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Disclaimer:  
The information in this Community Profile Report is based on the work of Coastal Georgia Affiliate of Susan G. Komen for the Cure® in conjunction with key community partners.  The findings of the report are based on a needs assessment public health model but are not necessarily scientific and are provided "as is" for general information only and without warranties of any kind. Susan G. Komen for the Cure and its Affiliates do not recommend, endorse or make any warranties or representations of any kind with regard to the accuracy, completeness, timeliness, quality, efficacy or non-infringement of any of the programs, projects, materials, products or other information included or the companies or organizations referred to in the report. 
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Executive Summary


[bookmark: _Toc273996003][bookmark: _Toc273996278][bookmark: _Toc273996422]Introduction 

Susan G. Komen for the Cure© is the world’s largest grassroots network of survivors and advocates dedicated to the fight against breast cancer.  The promise of the organization is to save lives and end breast cancer forever by empowering people, ensuring quality care for all and energizing science to find the cures.  Susan G. Komen for the Cure© is currently the world’s largest source of nonprofit funds dedicated to curing cancer at every stage.

In the spring of 2006, Komen Headquarters granted permission for a Coastal Georgia Affiliate, which would cover the eight counties listed below. In 2011, Bulloch County was added to the area. 

	
· Bulloch
· Bryan
· Camden
· Chatham
· Effingham
· Glynn
· McIntosh
· Liberty
· Long
	[image: ]




In April of 2009, the Affiliate held its first Savannah Race for the Cure.  Each year, this Affiliate’s signature event, along with other fundraising efforts, provide strategic funding for local breast health education, screening and diagnostic programs.  Since the affiliate’s inception, it has invested $750,000 in local programs, and has invested over $250,000 in the National Research program.

In April of 2011, the Komen National approved the Affiliate’s request for an expansion into Bulloch County, which was viewed as a natural member of the Affiliate’s Service Area.  This expansion will enable the affiliate to serve this county, which has an alarming number of women uninsured and a high mortality rate as compared to other counties throughout Coastal Georgia.

In order ensure that the Affiliate resources and funding is making the largest impact throughout Coastal Georgia, the Affiliate has completed this Community Profile to better understand its service area.  The goal of the Community Profile is to illuminate target areas that will benefit from outreach and increased funding.  Through the analysis of data collected, such as statistics, information about existing programs, and qualitative data from interviews and focus groups, the Affiliate was able to identify priorities and barriers to help serve the target areas.  With this Community Profile, the Affiliate can ensure it is meeting the needs of its service area, filling the gaps, and supporting non-duplicative programs.
[bookmark: _Toc273996004][bookmark: _Toc273996279][bookmark: _Toc273996423]
Statistics and Demographic Review 

Throughout its statistical analysis, the Affiliate used a collection of statistics from the Georgia Department of Community Health and Online Analytical Statistical Information System (OASIS) and the Thompson Reuters data packs.  The data was compiled and the breast cancer rates were analyzed to determine the counties with the highest burden of breast cancer.  As Susan G. Komen for the Cure’s promise is to save lives, breast cancer mortality is a key measure in breast cancer burden analysis.  Late detection and low mammography rates are variables that the Affiliate reviewed, as these two measures could have an impact on mortality rates. Additionally, the Affiliate is further investigating socioeconomic status.

The analysis found that a higher percentage of women in Liberty, Long and McIntosh Counties, all of which have a high percentage of Hispanics, did not receive mammograms within the last 12 months when compared with other counties in the Coastal Georgia Service Area.  Not coincidentally, a higher percentage of women in Bulloch, Liberty, McIntosh and Chatham Counties are diagnosed with late-stage breast cancer (stages III and IV).  Also, women in Liberty County who are suffering from breast cancer are significantly younger when compared to their counterparts from other coastal counties.  Glynn, McIntosh, and Chatham Counties have greater breast cancer mortality rates when compared to the entire Coastal Georgia Affiliate Service Area.  Both McIntosh and Chatham counties have large numbers of minorities, relatively small median household incomes, more families living below the poverty level, and relatively large number of uninsured families.

Based on the findings from the statistical analysis, the affiliate chose to further investigate several counties and populations.  Liberty, Long and McIntosh counties were chosen because of their low mammography rates and their high late detection rates.  Additionally, the affiliate chose to further review Chatham County due to its high mortality rate, high rate of late detection and low socioeconomic status indicators. When broken down by race, African Americans have the disproportionate burden of breast cancer, and therefore African Americans were chosen due to their overall high mortality and late detection rates.  Hispanics were chosen due to the fact that the counties with the highest late detection rates had a strong population of Hispanics.  

One additional community was selected for further review: military. The Coastal Georgia Service area includes two significant army base and one naval base.  Concerns about the low mammography rates in this population were brought to the affiliate by key leaders to this community.  The initial concern was related to lack of breast health education.

[bookmark: _Toc273996005][bookmark: _Toc273996280][bookmark: _Toc273996424]Health Systems Analysis 

In order to provide a complete assessment of health care services throughout the Coastal Georgia Service Area, the affiliate analyzed the available health care services as well as the gaps in system.  To determine the available health care services, the affiliate compiled a list of hospitals, mammography facilities, free clinics, BCCP providers, and breast cancer support groups in the service area.  The affiliate consulted the internet, the Coastal Georgia Health Department, the Southeast Georgia Cancer Alliance and health care providers throughout the service area.  Once the compilation of services was complete they were plotted on a map.  Additionally, information regarding resources available, barriers to receiving care, and limitations of the current system was obtained from key informants through a series of information interviews and in person conversations.  At least one community leader from each of the targeted counties or populations was questioned regarding these issues. Through these interviews, the affiliate was able to identify gaps and barriers in the continuum of care.  

The asset map shows that there are gaps in the services that enable women to enter and transition through the continuum of care.  Rural areas such as Long and McIntosh Counties are severely lacking resources to enable women to enter or transition through the continuum.  Other counties, such as Chatham and Bulloch have a wealth of resources, but still show a breakdown in the continuum.  

[bookmark: _Toc273996006][bookmark: _Toc273996281][bookmark: _Toc273996425]Qualitative Data Overview 

In order to gain a more comprehensive understanding of the target communities, the affiliate conducted three focus groups and a series of key informant interviews.  The exploratory data enabled the affiliate to probe deeper and fill the gaps where statistics left questions unanswered.  The focus groups and interviews were focused on the targeted areas identified by the statistics and the health system analysis.  The two focus groups were held in Liberty County and Chatham County.  The key informants interviewed were knowledgeable of the targeted communities and have a firsthand experience with trying to meet needs to reduce the burden of breast cancer.

The analysis defined the following needs among the underserved, uninsured and low-income population throughout Coastal Georgia:
· Reduced-cost or free breast health procedures
· Increased community awareness of breast health resources
· Breast health education aimed at reducing fears and misperceptions
The financial burden of screenings and treatment was emphasized as a variable in preventing women from entering the continuum. Providers identified low-income and lack of insurance as major obstacles to screening and treatment.

Lack of education, including increased awareness of local resources available and breast self awareness, was identified as a barrier.  Many women who participated in the focus groups were not aware of local resources that provided breast health services.  A greater number of women in the focus groups did not make their breast health a priority.    Additionally, fears, misperceptions, and distrust serve as additional obstacles that prevent women from entering or staying in the continuum.

[bookmark: _Toc273996007][bookmark: _Toc273996282][bookmark: _Toc273996426]Conclusions 
The breast cancer and demographic statistics, coupled with the health system analysis in Coastal Georgia, laid a solid foundation for where to probe further and helped the affiliate identify areas that needed to be examined more closely.  The statistics produced target counties (Liberty, Long, McIntosh, and Chatham) and populations (African American and Latina).  The affiliate then examined the resources available throughout the health system and spoke to key informants about gaps in the system.  Two additional communities were identified to explore further (Military dependents and Working Uninsured).  Through further exploratory methods, a few common themes of unmet needs and unbridged gaps in service became apparent.  Financial burdens, lack of awareness of local resources, fears and misperceptions, and lack of breast health education were highlighted as major barriers preventing patients from entering and navigating through the continuum.  The affiliate was able to draw on this collection of data in order to determine what efforts need to continue and what new efforts need to be introduced.  The affiliate’s action plan is aligned with the Susan G. Komen for the Cure’s promise of saving lives by ensuring access to care for all and empowering people.
Affiliate Action Plan 
Priority A:  Reduce the barriers to screening and treatment, particularly for the underinsured and rural populations
· Objective 1.1:  Increase grant funds to organizations to provide free breast screening and diagnostic service to low-income and underinsured women by 10% each year.
· Objective 1.2:  By end of FY 2012, increase the number of women who receive mammograms in rural areas by partnering with organizations that can implement programs to increase access to care in rural counties
· Objective 1.3:  Support the  establishment of at least one Hispanic health program to assure resources are available as this population increases
· Objective 1.4:  Partner with programs that will promote additional state funding of BCCCP.

Priority B:  Increase education and outreach about breast health, breast cancer screening and available breast health resources
· Objective 2.1:  Increase the number of programs that will reduce the perceptual fears and lack of trust of health care providers in the African American community
· Objective 2.2:  Increase the number of culturally sensitive education materials and resources.
· Objective 2.3:  Support the establishment of Hispanic health education programs to assure the population knows about breast health and local breast health resources.
· Objective 2.4:  Support the establishment of breast health education programs on military posts to assure the military population is aware of local breast health resources.
· Objective 2.5: Launch a focused education effort with affiliate partners on the known risk factors of breast cancer and the actions that women could take to reduce their risk of breast cancer 

Priority C:  Increase navigation services that promote seamless care along the breast health continuum
· Objective 3.1:  In FY 2012, increase awareness of the positive impact of navigation programs by initiating conversations with providers in order to educate on the need for quality patient transitioning through the continuum
· Objective 3.2:  In FY 2012 and FY 2013 solicit evidence based grants that address navigation services 

Priority D:  Foster strategic partnerships with key organizations and community leaders in each Coastal Georgia county for fundraising, granting and outreach outlets
· Objective 4.1:  Identify and foster relationships with at least one community partner in each county who can assist the affiliate in seeking opportunities for grant making, fundraising, and outreach
· Objective 4.2:  Foster relationships with any organizations in the entire service area that may have been previous grantees, but have not participated in recent years
· Objective 4.3:  Meet with providers in newly acquired Bulloch County to ensure partnerships for future funding/fundraising efforts throughout 2011-2012
· Seek opportunities for grant making with free clinics, non-profits, hospitals, etc, in newly acquired Bulloch County throughout 2011-2012
· Foster relationships with past and present affiliate sponsors
· Identify and establish relationships with potential small grant recipients
.   
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[bookmark: _Toc273996284][bookmark: _Toc273996428]Affiliate History 

In the fall of 2005, several members of the Coastal Georgia communities organized into a planning group representing area healthcare organizations, cancer survivors, research and foundations.  Encouraged by Dr. Virginia Hermann, a surgeon specializing in breast cancer, the group submitted an application to the national organization and subsequently received Affiliate status.  Initially, the Affiliate was designated as the Southeast Georgia Affiliate of the Susan G. Komen for the Cure®.  In order to eliminate confusion with the Southeast Georgia Cancer Alliance, the affiliate pursued a name change which occurred during the first two years.  The Affiliate is now called The Coastal Georgia Affiliate of the Susan G. Komen for the Cure®.  The first board of directors met in June 2006.  

In April of 2009, Komen Coastal Georgia held its inaugural Race for the Cure© in Savannah.   Through the Savannah Race for the Cure and other fundraisers, the affiliate funds local community education, screening and treatment programs.  Since its inception, the affiliate has invested $750,000 in local community programs and over $250,000 in national research grant programs.

For several years, these efforts were led by a volunteer board of directors and their committees of volunteers.  In 2010, the Affiliate proudly opened an office and hired its first staff person.  This allowed the affiliate the capacity to expand its outreach throughout its service area and foster relationships with community partners.

In April of 2011, the Komen National approved the Affiliate’s request for an expansion into Bulloch County, which was viewed as a natural member of the Affiliate’s Service Area.  This expansion will enable the affiliate to serve this county, which has an alarming number of women uninsured and a high mortality rate as compared to other counties throughout Coastal Georgia.
[bookmark: _Toc273996285][bookmark: _Toc273996429]
Organizational Structure 

The Coastal Georgia Affiliate is governed by a board of directors that ensures the efforts and initiatives of the affiliate are aligned with the vision of the organization.  There are 14 members of the 2011-2012 Board of Directors, which is in the process of transitioning from a working board to a governing board.  The board meets once a month, with individual committees meeting as needed. Term limits are in place to encourage growth and new ideas.  A strategic planning session is held annually by the board, and at this session, the board lays out the affiliate’s priorities and objectives for the forthcoming year.

Committees are organized for individual efforts, programs or efforts and are made of primarily volunteers.  Current committees consist of Advocacy, Communications, Education, Fundraising, Grants, Survivor, and Volunteer.   

There is one full-time staff position, the Mission Outreach Coordinator, who is tasked with ensuring that the mission of the affiliate is accomplished through education, outreach and grants within the community.  The Outreach Coordinator, Beth Desloges, was hired as the first paid employee of the affiliate in the summer of 2010.  The affiliate plans to create a part-time administrative position by January of 2012, to assist with the daily administrative duties of the office.

[bookmark: _Toc273996286][bookmark: _Toc273996430]Description of Service Area 

The Coastal Georgia Affiliate of the Susan G. Komen for the Cure® service area consists of nine Georgia counties 


	
· Bulloch
· Bryan
· Camden
· Chatham
· Effingham
· Glynn
· McIntosh
· Liberty
· Long
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These counties cover approximately 4,518 square miles of the southern and coastal regions of the state. The Coastal Georgia area encompasses coastal barrier islands, towns, resort life, tourism, arts, historical, cultural events, and recreational activities[endnoteRef:1].  The total service area has an estimated population of 630,000 residents according to the 2010 census. Bulloch, Chatham and Glynn counties account for the majority of the population of the service area.  [1: 


] 


According to prior census estimates, roughly 57% of the women residing in the service area are under age 40. For those who have reached age 40, the recommended age for annual mammography, and 15% of the women were age 40-49; 16% age 50-64; and 12% age 65 and older. The percentages may change when the latest census data are released.  

With respect to individuals living below the poverty level, five of the nine counties rank higher than both the state of Georgia and the United States.  For this profile, the focus is on families living below the federal poverty level.  Liberty County has the highest level at 15.8% followed by Chatham County at 11.1%.  Compared to the United States at 9.8% this high level statistical comparison suggests areas of impoverished communities within the Coastal Georgia service area.  Upon further research of the Savannah/Chatham County area, according to StepUp, Savannah’s poverty reduction initiative, the rate of poverty within Savannah is not declining parallel to the state of Georgia.  In fact, the state’s overall poverty decline from the decennial census report of 1980 through 2000 is six times greater than that of Savannah.  In Chatham County, StepUp, notes that “African American and Latino children are five times more likely to live in poverty than white or Asian children” (http://stepupsavannah.org/about/poverty-in-savannah).  This is an important detail because childcare or lack of childcare has been found through surveys to be a determining factor for non-compliance with appointments for adult healthcare.

[bookmark: _Toc273996287][bookmark: _Toc273996431]Purpose of the Report

A community profile provides understanding of gaps in care, service and education.  By identifying these areas for improvement across Coastal Georgia, the local affiliate will be able to target funding through the grant cycle toward the enhancement of breast cancer education, early detection, treatment, side effect management and survivorship care.  

Additionally, the existing healthcare service facilities offering programs as well as clinical services are detailed.  Through collaborative efforts working with existing services and expanding upon programmatic efforts, the Coastal Georgia Affiliate of the Susan G. Komen for the Cure® will be able to target funding toward those programs and services that will reduce the burden of breast cancer within the region through education, early detection and treatment of underserved women.  

Ultimately, the community profile provides a roadmap which allows the Affiliate to strategically plan goals and objectives to help address the breast cancer needs  within Coastal Georgia communities. 





[bookmark: _Toc273996288][bookmark: _Toc273996432]Breast Cancer Impact in Affiliate Service Area

[bookmark: _Toc273996289][bookmark: _Toc273996433]Methodology

In this section, we compile and summarize demographic and breast cancer statistics for the nine counties which comprise the Coastal Georgia Affiliate. As of March 2011, the US Census Bureau had not yet released the 2010 Census demographic characteristics for all the counties in Georgia (U.S. Census Bureau News, March 2011). They have released the statewide numbers for Georgia, county populations and population of the 20 largest incorporated places, among which is Chatham County and the City of Savannah. This information is presented below. We used the Thomson data packs (2009) for the remaining demographic estimates. Thomson uses 2000 Census data to generate its annual demographic estimates.

For the breast estimates, the primary source of data is the cancer incidence and mortality reports generated by the Georgia Department of Community Health and the Online Analytical Statistical Information System (OASIS) for mammogram use (OASIS is available through the Georgia Department of Community Health website).  We also compared breast cancer estimates from Georgia sources with that of the Thompson data packs to further validate our findings. Thompson uses statistical extrapolation to estimate breast cancer incidence and prevalence for each county using data from the Surveillance, Epidemiology and End Results (SEER) Program. The data we used were estimates for the year 2009. Breast cancer statistics acquired from the Georgia Comprehensive Cancer Registry, the OASIS website, and Thompson data packs might slightly differ since each of these sources utilizes different methods in computing the data and/or different base data years. However, for each breast cancer statistic the data source and data years are stated. Where variations are detected, an explanation is provided. 


[bookmark: _Toc273996290][bookmark: _Toc273996434]Overview of the Affiliate Service Area

Breast cancer remains a serious illness for women in Georgia and disparities in late-stage breast cancer risk and breast cancer mortality between African American, Hispanic and White women persist despite diminishing trends at the national level. In the United States, one in eight women will develop breast cancer in her lifetime. In Georgia, over 5,235 new cases of breast cancer are diagnosed each year. The age-adjusted breast cancer incidence rate among Georgia females is 118.5 per 100,000. 

White women are more likely to be diagnosed with breast cancer when compared to African American women; however, African American women are more likely to die from the disease due largely to late-stage diagnosis (Georgia Department of Human Resources, 2008).  Using breast cancer incidence data from Georgia Comprehensive Cancer Registry, Figure 2 plots breast cancer incidence by stage at diagnosis for White and Black females. As shown, 52% of breast cancers in white females are diagnosed at the Local stage, 24% at Regional and 3% at Distant stage. With Black females, 42% are diagnosed at the Local stage, 31% at Regional, and 6% at Distant stage.     

Figure 1. Breast Cancer Incidence by Stage at Diagnosis, White and Black Females, Georgia, 2001-2005
[image: ]
Figure adopted from the Georgia Department of Human Resources (2008) report. Charts were made using data from Georgia Comprehensive Cancer registry (2001-2005).

Similarly, incident rates for Latinas is about 27 percent lower than for white women, however breast cancer is less likely to be found at localized states in Latinas than in White women (55 percent vs. 63 percent) and more likely at a regional state (38 percent vs. 30 percent).

Chatham, Liberty and McIntosh Counties have the largest population of African American Women.  Long County overwhelmingly has the highest population of Latina women (see table 1).

Table 1. Percent (%) Female and All Population by Ethnicity and County  
	County
	2009 Female Population
	2009 Female Population
	2010 All Population

	
	
	Not Hispanic or Latino
	% Hispanic or Latina (from any race) Females
	Not Hispanic or Latino
	% Hispanic or Latino (of any race)

	
	
	% White Females
	% Black Females
	% Other
	
	% White
	% Black
	% Other
	

	Bryan 
	18,155
	79.0%
	14.9%
	3.4%
	2.7%
	77.6%
	13.9%
	4.1%
	4.4%

	Bulloch
	31,839
	64.5%
	30.1%
	2.5%
	2.9%
	
	
	
	

	Camden 
	24,731
	72.5%
	20.6%
	4.2%
	2.7%
	71.2%
	19.0%
	4.7%
	5.1%

	Chatham 
	129,135
	52.4%
	41.4%
	3.7%
	2.4%
	50.4%
	39.7%
	4.5%
	5.4%

	Effingham 
	28,986
	81.5%
	14.1%
	2.3%
	2.1%
	81.0%
	13.4%
	2.7%
	2.9%

	Glynn 
	39,859
	69.0%
	25.6%
	2.1%
	3.4%
	64.8%
	25.8%
	3.0%
	6.4%

	Liberty
	29,782
	45.8%
	40.9%
	6.8%
	6.5%
	42.7%
	41.0%
	6.6%
	9.7%

	Long
	4,932
	63.7%
	22.6%
	4.6%
	9.1%
	58.7%
	24.5%
	4.5%
	12.3%

	McIntosh
	6,009
	62.8%
	34.1%
	1.8%
	1.3%
	60.8%
	35.8%
	1.8%
	1.6%

	Coastal Georgia Affiliate
	281,589
	61.0%
	32.3%
	3.6%
	3.1%
	No data available 


* © 2010 Thomson Reuters and the US Census Bureau 2010 Census redistricting data (Public Law 94-171) summary file 

On average, white women are older when compared to women from minority origins (including Blacks and Hispanics). Thirty five per cent of Whites in the Service Area are estimated to be older than 50 years of age when compared to only 12.3% of Hispanics. Almost 60% of Hispanics are younger than 30 years of age; 49.2% of Blacks are younger than 30 years of age (Table 2).  Counties that have more minorities are more likely to have younger populations (Table 3).

Table 2. Percent (%) Female Population by Ethnicity and Age Group   
	Ethnicity
	2009 Female Population
	% Females 0-19
	% Females 20-29
	% Females 30-39
	% Females 40-49
	% Females 50-64
	% Females 65+

	White 
	171,652
	24.3%
	14.1%
	12.6%
	14.5%
	19.7%
	14.9%

	Hispanic 
	8,746
	39.7%
	20.3%
	15.3%
	12.3%
	8.3%
	4.0%

	Black
	90,952
	33.9%
	15.3%
	14.5%
	13.1%
	13.3%
	9.8%

	Asian Pacific Islander
	4,897
	24.8%
	16.9%
	15.7%
	18.2%
	17.8%
	6.5%

	American Indian
	693
	33.5%
	17.6%
	16.2%
	16.3%
	12.7%
	3.8%

	All other 
	4,649
	47.6%
	15.0%
	11.3%
	10.6%
	10.2%
	5.3%

	Coastal Georgia Affiliate
	281,589
	28.3%
	14.7%
	13.3%
	14.0%
	17.1%
	12.6%


* © 2010 Thomson Reuters


Table 3. Percent (%) Population by Age Group and County    
	County
	2009 Total Population
	% Age 0-19
	% Age 20-29
	% Age 30-39
	% Age 40-49
	% Age 50-64
	% Age 65+

	Bryan
	35,730
	30.8%
	15.1%
	13.1%
	15.0%
	17.7%
	8.2%

	Bulloch
	64,123
	
	
	
	
	
	

	Camden
	49,867
	32.9%
	16.4%
	14.4%
	14.6%
	13.9%
	7.8%

	Chatham
	249,237
	28.7%
	15.3%
	12.9%
	13.1%
	17.2%
	12.8%

	Effingham
	57,228
	29.7%
	15.1%
	14.1%
	15.2%
	17.0%
	8.9%

	Glynn
	76,911
	27.7%
	13.0%
	12.0%
	13.5%
	19.1%
	14.7%

	Liberty
	61,980
	34.0%
	20.1%
	14.9%
	14.1%
	11.7%
	5.1%

	Long
	9,659
	32.3%
	17.7%
	15.4%
	13.5%
	12.7%
	8.4%

	McIntosh
	11,636
	27.6%
	12.1%
	12.3%
	13.5%
	19.7%
	14.8%

	Coastal Georgia Affiliate
	552,248
	29.8%
	15.6%
	13.3%
	13.8%
	16.5%
	11.0%


* © 2010 Thomson Reuters


Families in McIntosh County have the smallest Median Household Income (Table 4). Counties that have the largest number of families with incomes below the poverty level are also the counties that have the largest number of minorities (Bulloch, Liberty, Long, and McIntosh). 






Table 4. Family Income by County
	 
	
	Income
	Median

	 
	2009
	Below Poverty Level
	Household

	County
	Families
	Families
	%
	Income

	Bryan 
	10,226
	972
	9.5%
	$63,639

	Bulloch
	14,450
	2,026
	14.0%
	$34,744

	Camden
	13,096
	1,099
	8.4%
	$51,003

	Chatham
	63,999
	7,609
	11.9%
	$49,112

	Effingham 
	16,320
	1,204
	7.4%
	$58,648

	Glynn
	21,436
	2,515
	11.7%
	$50,443

	Liberty
	15,699
	2,230
	14.2%
	$44,945

	Long
	2,456
	419
	17.1%
	$40,725

	McIntosh
	3,369
	547
	16.2%
	$39,029

	Coastal Georgia Affiliate
	146,601
	16,595
	11.3%
	$50,732


* © 2010 Thomson Reuters

Twenty six percent of the women between the ages of 18 and 64 in the Coastal Georgia Affiliate Service Area are uninsured; the highest percent of uninsured women are in Bulloch County followed by Chatham and McIntosh County (Table 5). 

Table 5. Uninsured Females by County 
	 
	2009
	Uninsured
	Uninsured

	 
	Female
	Females
	Females 18-64

	County
	Population
	Population
	%
	Population
	%

	Bryan 
	18,154
	2,941
	16.2%
	2,427
	20.8%

	Bulloch
	32,839
	13.261
	40.4%
	11,585
	51.4%

	Camden 
	24,737
	3,367
	13.6%
	2,762
	17.9%

	Chatham 
	129,145
	28,804
	22.3%
	24,264
	30.6%

	Effingham 
	28,986
	3,539
	12.2%
	2,939
	15.9%

	Glynn 
	39,859
	7,594
	19.1%
	6,354
	26.6%

	Liberty 
	29,779
	6,164
	20.7%
	5,027
	26.6%

	Long 
	4,931
	946
	19.2%
	780
	25.5%

	McIntosh 
	6,012
	1,256
	20.9%
	1,059
	29.2%

	 Coastal Georgia Affiliate
	281,603
	54,610
	19.4%
	45,613
	26.2%


* © 2010 Thomson Reuters

In summary, this data shows that counties that have the largest number of minorities (Chatham, Liberty, Long and McIntosh) also are the counties with younger women, and a high rate of uninsured and poorer families.  

With respect to the use of mammograms within the last 12 months, 62.9 % of women in the Coastal Georgia Affiliate Service Area have had one within the last 12 months (Table 6). A larger percent of women in Liberty, Long, and McIntosh counties have not received mammograms within the last 12 months when compared to the other counties in the Coastal Georgia Affiliate Service Area. Among the reasons for not having mammograms are:  “chose not to”, “didn’t have time”, and “other”.  




Table 6. Females 40+ without a mammography 
	County
	2009 Female Population 40+
	% No Mammo Last 12 Months
	% Chose Not To
	% Didn't Have Time
	% Didn't Need
	% Have Scheduled
	% Other Reasons

	Chatham
	59,758
	36.7%
	6.0%
	9.6%
	2.9%
	3.6%
	14.3%

	Glynn
	19,882
	36.4%
	5.9%
	9.8%
	3.0%
	3.8%
	13.6%

	Effingham
	11,318
	36.8%
	6.1%
	10.3%
	2.3%
	3.7%
	14.2%

	Liberty
	9,669
	41.4%
	7.6%
	9.6%
	2.1%
	4.5%
	17.3%

	Camden
	9,623
	36.6%
	6.2%
	10.0%
	2.6%
	3.9%
	13.7%

	Bryan
	6,701
	34.0%
	5.3%
	8.7%
	2.6%
	4.2%
	13.1%

	McIntosh
	2,967
	41.5%
	7.5%
	9.4%
	3.6%
	4.7%
	16.1%

	Long
	2,085
	42.2%
	8.0%
	8.5%
	3.3%
	4.1%
	18.0%

	Bulloch
	Data not available
	
	
	
	
	
	

	Coastal Georgia Affiliate 
	122,003
	37.1%
	6.2%
	9.7%
	2.8%
	3.8%
	14.4%


*Thompson Reuters Data Pack. Data based on SEER estimates. 

Late-stage cancer diagnosis is a main factor for breast cancer morbidity and mortality. Counties having a large number of minorities are the counties that experience late-stage breast cancer risk (stage III and IV); these are Chatham, Liberty, McIntosh, and Long (Table 7). 

Table 7.  Breast Cancer Incidence Rate by County and Stage 
	County
	Stage I %
	Stage II %
	Stage III %
	Stage IV %

	Glynn
	63.8%
	27.5%
	3.7%
	4.9%

	McIntosh
	62.5%
	28.2%
	4.0%
	5.3%

	Chatham
	62.2%
	28.3%
	4.1%
	5.4%

	Effingham
	63.1%
	28.8%
	3.6%
	4.5%

	Bryan
	62.9%
	29.0%
	3.6%
	4.5%

	Camden
	62.4%
	29.2%
	3.7%
	4.7%

	Long
	62.3%
	29.0%
	3.8%
	4.9%

	Liberty
	59.7%
	30.5%
	4.3%
	5.4%

	Bulloch
	Data 
	not
	available
	

	Coastal Georgia Affiliate
	62.4%
	28.5%
	3.9%
	5.1%

	Georgia
	62.3%
	28.7%
	3.9%
	5.1%


*Thompson Reuters Data Pack. Data based on SEER estimates. 

Information presented in Table 7 becomes more evident when late-stage breast cancer risk is compared by race.  Black women suffer disproportionately more from late-stage breast cancer risk (Table 8). Thirteen point nine percent of Black women have their cancers diagnosed at late-stage when compared to 7.5% for Whites and 7.6% other races. 
  


Table 8. Breast Cancer Incidence Rate by Ethnicity and Stage
	Ethnicity
	Stage I %
	Stage II %
	Stage III %
	Stage IV %

	White
	65.1%
	27.4%
	3.3%
	4.2%

	Black
	54.6%
	31.5%
	5.9%
	8.0%

	Other
	62.2%
	30.2%
	3.4%
	4.2%

	Total 
	62.4%
	28.5%
	3.9%
	5.1%










*Thompson Reuters Data Pack. Data based on SEER estimates.

There are an estimated 1,376 women in the Coastal Georgia Affiliate Service Area who suffer from breast cancer (Table 9); most of these women (671) live in Chatham County. However, women in Liberty County having breast cancer are relatively younger when compared to their counterparts from other counties and nationally. 

Table 9. Breast Cancer Prevalence by County
National Average Age for Prevalence of Breast Cancer: 59.1
	County
	2009 Female Population
	Prevalent Breast Cancer Cases
	Ave Age for Prevalence of Breast Cancer

	Chatham
	129,145
	671
	59.0

	Glynn
	39,859
	231
	59.7

	Bulloch
	32,839
	155
	N/A

	Effingham
	28,986
	134
	56.9

	Liberty
	29,779
	102
	54.5

	Camden
	24,737
	102
	56.4

	Bryan
	18,154
	82
	56.5

	McIntosh
	6,012
	34
	59.3

	Long
	4,931
	20
	56.8

	Coastal Georgia Affiliate
	281,603
	1,376
	58.2

	Georgia 
	4,993,149
	21,425
	57.8


*Thompson Reuters Data Pack. Data based on SEER estimates.

Reports generated by the Georgia Comprehensive Cancer Registry were reviewed to learn and compare cancer incidence and mortality between Georgia, the Coastal Georgia Affiliate Service Area, and each of the eight counties. Table 10 presents a summary of the statistics.
The age-adjusted breast cancer incidence rate for the Coastal Georgia Affiliate Service Area (123.5) is significantly larger than that of Georgia (118.5). Glynn County has the highest age-adjusted breast cancer incidence rate (131.0), which is significantly higher than that of the entire Coastal Georgia Affiliate Service Area and Georgia. Effingham County had the second highest age-adjusted cancer incidence rate (126.9) and Bryan (125.9) was third among the eight. The age-adjusted breast cancer mortality rate for Effingham County (29.5) and Bulloch County (26.9) are also significantly larger than that of the entire Coastal Georgia Affiliate Service Area (22.0) and the state (23.7). Although age-adjusted breast cancer mortality rate is not computed for McIntosh County due to small number of breast cancer deaths, it is noteworthy to mention that seven deaths out of a breast cancer incidence of 39 are disproportionately high.    

Table 10. Age-Adjusted Cancer Incidence and Mortality Rates (2003-2007) for Georgia, the Coastal Georgia Affiliate and the 9 Counties
	County
	Incidence (Female)
	Mortality (Female)

	
	Cases
	Rate
	Deaths
	Rate

	Bryan 
	80
	125.9
	18
	~

	Bulloch
	155
	115.5
	36
	26.9

	Camden 
	111
	121.8
	15
	~

	Chatham 
	830
	122.3
	145
	20.6

	Effingham 
	135
	126.9
	30
	29.5

	Glynn
	295
	131.0
	56
	24.3

	Liberty 
	122
	121.9
	21
	23.9

	Long 
	13
	~
	<5
	~

	McIntosh
	39
	120.1
	7
	~

	Coastal Georgia Affiliate 
	1,625
	123.5
	294
	22.0

	Georgia
	27,244
	118.5
	5,443
	23.7


~ Rates not calculated where the count is less than twenty 
* Georgia Comprehensive Cancer Registry, Georgia Department of Community Health, Division of Public Health, 2010

Table 11. Breast Cancer incidence and Mortality Rates by County 
	County
	2009 Female Population
	Incidence Per 100K Pop Rate
	Mortality Per 100K Pop Rate

	Glynn
	39,859
	154.13
	32.96

	McIntosh
	6,012
	149.66
	31.40

	Chatham
	129,145
	138.92
	30.09

	Effingham
	28,986
	123.81
	21.01

	Bryan
	18,154
	121.52
	20.82

	Camden
	24,737
	111.05
	20.42

	Long
	4,931
	108.84
	19.11

	Liberty
	29,779
	93.14
	18.05

	Bulloch
	N/A
	N/A
	N/A

	Coastal Georgia Affiliate 
	281,603
	130.81
	26.68


*Thompson Reuters Data Pack. Data based on SEER estimates.


Data compiled and reported by the Georgia Comprehensive Cancer Registry (Table 10) was compared to the breast cancer incidence and mortality estimates from the Thompson data packs (Table 11). Most statistics aligned; for example Glynn County has the highest breast cancer incidence in both data sources. However, there were some differences in the statistics. For example, the breast cancer mortality rate for Effingham County estimated by Thompson was close to that of the entire Coastal Georgia Affiliate Service Area. However, the breast cancer mortality for Effingham County calculated by the Cancer Registry was significantly higher than that of the Coastal Georgia Affiliate Service Area. This may be cause to investigate breast cancer mortality more carefully for this county. However, it does not invalidate the data presented in Table 10 because the statistics came from the Comprehensive Cancer Registry data for the state. 

Using data from Thompson, Table 11 presents breast cancer incidence and mortality per county. Glynn, McIntosh, and Chatham Counties have higher breast cancer incidence and mortality when compared to the Coastal Georgia Affiliate Service Area. Both McIntosh and Chatham Counties have large numbers of minorities, relatively small median household income, more families below the poverty level, and relatively large numbers of uninsured females. These might be some of the reasons for the observed disparities. However, Glynn County remains interesting to study further. The socio-demographic characteristics that we described for Glynn county fare average when compared to the other counties, however age-adjusted breast cancer incidence and mortality are significantly higher for this county.
[bookmark: _Toc273996292][bookmark: _Toc273996436]
Conclusions

Breast cancer care is a continuum. There are several factors at the individual, socio-economic and environmental levels that affect the likelihood of receiving preventive services, the recommended treatment protocol, and breast cancer survival. A higher percentage of women in Liberty, Long, and McIntosh counties, all of which have a high percentage of minorities and Hispanics, did not receive mammograms within the last 12 months when compared to the other counties in the Coastal Georgia Affiliate Service Area. Among the reasons for not having mammograms are:  “chose not to”, “didn’t have time”, and “other”. Not coincidentally, a higher percentage of women in Liberty, Long, McIntosh, and Chatham counties are diagnosed with late-stage breast cancer (stages III and IV). Also, women in Liberty County who are suffering from breast cancer are significantly younger when compared to their counterparts from other coastal counties.


· African American women comprise 32 percent of our service area, but have higher mortality rates compared with White women throughout Coastal Georgia.  They have a much higher trend of being diagnosed with late-stage breast cancer then White women (13.9 percent vs. 7.5 percent), making early detection imperative for the African American community.
· Latina women make up 3 percent of our service area, and tend to reside in the counties with younger women, more uninsured and poorer families.  Long County has the highest percentage of Latina women (9 percent).
· Chatham County has the third highest mortality rates in our service area with 30.09 percent.  The county also has the largest African American population.  Additionally, Chatham County has a higher percentage of income below the poverty level as compared to the state of Georgia. Not coincidentally, it also has the second highest percentage of uninsured women between the ages of 18-64 at 30.6 percent (after Bulloch at 51.4 percent).
· Liberty County, together with Long County, has the highest late-detection rates, at 9.7 percent, in the service area.  Liberty County has the second highest population of African Americans (40.9 percent). It also has the second highest population of Latina women (6.5%) Additionally, the county has a higher percentage of people living below the poverty level than the state of Georgia.  26.6 percent of women between the ages of 18-64 are uninsured.  Liberty County is also one of three counties with the highest percentage of women that have not received a mammogram in the last 12 months (41.4%).
· Long County, together with Liberty County, has the highest late-detection rates, at 9.7 percent, in the service area.  Long County has a disproportionately higher rate of Latina women as compared to its surrounding counties (9.1%).  Long County has the second lowest median household income and had the highest amount of families living below poverty level in the service area.  Long County has the highest percentage of women who have not received a mammogram in the last 12 months (42.2%).
· McIntosh County has the third highest population of African Americans (34.1%).  It has the second highest percentage of families living below the poverty level (16.2%), and has the second highest percentage of women between the ages of 18-64 without insurance (29.2%).  Additionally, it is has the second highest percentage of women who have not received a mammogram in the last 12 months (41.5%).  They have the third highest late-stage detection rates at 9.3 percent and the second highest mortality rates at 31.40 percent.
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[bookmark: _Toc273996294][bookmark: _Toc273996438]Overview of Continuum of Care

[image: continuum of care.jpg]
Figure 2: The breast health continuum of care. Susan G. Komen for the Cure, 2011 Community Profile Guide, 2010

The breast health continuum of care represents a patient’s movement through the healthcare system from breast health education, to screening, and to diagnostics, treatment and follow up as needed.  The continuum begins with breast health education and screening guidelines.  Next, the patients enter the cycle through a screening process and then proper follow-up.  For many, following up is simply continuing regularly scheduled screenings. For those that have found an abnormality through screening, diagnosis and treatment may follow.  Each step of the cycle is essential to one’s chance of survival.  Unfortunately, this cycle is not always seamless; there are several barriers that prevent patients from either entering the cycle of care or transitioning through the cycle.  Therefore, the continuum of care is an important piece of the healthcare analysis.


[bookmark: _Toc273996295][bookmark: _Toc273996439]Methodology

In order to analyze the Health System, the affiliate first compiled a list of existing services throughout the service area  The affiliate consulted the internet, local public health offices and health care workers to obtain this information.  From this information, an asset map was created, showing where these services are located.  The asset map includes facilities offering breast health services including area hospitals, imaging centers offering mammograms, local public health offices, and community health clinics.

Key informants were selected from local public health offices, area hospitals, and community health clinics.  In total, eleven key informants were asked questions related to gaps in the health system. A representative from the affiliate held in-person discussions with each of these informants.  Primarily, questions were focused on obstacles to get and keep patients into the continuum of care. 

[bookmark: _Toc273996296][bookmark: _Toc273996440]Overview of Community Assets

[image: ]

Through an analysis of the local health system, it was found that services were fragmented throughout the service area, largely due to geographic locations, with a large percentage of services existing in Bulloch, Chatham and Glynn counties.  This leaves many rural areas with limited breast health resources and limits the residents’ access to the full continuum of care.  

Coastal Georgia hospital systems provide a variety of services to local and surrounding counties.  Several have formed collaborations and partnerships with free clinics and public health offices in order to reach a broader population.  For example, Southeast Health System has satellite facilities throughout Glynn and Camden counties.  Three of the hospitals (Memorial Health, St. Joseph’s/Candler and Southeast Georgia Health System) offer comprehensive breast diagnostic and breast cancer services.  Patient navigators are part of both programs.  The patient navigators assist patients as they move through the multitude of services involved in the diagnosis and treatment of breast cancer.  

There are 16 medical facilities in the service area that offer breast cancer screenings, however only a handful are located in rural counties.  Two health systems, Southeast Georgia Health System and St. Joseph’s/Candler have mobile mammography units that together are able to cover all rural counties in the service area.  Currently the Coastal Georgia grant program supports both mobile mammography units; however, there is an opportunity here to further support these mobile units which eases the burden on the rural areas to travel for mammograms.  

The affiliate service area includes many free health clinics that can serve as a primary health provider. Many of the clinics are located in metropolitan areas such as Savannah (Chatham County), Brunswick (Glynn County) and Statesboro (Bulloch County).  Currently, the grants program funds the Community Health Mission, which offers mammogram certificates for its patients. Many of the rural areas, however, are lacking primary health care providers, and specifically lacking OBGYN’s.  Primary health providers are essential for a patient to be referred to imaging centers for mammograms.  

Coastal Georgia Komen has developed partnerships with most of the hospitals and several public health offices throughout the service area through its grants program.  And while the affiliate has partnered with one or two clinics at a time, there is room to further develop partnerships with other key clinics.  Additionally, the affiliate has partnered with health professionals and community groups in an effort to increase education.  Partnerships with organizations such as the Black Nurses Association, the National Black Leadership Coalition and the Delta Sigma Theta sororities have proved an effective way of increasing awareness throughout the African American community.  The affiliate is currently working to assist Sister’s Network in rebuilding its Savannah chapter, which is dedicated solely to educating African American women on the importance of early detection as it relates to breast cancer.

[bookmark: _Toc273996297][bookmark: _Toc273996441]Legislative issues that target communities
The existing public policies are primarily associated with the Breast Cancer and Cervical Cancer Program (BCCCP). District 9-1 Public Health provides an infrastructure throughout the Coastal Georgia Affiliate’s service area that provides a continuum of care through the BCCCP.  The table below provides the guidelines for access to the Coastal Health District BCCCP.  
 
How Women Access Medicaid 

Any woman may go to the Public Health Department in their county of residence.  Information regarding the program can also be obtained from the Georgia Cancer Control Section by email cancercontrol@dhr.state.ga.us or by telephone 404-657-6611. Any woman who has a positive diagnosis of breast cancer with no health insurance may go to their local health department in their county to receive Medicaid treatment.  Simply fill out the form: “Coastal District Women’s Health Medicaid Certificate of Diagnosis Form” with a physician’s signature.  Criterion is based on 200% of the federal poverty level.

Women detected with abnormal screening results are referred to participating health care providers for diagnostic and treatment services.  Diagnostic services and case management may be provided at no or low cost to eligible women.  The goal is that every woman who has an abnormal screening result be referred for and receive the follow-up she needs.  If treatment is necessary, low-income women who are eligible may receive treatment services through the Women’s Health Medicaid Program. The Women’s Health Medicaid Program is a partnership of the Georgia Department of Human Resources and the Georgia Department of Community Health that provides full coverage Medicaid for eligible women under 65 who have breast and/or cervical breast cancer and need treatment. 


Eligibility is as follows:
· Must have an income at or below 200% of the Federal Poverty Level (about $18,000 for an individual and $36,000 for a family of four)
· Must have no insurance or be underinsured and not otherwise eligible for Medicaid or Medicare.
· Georgia residents who are a U.S. citizen are qualified alien.
· To determine eligibility, call or visit your local health department.

www.Address:http//www.gachd.org/services-list/breast-cancer-andcervical_can.php
www.departmentofhealthandhumanservices
www.divisionofpublichealthscreening
http://dhr.georgia.gov/DHR/DHR_CommonFiles/77238WomensMediciad.pdf

The Coastal Health District is a Coastal Georgia Komen Affiliate grant recipient. These funds contribute to screening women who are not eligible for the BCCP program, particularly women who are 35 years of age and younger. More and more women 35 and younger are getting diagnosed and funding from the local affiliate helps pay for ultrasounds, breast consultations with a surgeon and educational materials. Once they are diagnosed they can receive treatment through the Women’s Health Medicaid Program. Regrettably, information on women who may have been turned away from the program due to ineligibility is not available. In such cases, they are referred back to their primary care physician.

The Coastal Affiliate also has been an active advocate on behalf of increasing the state tobacco tax, providing no-smoking areas, federal funding for cancer research and expanded Medicaid for women in need. Trips to the state capitol and Washington, DC have been made each of the past few years. 
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Based on key informant interviews, there appear to be trends in reasons why underserved women do not necessarily enter or navigate through the continuum seamlessly.  One common obstacle that key informants identified is a lack of primary care providers in our service area. This is a particular concern in the rural areas, where there may be no full-time primary care providers.  Health professionals from Bryan, Long and McIntosh ranked this as the largest obstacle in getting women screened.  In these counties there are one or two primary care physicians, if any, leaving local residents to either travel to neighboring counties or to seek services at the Public Health Office.  Key informants noted, however, that residents of these rural areas do not want to travel outside their county for health services, and many women will not go to the public health offices for a variety of reasons including misperceptions that public health offices only serve low-income and uninsured.  Health care providers are generally the first contact a patient has in the continuum of care, and without it, the patient is likely not to enter the continuum.   This problem tends to be magnified for the undocumented population, as they do not have access to some of the government funded clinics, and therefore their options are reduced.  Many clinics serving this population get overburdened and have to turn new patients away. The lack of primary health care providers is therefore leaving an unmet need in the community.  

Another common obstacle for health care providers arises with patient follow ups.  This tends to be an issue with the African American and Latina populations.  The introduction of “disposable” cell phones has caused a new problem for providers when they try to contact their patients.  Therefore, when any amount of time passes between the initial patient visit and the screening or diagnostics, it is not common for the patient’s phone number to expire, making it impossible to follow up with the patient to make a mammogram appointment, share diagnostic results or any other measures of follow up.  This has resulted in many women ceasing to move through the continuum of care.   The problem is reduced in part by patient navigators who take the extra time to try to find the patients, however the real solution will lie in shortening the time between the patient’s initial visit and the follow up service.

Another common trend among service providers is a lack of funds to support the under and uninsured women’s mammogram costs.  The BCCCP funding has run out early for the past three years, forcing the public health offices to tell women to come back at a later date.  This leaves the low-income women at risk of losing one of their key resources for access to screenings.  Additionally, hospitals’ indigent care funds are running dangerously low, causing them to limit the amount of mammograms they can offer at no charge.  With the current economic state, breast care programs are seeing a sharp increase in requests for free or low cost mammograms and are finding it increasingly difficult to meet all of the needs. Several key informants suggest that this effects the working un- and underinsured women a great deal.  Women with limited funds, but who do not qualify for federal aid are left with very limited help.

Lastly, it was found that health care providers are finding it increasingly difficult to encourage new patients to enter the continuum of care.  For example, statistics show that Liberty County has a high percentage of women not seeking mammograms, and Liberty Regional Medical Center’s leadership confirmed this by reporting that the mammography department does not see an influx of new patients, despite the increase in population.  It is important to note that this last issue also affects the military residents in Liberty County.  While military dependents hold insurance and have a mammography machine on post, hospital leaders report that very few dependents take advantage of preventative screenings.  Additionally, it is increasingly difficult to get newly un- and underinsured women to seek services.  Key informants suggest that newly uninsured women are also among the group that is becoming increasingly difficult to enter into the continuum.

[bookmark: _Toc273996299][bookmark: _Toc273996443]Conclusions

Access to care is not consistent across geographic and socio-economic populations.  From the asset map, it is clear the rural counties (Bryan, Long and McIntosh) are lacking breast health resources.  While mammogram services are available for these residents, women often have to travel to larger counties for follow up diagnostics or treatments. Additionally, these same counties also have limited primary care providers, making it difficult for women to get referrals for breast care services. These findings left the affiliate with unanswered questions pertaining to how women in rural areas access breast health services and therefore, the affiliate identified the rural population as a population of interest to further investigate. 

Additionally, there appear to be several obstacles for the un- and underinsured populations.  Programs that provide aid to the low-income and uninsured women, such as BCCP, are running dangerously low on funds.  Additionally, low-cost and free mammogram programs that assist the working un- and underinsured women do not have adequate funding to meet all the requests.  

While the more metropolitan areas have more resources available, there still remain breakdowns in the continuum.  Providers have expressed several obstacles to screening women.  In several counties, such as Liberty and Glynn, providers have expressed concern that women are not taking advantage of the services available.  Upon further probing, the affiliate learned this is a particular concern with two populations:  the military population and the working un- and underinsured population.  Therefore, the affiliate chose to further investigate both of these populations. 
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In order to gain a more comprehensive understanding of the target communities, the affiliate conducted three focus groups and a series of key informant interviews.  The focus groups and interviews were focused on the targeted areas identified throughout the Community Profile.

Two focus groups were conducted, and were in selected target communities (Chatham County and Liberty County).  The first focus group was held in Chatham County and there were a total of 6 participants.  The participants were selected and invited by a local church leader.  The participants were African American, and the participants identified themselves as a mix of low and median income and a combination of insured and underinsured in an anonymous survey.  During the sessions, the facilitator guided the discussion through a series of predetermined questions and the participants were asked about their experiences with the breast health continuum of care and barriers that prevented them from entering the continuum.  A note-taker, who was not involved in the discussion, took notes and assisted the facilitator in identifying the main themes throughout the discussion.

The second focus group was held in Liberty County and there were a total of 6 participants.  The participants were selected and invited by leaders of military spouses’ groups.  The group consisted of an equal mix of African American and Caucasian women.  All participants were retired military and military dependents living within Liberty County.  The facilitator led the discussion and asked the women about obstacles that military dependents face in regard to the continuum of care.  After each initial question, the facilitator used probing questions to gain clarification.

Additionally, a series of interviews and in person discussions were conducted with 13 informants and providers working with the targeted communities. The key informants interviewed were knowledgeable of the targeted communities and have a firsthand experience with trying to meet needs to reduce the burden of breast cancer. The questions were primarily targeted at health providers and health educators. These individuals consisted of nurse navigators, nurse practitioners, nurse managers, radiologists, medical directors and local health educators.  Information was compiled and organized by them.  One group discussion was held with nurse managers from McIntosh, Long and Bryan county public health offices.

Qualitative data helps the affiliate gain more insight into community perceptions and helps fill the gaps where statistics leave questions unanswered.  Rich and detailed information can be obtained from methods such as focus groups and interviews.  This information can add depth to the numbers.  However, it should be noted that qualitative analysis has its own limitations.  Key informant interviews and focus groups are susceptible to selection bias and are difficult to generalize across populations.  Additionally, gathering qualitative data is extremely time consuming, and therefore limits the affiliate in the amount of data that can be collected through these methods.
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Review of Qualitative Findings

African American
Interviews with health care providers identified low income and lack of health care as major obstacles for the African American population.  A focus group made up of African American women, identified common barriers as lack of relationship with primary health providers, wait times and fear of detecting breast cancer.  

Women in the focus group reported that having a relationship with their health care providers ranked as high importance.  Most women were satisfied with their primary care physicians and clinic nurses, however a few women shared stories of being “pushed through the system” and physicians showing them a lack of personal attention.  The women expressed the importance of being treated on a personal level, and said they would only go to a physician to follow up on an abnormality if they felt comfortable with the physician.  One woman shared that, in the absence of a relationship with a physician, she preferred to Google her symptoms and self-diagnose.  The affiliate was surprised to learn that the majority of women in the focus group felt more comfortable with the physicians at the low-cost health care clinics than private health care providers.

The women in the African American focus group also expressed concern about long wait times.  Women reported long wait times for making appointments, seeing a physician and in follow-ups, referrals and results.  Wait times for appointments appeared to be the largest deterrent.  In some cases, women waited months for an appointment.  Most of the women reported, though, that while they did not like the wait times, they would be willing to wait if they knew they were getting good service.  They identified one clinic with long wait times but a reputation for exceptional service as a favorite.

Fears and misperceptions of breast cancer were identified as the largest barrier for African American women.  Several women stated that they were scared of learning that they had breast cancer, and therefore avoided screenings, despite knowing the recommendations.  Women expressed fears related to being diagnosed with breast cancer such as death, losing their job, and costs incurred with treatments.   While women were aware of breast cancer, they were not aware of the four points of Breast Self Awareness (BSA) or the increased survival rates of those detected with early stages of breast cancer versus those diagnosed at later stages.  

Latina
Through discussions with key informants, several barriers were identified that prevent women from the Latina community to entering or transitioning through the continuum.  The key issues identified were language barriers and fear of deportation.  

Language barriers remain a large barrier for Latinas, particularly in the rural areas.  Latinas that live in rural counties often have limited choices for primary health, and in many cases, they utilize the local public health offices.  Many of these smaller offices do not employ translators, however.  A nurse in Long county expressed this as a particular concern .because it limits the dialogue between her and her Latina patients. In some cases, she must rely on the patient’s child to translate. While she tried to make the patient as comfortable as possible, she questions if the patient fully understands everything that she is trying to communicate.  Additionally, in locations where translators are present, informants suggest that language still remains a barrier, as it still creates a gap between the patient and the care provider.  Patients often are not comfortable discussing medical issues through an interpreter.

Fear of deportation was another concern raised by key informants.  Coastal Georgia has a high rate of undocumented citizens, most of which are Latina.  Women that fall into this population will often avoid health care facilities for fear of being “turned in”.  Additionally, there appears to be a significant fear of military presence.  In the past, programs have arranged for Latina women to get free mammograms at health care facilities located in Liberty and Chatham counties, but informants reported that the women were too scared of coming within close range of military institutions to take advantage of the programs.  Since four of the major hospitals, many of the health care clinics and two public health offices are located within miles of military institutions, it leaves few places where these women are comfortable going to seek health care without fear of a military presence.

Rural Women 
A group interview with rural public health nurse managers revealed two main barriers preventing women from entering or transitioning through the continuum.  The first obstacle identified was the lack of resources available in rural areas, including hospitals, mammography facilities and primary care physicians.  The second difficulty lies in the fact that women in rural areas are unwilling or unable to travel to neighboring counties to receive the needed care.

The largest barrier for rural women to receiving care is simply the lack of health care resources in the more rural counties.  Community leaders in Bryan, Long and McIntosh Counties reported that there was a severe shortage (or absence, in some cases) of primary care physicians throughout the entire county.  Therefore, women either travel to a neighboring county for their primary health needs or, more commonly, simply do not seek preventative health care.

Residents and nurse managers from rural counties described residents’ unwillingness or inabilities to travel for health care.  In many cases, the nearest hospital or mammography facility is thirty to forty minutes away, and the distance reportedly deters many residents from seeking screenings.  When resources are at such a distance, women in rural areas tend to prioritize their health needs and only travel to receive certain health services.  Interviews revealed that breast health services are often not a health priority for women in rural areas, therefore reducing the likelihood that they will travel any great distance to get a screening.  The introduction of mobile mammography units has eased this burden and has proved a successful way of reaching women in rural counties.  However, key informants report that the mobile mammography units only service rural areas a few times per month, leaving a large percentage of the rural population still in need of services.

Military
A focus group identified two main obstacles facing military dependents and retired military women that prevented them from seeking preventative health measures.  The primary issue raised by women in the focus group was the lack of consistency in primary health providers.  Military families tend to be transient, and many families move several times during a soldier’s career, making it very difficult for a dependent to establish a relationship with a primary care physician.  Additionally, if a dependent or retiree is enrolled in TriCare Prime, she will see a primary health care provider on the military institution.  Primary care physicians and nurses on post are also inclined to be transient, due to deployments and relocations, making it almost impossible for a woman to see the same physician or nurse consistently.

Additionally, military dependents ranked healthcare low on their list of priorities.  Most admitted that they had not even thought of breast health screenings in years.   Many dependents have soldiers deployed for long periods of time and when the soldiers are deployed, the dependent’s responsibilities often increase to compensate for their spouse’s absence.  Retirees reported that when they were active, breast cancer screenings were not a priority in their busy schedules.  They reported that breast health needs ranked lower than other health needs as it was seen as a “weakness”.

Access to care is not an issue with this population, however lack of breast self awareness education.  The majority of this population is younger, with pockets of older women over 40.  The women under 40 have a misperception that breast cancer is an older women’s disease and will happen to someone else.  Lack of breast self awareness education is another barrier for this population.

Working Uninsured and Newly Uninsured women
Drawn to the affiliate’s attention by multiple key informants were the “working uninsured” and “newly uninsured” women.  These women are of particular concern and are often lost in the continuum due to their financial burden of screenings and follow up care.  Working uninsured women typically carry anywhere from one to three part-time jobs. These jobs do not generally offer large wages, and more importantly, they do not offer insurance benefits.  In many cases, these women make over the 200% poverty level that would qualify them for government health aid, yet they are living paycheck to paycheck and do not make preventative health care a priority. Informants noted that oftentimes these women must choose between paying the bills and healthcare.  In these cases, they simply do not make healthcare a priority, and often wait until there is a medical emergency before they seek healthcare.  

The newly under- or uninsured are women who have held good jobs with benefits in the past, but  have lost hours, benefits or their jobs due to the economy.  Many of these under- or uninsured women are heads of single parent households and therefore have very tight budgets. Similarly to the working uninsured, these women often must choose between paying the bills and healthcare costs.  Additionally, in the cases of the underinsured women, while they carry insurance, the plan may not provide preventative care coverage, so they too wait until there is a medical emergency. These financial burdens often prevent these populations from entering the continuum.


[bookmark: _Toc273996303][bookmark: _Toc273996447]Conclusions

Based on information obtained from key informants and focus groups, the affiliate was able to identify four common trends.  In many cases, the conclusions drawn from the statists and health care analysis were confirmed by discussions held with key informants and with members of focus groups.  Gaps in access to care due to demographic and socio-economic circumstances were confirmed as barriers.  Primarily, the financial burden of screenings and treatment was emphasized as a variable in preventing women from entering the continuum. Providers identified low-income and lack of insurance as major obstacles to screening and treatment.

Lack of education, including increased awareness of local resources available and breast self awareness, was identified as a barrier.  Many women who took place in the focus groups were not aware of local resources that provided breast health services.  A greater number of women in the focus groups did not make their breast health a priority.    Additionally, fears, misperceptions, and distrust serve as additional obstacles that prevent women from entering or staying in the continuum.
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[bookmark: _Toc273996305][bookmark: _Toc273996449]Review of the Findings
[bookmark: _Toc273996306][bookmark: _Toc273996450]The analysis of breast cancer and demographic statistics provided the affiliate with its first look at the problems in the service area.  These statistics revealed that the African American and Latina populations were disproportionately diagnosed at later stages and have higher mortality rates.  Additionally, Liberty, Long, McIntosh and Chatham counties were identified as target counties based on low rates of mammograms, high late detection rates and high mortality rates.  The next step was to analyze the resources available in these counties. This analysis showed that rural areas have a shortage of primary health care physicians and breast health services.  

Interviews with key informants provided further insight into how the lack of resources impacted access to care in these counties.  In addition, the key health care informants discussed other barriers related to breast health needs, including low income and lack of insurance.  Key informants confirmed the statistical findings that African American and Latina populations had the largest gaps in access to care.  Informants also identified newly un-and underinsured women as a community with increasing gaps in care.  Informants also identified military women as a group needing Breast Self Awareness and screening guideline education.

Conclusions
In keeping with the Susan G. Komen for the Cure promise of saving lives by empowering people and ensuring quality care for all, the Coastal Georgia Affiliate’s goal is to reduce barriers to screening and treatment.  The medically underserved and underinsured populations are of particular concern.  In order to ensure that all have the educational resources and access to care needed, the affiliate based its priorities on the information gathered through this community assessment.

The first priority was determined by the high percentage of women in certain populations who do not receive preventative screenings.  The affiliate found that women in rural areas are much less likely to have access to primary care physicians, and therefore will not have access to enter the continuum of care. Key informants also identified the Latina population with having several obstacles to receiving care. Additionally, the current economic state has created an increase in the working un- and underinsured women.  While these women once had insurance that covered preventative care, they do not currently have insurance that will provide them access to screenings.  These women must often choose between a mammogram and paying bills.  Therefore, the affiliate has made it a priority to support programs that reduce barriers to screenings, particularly for the underinsured and rural populations.

Through a series of key informant interviews and focus groups, the affiliate identified lack of knowledge pertaining to breast health as a barrier in several populations.  Education efforts should be focused on Breast Self Awareness (BSA), screening guidelines and breast health resources.  Misperceptions and fears were identified primarily in African American, Latina and Military populations, and therefore emphasis should be placed on these populations. Increasing education and outreach about breast health, breast cancer screening and available breast health resources is therefore a priority of the affiliate.

[bookmark: _Toc273996307][bookmark: _Toc273996451]The affiliate also seeks to increase navigation services that promote seamless care along the breast health continuum.  This need surfaced through the health system analysis and key informant interviews.  Nurse navigators can reduce certain identified barriers, particularly problems that arise that might disrupt a patient’s transition through the continuum of care.  

The affiliate’s last priority is fostering partnerships with key organizations and community leaders that will assist with carrying out Komen’s mission.  The objectives set forth by the affiliate rely on the development of grassroots programs.  The affiliate will need to rely on partnerships with local organizations to develop and carry out many of these programs.  Therefore, the affiliate needs to strengthen relationships with organizations that currently have programs as well as establish relationships with organizations that the affiliate feels can develop new programs.

These priorities will determine how the affiliate should move forward toward the goal of saving lives. Each priority is followed by specific, measurable, and realistic objectives that serve as the action plan for the affiliate.  This action plan will help the affiliate measure and evaluate the work of the affiliate.   It is the affiliate’s goal that the findings identified in this Community Profile will guide the strategies, outreach efforts and financial priorities for the next two years, at which time another Community Profile will be completed.

Action Plan
Priority A:  Reduce the barriers to screening and treatment, particularly for the underinsured and rural populations
· Objective 1.1:  Increase grant funds to organizations to provide free breast screening and diagnostic service to low-income and underinsured women by 10% each year.
· Objective 1.2:  By end of FY 2012, increase the number of women who receive mammograms in rural areas by partnering with organizations that can implement programs to increase access to care in rural counties
· Objective 1.3:  Support the  establishment of at least one Hispanic health program to assure resources are available as this population increases
· Objective 1.4:  Partner with programs that will promote additional state funding of BCCCP.

Priority B:  Increase education and outreach about breast health, breast cancer screening and available breast health resources
· Objective 2.1:  Increase the number of programs that will reduce the perceptual fears and lack of trust of health care providers in the African American community
· Objective 2.2:  Increase the number of culturally sensitive education materials and resources 
· Objective 2.3:  Support the establishment of Hispanic health education programs to assure the population knows about breast health and local breast health resources.
· Objective 2.4:  Support the establishment of breast health education programs on military posts to assure the military population is aware of local breast health resources.
· Objective 2.5:  Launch a focused education effort with affiliate partners on the known risk factors of breast cancer and the actions that women could take to reduce their risk of breast cancer

Priority C:  Increase navigation services that promote seamless care along the breast health continuum
· Objective 3.1:  In FY 2012, increase awareness of the positive impact of navigation programs by initiating conversations with providers in order to educate on the need for quality patient transitioning through the continuum
· Objective 3.2:  In FY 2012 and FY 2013 solicit evidence based grants that address navigation services 

Priority D:  Foster strategic partnerships with key organizations and community leaders in each Coastal Georgia county for fundraising, granting and outreach outlets
· Objective 4.1:  Identify and foster relationships with at least one community partner in each county who can assist the affiliate in seeking opportunities for grant making, fundraising, and outreach
· Objective 4.2:  Foster relationships with any organizations in the entire service area that may have been previous grantees, but have not participated in recent years
· Objective 4.3:  Meet with providers in newly acquired Bulloch County to ensure partnerships for future funding/fundraising efforts throughout 2011-2012
· Seek opportunities for grant making with free clinics, non-profits, hospitals, etc, in newly acquired Bulloch County throughout 2011-2012
· Foster relationships with past and present affiliate sponsors
· Identify and establish relationships with potential small grant recipients
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