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	Year Created
	Indicator Rating
(See legend at end of this table)
	Indicator Notes
	Baseline
	Current Documented Status on Work Towards Accomplishing 
Objective or Strategy
	Please Provide Information about any Additional Progress Towards Accomplishing this Objective or Strategy:
	Please Provide Suggestions for How this Objective or Strategy Should be Updated (such as “no further action needed;” “modify measure to read…”, “next steps…” etc.):

	Objective 5: By June 2010, increase the proportion of men newly diagnosed with prostate cancer at the localized stage from 81.5 to at least 90% (SCCCR 2004). 

Suggest deleting entirely.


	2005
	A1
	"…to at least 90% of all prostate cancer diagnoses" - add the words 


	Baseline =2004;            2004 =80.4%; 2005=81.1%; 2006=81.1%
	81.1% in 2006; Active; Objective Met. Data: 2005 =  81.5% (SCCCR). (Objective is still being considered in collaboration with the Research Task Force): 
	
	Update date to “By June 2016” 

Need to updated baseline (if numbers are available)(M&P)
Suggest deleting entirely.

I have a real problem with this one.  It is way too facile / simple-minded to suggest this.  

All one needs to achieve this goal as stated  is to overscreen.  That will guarantee a greater percentage of men with early-stage disease.   In light of what we know about the effect of treatment-related morbidity and increased mortality, this clearly would undermine the real goal, which should be to reduce PrCA-related morbidity and eventual death. We could refine this by making it more age- or race- of family history-specific, but even that won’t fix the inherent problem.- JRH 



	Objective 6: By June 2010, raise men's awareness of the need to make informed decisions about screening for prostate cancer.

	2005
	B3
	"raise" from what to what?  The term "awareness" vs. the term "knowledge"; What is baseline awareness?; how to measure their awareness (complex set of information required)
	2005; Not accomplished yet
	 
	-Mixed methods approach needed here
-Was baseline data collected and evaluated?

I would agree with the 
	-Objective should also be to increase and evaluate men’s awareness about what informed decision making (IDM) actually is (DBF)
-Evaluating men’s use and understanding of IDM aids could provide some initial data in order to meet this objective this time around. (DBF)
Update date to “by June 2016”

Need to establish the baseline (action needed from work group)

(M&P)
This needs to be made clearer by defining the terms, then describing the quantitative targets.



	Strategy 1: Convene a task force of experts to include African Americans and community activists to review current national screening guidelines and make recommendations for implementation of guidelines for best practice in South Carolina.

	 
	A1 or A2
	Would this be a "1"?  Find out if task force convened.  Recommendations made?  Interesting approach - is SC really that different from the rest of the nation?
	2005; Not accomplished yet
	 
	
	-In light of changes to screening guidelines and the importance of including providers in this discussion, it would be helpful to explicitly mention physicians in this objective: “Convene a task force of experts to include African Americans, researchers, physicians, and community….” (DBF)
-Also, it is not just about implementation of guidelines for best practice; also about assessment of how the guidelines are being implemented through community-based and patient-provider education. (DBF)
I agree with these comments and would add that the first strategy should be to deepen understanding across all of these constituencies.  Who are we to think that we can make policy recommendations at this point?   This is probably the biggest area of controversy in CA screening and FU care.  So, let us take the time to figure out what we need to do to increase understanding. JRH 

	Strategy 2: Add a question to BRFSS to learn what SC males 40+ know about their personal risk for prostate cancer.

	 
	B3
	Measurement issues-- This would require multiple questions 

	2005; Not accomplished yet
	 
	
	-I agree that multiple survey questions would be needed. Topics can include but are not limited to: screening decision making, family history, prostate cancer and screening knowledge behaviors, etc…. (DBF)
Let’s get real and figure out what they should be.  JRH 

	Strategy 3: Support dissemination of new information to provide the public, and especially African-American males, with evolving science, technology, and guidelines for prostate cancer.
	 
	C3
	Rec:  Need science?  Same issue as before regarding "support dissemination."  Re: "new information" what is "new?"; How do you measure supporting dissemination; better to say to disseminate x info to x individuals.
	2005; Not accomplished yet
	 
	
	-I recommend that this strategy be deleted. It overlaps with other strategies and as currently phrased it is not measurable. (DBF)  Agreed.  JRH 
- This phrase “with evolving science, technology, and guidelines for prostate cancer” could be incorporated into Objective #6 so it reads: “By June XXXX, raise men's awareness of the need to make informed decisions about screening for prostate cancer in light of evolving science, technology, and guidelines for prostate cancer.” (DBF) 

	Strategy 4: Educate men in high-risk categories) e.g. AA, strong family history of prostate cancer and those in high-risk categories) about PSA and DRE.
	 
	B3
	I like educate; How will those at risk be identified and targeted for education?; how do you know if they have been sufficiently educated?
	2005; Not accomplished yet
	 
	
	-Wording needs to show the education piece will be evaluated.  For example: “Conduct and evaluate an education program for men in high-risk categories … recruited from …” (DBF)

	Strategy 5: Raise awareness to encourage males ages 50+ to discuss PSA testing and digital rectal examination (DRE) with their providers.
	 
	B3
	"Raise awareness" and "to encourage" are vague.
	2005; Not accomplished yet
	 
	
	-Partnerships with the community (education seminars) and local media (ads/campaigns) for encouraging PrCA discussions with providers are strategies that should be used to accomplish this.  

–Also, wording could be changed to: “Provide males ages 50+ (and those in high risk categories) with communication tools and strategies they can use to discuss and make informed decisions about PSA testing and digital rectal examination (DRE) with their provider.” (DBF)
-This could be evaluated using interviews/surveys/comprehension measures … (DBF)

	Strategy 6: Assist healthcare providers in communicating the importance of prostate cancer screening to men at high risk using evidence-based materials. 
	 
	C3
	"Assist" - not really assist - educate? Improve?  "Assist…in communicating…" - teaching their patients?  "…using evidence-based…" - To be developed?  Grammatically this is not a good sentence.; More specific to say to provide information to x providers re: evidence based materials
	2005; Not accomplished yet
	 
	
	-We need to incorporate something about evidence-based decision making aids that have been developed for PrCA screening. (DBF)
-Wording should be changed to: “Educate and evaluate healthcare providers on the use of effective methods of communicating prostate cancer screening options to men at high risk using evidence-based decision aids.”
-current PrCA decision aids (e.g., from Cochrane libr., American Cancer Society, etc.) should be utilized. (DBF)

	Objective 7: By October 2012, Begin population-based research aimed at understanding the natural history of PrCA in a high-risk population.

	2010
	
	
	
	None Yet
	- 
	I added this one because we will be forever stuck fighting about other recommendations as long as we rely on research conducted elsewhere in populations that may be at very different risk of high-virulence disease. JRH 

	Strategies might include the stages of study planning and implementation needed to do this.
	
	
	
	
	
	
	


Legend: The indicator rating score is a summary of two measures that describe how feasible it will be to measure an objective or strategy.  

The letter part of the score describes the quality of evaluation objectives or strategies: 

A=Measurable as written

B=Measurable with minor changes to the wording
C=Measurable with major changes to the wording
The numeric part of the scale that could be used to describe the ease of measurement for objectives or strategies: 

1=Data currently available

2=Data available with secondary data collection (ie. data could be compiled from existing data sources)
3=Data available with primary data collection (ie.  original data collection would be required)
A higher letter/number score would indicate a better objective or strategy. For example: An A1 rating would indicate that an objective or strategy is “measurable as written and data is available to measure it.” A B1 rating would indicate that an objective or strategy is “measurable with minor changes and data is available with primary data collection.” 

	Are there any Additional Goals, Objectives or Strategies that You Would 
Recommend we ADD to any section of the SC Cancer Plan?                                                                                                                 
Please Add Them Below:  (See mine, above, as I wanted to preserve the column structure for easy editing later. – JRH)

	Recommend the following new strategies be added:
STRATEGY 7  Create a statewide PC education playbook (to evolve out of the PC work group)(M&P)
STRATEGY 8  Design a video presentation that can be used throughout South Carolina (to evolve out of the PC work group)(M&P)
STRATEGY 9  Design several customized power point presentations  based on audience and time constraints to be used throughout South Carolina (to evolve out of the PC work group)(M&P)
STRATEGY 10  Design and implement a survey program to determine level of PC education knowledge throughout the state (to be hired out – maybe USC student)
(M&P)


	Notes for Prostate Cancer Comprehensive Cancer Plan (JU)
1. Baseline measure—some variant of informed decision making

2. Survey of informed decision-making AA’s in SC.  

Sources of information

How make decision

Recognize need for decision

Why they should make decision

3. Investigation of PSA testing efficacy among AA’s in SC

4. Education of SC on prostate cancer and screening

Resources identification/Players and materials

Coordination of efforts/sharing resources/networks

5. Conference on need for research-Let’s Answer some Questions.

----------------------------------------------------------------------------------------------------------

Goals for SC CCP—(JU)
Unlike some other cancers there is no consensus on how best to prevent, detect or treat prostate cancer.  Screening modalities for prostate cancer are not specific enough, and even when detected in its early stages, it is not clear that treatment, versus no treatment, saves lives.  The unintended consequences of prostate cancer treatment raise the costs of treatment for patients, underscoring the debate about whether it is worth it for a man to be treated.  Our lack of knowledge and capability in detecting and treating prostate cancer is a particularly pressing problem in South Carolina.  African American men, a significant minority of South Carolina’s population, have some of the highest rates of prostate cancer in the world.  They die almost 3 times as often from prostate cancer as do their white counterparts.  This is a cancer that cannot be ignored.

To goals are implicit in the objectives put for on prostate cancer for the 2010 South Carolina Comprehensive Cancer Plan.  These are (1) to educate the men of South Carolina about risks, benefits and costs of being screened for prostate cancer so that they, along with their health care providers, can make an informed personal decision of whether to be screened.  Secondly, (2) we need to collect and study pertinent information about prostate cancer so that we can better prevent death from this disease.  There is little information about the effectiveness of early detection and prompt treatment for African American men.  Would these men receive more benefit from screening because of their higher risk of dying?  Are their treatment factors that affect survival for these men?  Are there better ways to use current screening technologies that can make the screening tests more accurate?  The need for more and better information and education is clear.  We would like South Carolina to take a lead in addressing these needs, especially since so many of its men are dying from prostate cancer.

Objective:  By December 2011, develop consensus one-question indicator to access the making of an informed decision on screening for prostate cancer and have it included in South Carolina surveys to determine said rate among men aged 50-75. 

Have you studied or discussed the issues of being screened for prostate cancer with someone with expertise and then decided whether or not to be screened?

Objective:  By December 2011, conduct a scientifically-valid survey of South Carolina African American men to determine how and why they learn about prostate cancer screening, treatment and survival, or why they do not learn about these topics and how they go about making a personal informed decision on whether to be screened.

Objective:  By December 2011, propose a study to investigate PSA screening among African American men in South Carolina, its accuracy and false positive rates, and ways in which prostate cancer detection can better inform decisions on treatment.

Objective:  By December 2011, convene a state-wide conference on prostate cancer to help determine community directions on prostate cancer education, screening and treatment. (JU)


	

	

	


�I have a real problem with this one.  All one needs to do is overscreeen.  In light of what we know about the effect of treatment-related morbidity and increased mortality, this clearly would undermine the real goal, which would be to reduce PrCA-related morbidity and eventual death.


�This needs to be made clearer by defining the terms, then describing the quantitative targets.


�I like this; but it  would have to be done right.


�OK, if done correctly.


�We could decide which.


�This needs to be made clearer by defining the terms, then describing the quantitative targets.





