data to improve cancer care, and reduce death and suffering. 

Each goal in this statewide plan includes specific benchmarks or outcome meas-
ures. Most of these are based on existing data. The Coalition will monitor on a
regular basis the progress in reaching the goals in this plan by examining each of
the designated outcome measures.

Goal 1: The Massachusetts Cancer Control Coalition will use 
surveillance, evaluation, and research to make decisions about
cancer control interventions.

Target Measures: 
• By 2011, expand first course of treatment studies on breast and other cancers.

Where we are: completed study: “Breast Cancer 1st Course of Treatment,
Difference between WHN enrollees and non WHN 
Enrollees 2004” MCR

• By 2011, disseminate progress on outcome measures listed in this plan.
Where we are: 0, based on review in 2005 of Massachusetts 

Comprehensive Cancer Control Plan 2001
• By 2011, devise a system that ensures communication and dissemination 

of evaluations on program activity routinely.
Where we are: 70% of Comprehensive Cancer Control activities have 

been evaluated
• By 2011, increase the communication via the Coalition Newsletter of research 

that can be put into practice throughout the cancer continuum.
Where we are: to be determined
Our target: review of Newsletters 2004 -2005.

SURVEILLANCE, EVALUATION AND
PUTTING RESEARCH INTO PRACTICE
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Strategies:
• Report to the Coalition membership and other interested parties on progress

made on each of the outcome measurements listed in this plan.
• Seek opportunities to educate health systems, policy makers on health dispari-

ties and the importance of collecting socioeconomic demographic data.
• Collaborate with person or groups conducting research to communicate these

findings to practitioners.
• Use incidence, mortality and stage at diagnosis data to monitor and report trends.
• Use BRFSS, MCR, YRBS, YHS, and other data sets to make decisions about

intervention specific to cancer prevention and control.
• Encourage communication, integration, and collaboration that will facilitate

putting research into practice.
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APPENDIX

MASSACHUSETTS COMPREHENSIVE CANCER CONTROL
COALITION MEMBERSHIP

American Association of Retired Persons *
American Cancer Society
American Cancer Society NE Pain Initiative
American College of Surgeons—Commission on Cancer 
American Lung Association
Ashland Board of Health **
Arms Around Arlington
Barnstable County Department of Health and Environment
Baystate Health Systems
Berkshire Endoscopy Center *
Berkshire Medical Center
Beth Israel Deaconess Medical Center *
Blue Cross/Blue Shield *
Boston CARE Community Network
Boston Medical Center
Boston Public Health Commission
Boston University School of Medicine
Boston University School of Public Health
Brandeis University, Heller Graduate School for Social Policy and Management  
Brigham and Women’s Hospital
Campaign for Tobacco Free Kids
Cancer Information Service
Cape Cod Healthcare Cancer Services
CISCRP (Center for Information and Study on Clinical Research Participation) 
Central MA Partnership to Improve Care at the End of Life
City of Newton Health Department
Compass Medical Group *
Dana Farber Cancer Institute
Dana Farber/Harvard Cancer Center
Encore Plus
Exact Sciences *
Fairview Hospital *
Group Insurance Commission *
Harvard School of Public Health
Harvard Center for Cancer Prevention
Harvard Vanguard Medical Associates *
Hilltown Community  Health Centers
Hospice and Palliative Care Federation
HospiceCare in the Berkshires, Inc.
Jordan Hospital



42

Latin American Health Institute
Massachusetts Association of Health Boards
Massachusetts Association of Health Plans
Massachusetts Breast Cancer Coalition
Massachusetts Coalition for a Healthy Future
Massachusetts Colorectal Cancer Working Group 
Massachusetts Commission on End of Life Care
Massachusetts Compassionate Care Coalition 
Massachusetts Dental Society
Massachusetts Department of Education
Massachusetts Department of Public Health
Massachusetts Dietetic Association
Massachusetts Division of Medical Assistance
Massachusetts General Hospital *
Massachusetts League of Community Health Centers *
Massachusetts Melanoma Foundation ** 
Massachusetts Executive Office of Elder Affairs
Massachusetts Health Officers Association
Massachusetts Health Quality Partnership
Massachusetts Hospital Association
Massachusetts Nurses Association
Massachusetts Oral Cancer Partnership
Massachusetts Prostate Cancer Coalition (MPCC)
Massachusetts School Nurses Association
Massachusetts Skin Cancer Prevention Collaborative 
Massachusetts State Laboratory *
MassPRO
Mercy Medical Center 
Millis Board of Health
MPHA
National Black Leadership Initiative on Cancer II
National Cancer Institute Cancer Information Services 
National Ovarian Cancer Coalition, MA Division
New England Coalition for Cancer Survivorship
New England Medical Center
Northeastern University Bouve College of Health Science
Palliative Care Nurses Association 
Peabody Medical Associates *
ProMutual Group *
REACH Community Health Foundation
Risk Management Foundation *
Simmons College
Southcoast Hospitals Group
Southeast Asian Health Program
SPARC (Sickness Prevention Achieved Through Regional Collaboration)*
St. Elizabeth’s Hospital *
Sun Protection Foundation **
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The Black Ministerial Alliance
The Cam Neely Foundation for Cancer Care
The Leukemia and Lymphoma Society
The Medical Foundation
The Wellness Community—Greater Boston
Tobacco Free Mass Coalition 
Tufts Health Plan *
Tufts University
Tufts University School of Medicine
Tupper Research Institute *
United Ostomy Association *
University of Massachusetts Medical School
University of Massachusetts School of Public Health
VA Medical Center *
VNA Care Network
VNA & Hospice of Cooley Dickinson 
Whitehead Institute for Biomedical Research
Wilmington Community Advisory Committee
YWCA of Southeastern Massachusetts

* Member of Massachusetts Colorectal Cancer Working Group
** Member of Massachusetts Skin Cancer Prevention Collaborative
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Once I found out my dad was diagnosed with
prostate cancer, I was concerned for him.  
Then, because of family history, I became 
concerned for myself.”

“

Darren, son of Prostate Cancer Survivor
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mcccc@state.ma.us
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