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  Executive Summary  
 
 

Introduction to the Community Profile Report 
 

Susan G. Komen® is the world’s largest breast cancer organization, funding more breast cancer 

research than any other nonprofit while providing real-time help to those facing the disease. In 

1980, Nancy G. Brinker promised her dying sister, Susan, that she would do everything in her 

power to end breast cancer forever. In 1982, that promise became the Susan G. Komen® 

organization and the beginning of a global movement. Since its founding in 1982, Komen has 

invested more than $2.6 billion in groundbreaking research, community health outreach, 

advocacy and programs in more than 30 countries. Komen’s efforts have helped reduce death 

rates from breast cancer by 34 percent since 1990; and have helped improve five-year relative 

survival rates for early stage cancers from 74.0 to 99.0 percent. Komen Maryland was founded 

in 1993 by Brenda Brinker Bottom, Nancy Brinker’s stepdaughter. The Affiliate serves the entire 

state of Maryland with the exception of Prince George’s and Montgomery counties which are a 

part of the National Capital Region service area. 

 
As is the case with most Affiliates, Komen Maryland began as a volunteer-run Race for the 

Cure®. The first Race, held in 1993, had 3,000 participants and raised $250,000. The Maryland 

Race for the Cure has expanded over the years and since 2012, has included Races in both 

Hunt Valley and Ocean City, Maryland. Since 1993, Komen Maryland has hosted 28 Races that 

have reached over 467,000 participants and raised more than $36.6 million. Primarily as a result 

of the funds raised through the Race for the Cure, Komen Maryland has funded over $22.5 

million to support grants to local breast health programs. These programs provide a 

comprehensive range of services across the state and have provided over $10.4 million to 

support national peer-reviewed research funded by Susan G. Komen, since 1993. Komen 

Maryland has been recognized as a leader in the field of breast health. In 2007, Komen 

Maryland was honored by being named the Susan G. Komen Affiliate of the Year. In 2010, 

Komen Maryland was named the Small Business of the Year in the nonprofit category by the 

Maryland Chamber of Commerce. 

 
In fulfillment of the Komen promise, Komen Maryland regularly conducts a needs assessment to 

gather information and set priorities to ensure that the Affiliate serves the people who most need 

help. The resulting Community Profile guides the Affiliate’s priorities and communication with 

community members, grantees, partners, sponsors and policymakers. The 2015 Community 

Profile Report is the seventh report published since the first was released in 1997. The 

Community Profile is used in educating and engaging stakeholders, advocates, volunteers and 

potential grantees on both mission and Race-related activities of the Affiliate. The Community 

Profile is shared in releases to the local media, communication with state and local 

policymakers and hospital administrators, as well as through Komen Maryland’s membership 

and participation in state level cancer committees and work groups such as the Maryland 

Cancer Collaborative and the Maryland Patient Navigation Network. 

 
The Community Profile includes an overview of demographic and breast cancer statistics that 

highlight target areas, groups, or issues. The Affiliate relies on this data to help identify regions, 

communities, and populations where efforts are most needed and will have the most impact. 
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Various perspectives are garnered to ensure that the Affiliate has a comprehensive picture of 

each community and understands the needs and barriers women face in accessing the 

continuum of care from screening through diagnosis, treatment and survivorship. The Affiliate 

then develops priorities and an action plan based on the quantitative and qualitative data 

gathered from each community of interest in order to address gaps in the continuum of care as 

well as opportunities to engage vulnerable and at-risk populations. 

 
The priorities and action plan set forth in the Community Profile influence the direction of 

strategic planning and mission activities for the Affiliate. Using the priorities identified in the 

Community Profile, Komen Maryland grants funds to community organizations throughout the 

state which provide direct breast health services and survivor support within local communities. 

In addition, the Community Profile is used to develop Komen Maryland’s outreach initiatives and 

programming that educate local communities and target populations about breast cancer, breast 

health and survivorship. 

 
Quantitative Data: Measuring Breast Cancer Impact in Local Communities 

 

In order to characterize the demographic and breast cancer related patterns within Maryland 

additional data sources were used in conjunction with the Quantitative Data Report. Supportive 

demographic data were obtained from the United States Census Bureau and the 2010-2012 

American Community Survey. The Maryland Behavioral Risk Factor Surveillance System 2012 

and the Maryland Cancer Survey both provide evidence for understanding breast cancer 

screening patterns and incidence data in the identified target communities. Additionally, the 

report includes county health ranking data from the University of Wisconsin Population Health 

Institute’s County Health Rankings project. 

 
Based on a combination of factors including breast cancer death rates, percentage of late-stage 

diagnoses, screening percentages, Healthy People 2020 targets, geographical considerations 

and various socio-economic factors, four targeted communities of focus have been identified by 

the Affiliate: Baltimore City and Baltimore County; the Southern Maryland counties of Calvert 

and Charles; the Eastern Shore counties of Dorchester, Somerset, Wicomico and Worcester 

and Allegany and Washington counties in Western Maryland. 

 
Central Maryland (Baltimore City and Baltimore County) 

Baltimore City is a minority-dominated city with Blacks/African-Americans making up 66.5 

percent of the population, Whites 30.4 percent, Hispanics/Latinas 3.7 percent and Asian Pacific 

Islanders 2.6 percent (Susan G. Komen Maryland Quantitative Data Report, 2014). Between 

2010 and 2012, the largest overall minority population increases within the Affiliate service area 

were observed in Baltimore County (+7,022) (US Census Bureau, 2013). Among the targeted 

communities, Baltimore County (+3,653) and Baltimore City (+1,611) demonstrated the greatest 

increases in the Hispanic/Latino population (American Community Survey, 2010-2012). 

Baltimore City ranks second highest among the Affiliate service area for uninsured individuals 

(Susan G. Komen Maryland Quantitative Data Report, 2014). Additionally, despite 

improvements in screening, Baltimore City has the highest death rate in the Affiliate service 

area at 31.0 (Susan G. Komen Maryland Quantitative Data Report, 2014). Likewise, Baltimore 
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City has the second highest rate of late-stage diagnosis in the Affiliate service area at 51.9 

(Susan G. Komen Maryland Quantitative Data Report, 2014). Notably, the City has seen an 

annual 7.1 percent increase in late-stage diagnosis rates. In Baltimore County, among women 

age 40 and older, 10.1 percent have never had a mammogram, the third highest percentage in 

the Affiliate service area, and 14.1 percent reported it had been two or more years since they 

had a mammogram (Susan G. Komen Maryland Quantitative Data Report, 2014). Population 

changes in both Baltimore City and Baltimore County, high numbers of uninsured, low 

mammography rates in Baltimore County and increases in late-stage diagnosis in the City 

demonstrate a need to target both Central Maryland communities. 

 
Southern Maryland (Calvert and Charles Counties) 

Calvert County has the highest rate of late-stage diagnosis in the Affiliate service area at 52.6 

(Susan G. Komen Maryland Quantitative Data Report, 2014). It is estimated that approximately 

7.9 percent of the population aged 40-64 does not have health insurance coverage (Susan G. 

Komen Maryland Quantitative Data Report, 2014) and among women age 40 and older, 15.3 

percent reported it had been two or more years since they had a mammogram, the sixth highest 

percentage in the Affiliate service area (Susan G. Komen Maryland Quantitative Data Report, 

2014). The incidence rate of breast cancer is higher than the state’s rate at 137.0 and the age- 

adjusted death rate for all races is the fifth highest in the service area, 27.6. In Charles County, 

among women age 40 and older, 9.5 percent have never had a mammogram, the fourth highest 

percentage in the Affiliate service area. Sixteen percent reported it had been two or more years 

since they had a mammogram, the third highest percentage in the Affiliate service area (Susan 

G. Komen Maryland Quantitative Data Report, 2014). Incidence and death rates in Calvert 

County and mammography rates in both Calvert and Charles counties demonstrate a need to 

target both Southern Maryland communities. 

 
Eastern Shore (Dorchester, Somerset, Wicomico, Worcester Counties) 

Four Eastern Shore counties have been identified as targeted communities of focus. These 

counties share many resources and geographical limitations. Dorchester is among the counties 

with the lowest income and employment levels within the Affiliate service area. Among women 

age 40 and older, 8.3 percent have never had a mammogram; the sixth highest percentage in 

Affiliate service area and the County has seen a 9.3 percent annual increase in late-stage 

diagnosis rates. Somerset County has the second lowest median income in the service area, 

14.8 percent of the population lives below poverty (American Community Survey, 2010-2012). 

In Wicomico County, among women age 40 and older, 10.3 percent have never had a 

mammogram, the second highest percentage in the Affiliate service area and 14.6 percent 

reported it had been two or more years since they had a mammogram, the eighth highest 

percentage in the Affiliate service area (Susan G. Komen Maryland Quantitative Data Report, 

2014).  Wicomico County has seen a 4.1 percent annual increase in late-stage diagnosis rates. 

In Worcester County, among women age 40 and older, 20.8 percent reported it had been two or 

more years since they had a mammogram, the highest percentage in the Affiliate service area 

(Susan G. Komen Maryland Quantitative Data Report, 2014). The County ranks fourth in the 

service area for breast cancer death rates at 24.0 (Susan G. Komen Maryland Quantitative Data 

Report, 2014) and has seen a 6.1 percent annual increase in late-stage diagnosis rates. Income 
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levels, mammography rates, breast cancer death rates and increases in late-stage diagnoses 

demonstrate a need to target these four Eastern Shore communities in Maryland. 

 
Western Maryland (Allegany and Washington Counties) 

Allegany County has a median income of $39,166 (American Community Survey 2010-2012) 

and 14.9 percent of the population lives below the poverty level (Susan G. Komen Maryland 

Quantitative Data Report, 2014) making it one of the areas of the state with the lowest median 

household incomes and highest poverty level (American Community Survey 2010-2012). 

Allegany has seen a 1.9 percent annual increase in late-stage diagnosis rates. In Washington 

County among women age 40 and older, 11.3 percent have never had a mammogram, the 

highest percentage in the Affiliate service area, and 11.1 percent reported it had been two or 

more years since they had a mammogram (Susan G. Komen Maryland Quantitative Data 

Report, 2014). Washington County has seen a 1.4 percent annual increase in late-stage 

diagnosis rates. Income levels, mammography rates, and increases in late-stage diagnosis 

demonstrate a need to target these Western Maryland communities. 

 
Health System and Public Policy Analysis 

 

Key providers, Komen Maryland grantees, community leaders and breast cancer advocates in 

the communities of interest were queried to help provide a comprehensive picture of the path 

women take through the Breast Cancer Continuum of Care (CoC). Ideally, an individual would 

move through the CoC quickly and seamlessly, receiving timely, quality care in order to have 

the best outcomes. 

 
Central Maryland (Baltimore City and Baltimore County) 

Baltimore City is home to multiple world-renowned medical institutions. In Baltimore City alone, 

there are 13 hospitals and health systems. Baltimore also has 29 Federally Qualified Health 

Centers (FQHCs) and community health centers that provide services to men and women in 

need. Within Baltimore County there are four hospitals and health systems. Baltimore County 

also has three Federally Qualified Health Centers (FQHCs) and community health centers. 

While Baltimore City and Baltimore County have many economic and development issues, 

existing coalitions within neighborhoods, housing associations, churches and schools are open 

to education, resources and partnerships with health care providers. Additionally, support 

services from educational outreach to support groups and financial assistance programs for 

breast cancer patients are abundant in the city. Issues such as making these resources easily 

accessible through outreach to the underserved, access/navigation to resources for financial 

assistance, and transportation were identified as common challenges along the continuum of 

care within these targeted areas. Both Baltimore City and Baltimore County have existing 

support programs and groups for women diagnosed with breast cancer however increasing 

awareness of programs and resource sharing among providers of these programs presents a 

continued challenge. 

 
Southern Maryland (Calvert and Charles Counties) 

Calvert Memorial Hospital, home to the Sheldon E. Goldberg Center for Breast Care is the only 

hospital in Calvert County. The BCCP in Calvert County is also facilitated by the hospital which 
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provides for ease of access and minimizes some barriers to care such as distance between 

facilities and communication between providers. The County does not have any FQHCs but it 

does have a nonprofit organization, Calvert Health Care Solutions, providing access to health 

care services for uninsured residents. The University of Maryland (UM) Charles Regional 

Medical Center located in Charles County is the center of Southern Maryland health care. The 

Chesapeake Potomac Regional Cancer Center (CPRCC), which has two offices in the County, 

is a community-based radiation therapy cancer center. These facilities provide radiation therapy 

services to the residents of Calvert, Charles and St. Mary's counties in Southern Maryland. In 

Charles County, the BCCP is facilitated by the Charles County Health Department. Free and 

low-cost care is available through two clinics, Health Partners, Inc. and one FQHC, Greater 

Baden Medical Services. Despite the challenges presented by the rural nature of these 

communities, Southern Maryland is often characterized by a culture of collaboration and has a 

history of working together across county lines to ensure that quality patient care is delivered. 

 
Eastern Shore (Dorchester, Somerset, Wicomico and Worcester Counties) 

The University of Maryland (UM) Shore Medical Center at Dorchester is the only hospital in 

Dorchester County. The facility is home to the County’s only accredited mammography facility 

and provides diagnostic and therapeutic services to this midshore community. In Dorchester 

County, the BCCP is facilitated by the Dorchester County Health Department. Free and low-cost 

care is available through Choptank Community Health System at the Fassett Magee Health 

Center in Cambridge, Maryland. The lower shore communities of Somerset, Wicomico and 

Worcester counties are served by The McCready Foundation’s McCready Memorial Hospital in 

Somerset County, Peninsula Regional Medical Center in Wicomico County, and Atlantic 

General Hospital in Worcester County. Peninsula Regional Medical Center in Wicomico County 

provides comprehensive cancer diagnostic and treatment services to the region. The BCCP 

programs in all three counties are facilitated by the local county health departments and free 

and low-cost care is available through one shared FQHC, Three Lower Counties Community 

Services, Inc. Much like other rural parts of the Affiliate service area, the lower shore BCCP 

programs have a long history of collaboration/ and sharing of resources. 

 
Western Maryland (Allegany and Washington Counties) 

The Western Maryland Health System is the only hospital in Allegany County. The facility is 

home to the Schwab Family Cancer Center and one of the County’s three accredited 

mammography facilities. This center provides services to a tri-state area (Maryland, West 

Virginia, Pennsylvania) and offers services from the screening and diagnosis phases, through 

treatment, support, and recovery. In Allegany County, the BCCP is facilitated by the Allegany 

County Health Department. Free and low-cost care is available through Tri-State Community 

Health Centers.  Meritus Health is the only hospital in Washington County and home to the John 

R. Marsh Cancer Center. In Washington County, the BCCP is facilitated by the Washington 

County Health Department. Free and low-cost care is available through Tri-State Community 

Health Centers and the Walnut Street Community Health Centers. Issues affecting access to 

care in these rural communities include transportation, outreach to the underserved and 

access/navigation to resources for financial assistance. Additionally, a lack of providers, 

especially specialty providers, poses challenges along the continuum of care.  It is also reported 
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that service providers often need to have a knowledge base of resources for screening, 

diagnosis and treatment for not only the multiple counties within Maryland from which clients are 

seen but also resources for the surrounding communities in the bordering states of 

Pennsylvania and West Virginia as they are the nearest medical care facilities for some residing 

in bordering states. 

 
For all target communities, the Health Systems and Policy review yielded several areas of need 

and opportunity along the continuum of care that were true across communities. Limited 

resources for screening and treatment in the Western, Southern and Eastern regions of the 

Affiliate coupled with limited hours for those facilities present a barrier to accessing screening 

and treatment services. Physical proximity between facilities and geographical barriers are of 

particular concern in the more rural areas of the Southern, Eastern and Western targeted 

communities. Survivorship and support services are limited and most often available by way of 

financial assistance. Few programs offer psychosocial support and end of life planning support 

in the identified communities of interest. 

 
Several opportunities for Komen Maryland to support policies and programs being implemented 

to address these challenges were identified. Continued support of the implementation of the 

Maryland Cancer Control Plan’s breast cancer objectives and strategies as well as increased 

involvement within the Maryland Cancer Collaborative are both areas of potential growth and 

increased partnership.  Similarly, the implementation of regional breast health consortia 

intended to bring together survivors, breast care professionals, advocates and community 

leaders throughout the Affiliate service area, has been a new strategy that has been well 

received locally and widely supported by community leaders. These groups will enable Komen 

Maryland to assume a more active role in state level policy and legislative level advocacy as 

appropriate in the years to come. 

 
Qualitative Data: Ensuring Community Input 

 

In order to assess the experience of a client from screening through survivorship and offer a 

more complete perspective on breast health care along the continuum, both interviews with 29 

key informants from the medical provider community and a survey of 239 stakeholders in the 

community were used to assess awareness and access to screening, diagnosis, transition to 

treatment and survivor support both during and after treatment. Several key themes related to 

barriers to screening, barriers to treatment, and survivorship needs emerged during the data 

collection process which reinforced the findings of the quantitative data review and the health 

systems and public policy analysis. Fear and lack of education, lack of insurance or other 

financial difficulties, transportation and issues such as childcare and loss of wages due to 

difficulties in scheduling such as a waitlist for appointments, inconvenient office hours, and a 

need for navigation support were among the most common themes that emerged from the 

qualitative research questions. 

 
Central Maryland (Baltimore City and Baltimore County) 

In addition to the themes previously discussed among respondents representing Baltimore City 

and Baltimore County, it was noted that especially within the Black/African-American population, 
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more emergency room visits occurred likely due to a previously undiagnosed case of late-stage 

breast cancer. Informants also indicated that those who have no insurance or are underinsured, 

those with transportation and other logistical issues such as childcare; and those with language 

barriers generally experience the greatest difficulty accessing services. 

 
Southern Maryland (Calvert and Charles Counties) 

Among respondents representing Calvert and Charles counties, in addition to the themes 

previously discussed, it was noted that limited availability of appointments and long wait-times 

for appointments can influence movement through the continuum of care. Likewise, although 

collaboration between facilities is reported as an asset to the community, transitions between 

providers and facilities can present an issue in consistency and trust for the patient. 

Respondents also noted that transportation between other counties, the expense of co-pays for 

services provided and language barriers pose additional barriers to accessing services. 

 
Eastern Shore (Dorchester, Somerset, Wicomico and Worcester Counties) 

Among respondents representing Dorchester, Somerset, Wicomico and Worcester counties, 

transportation services and the impact of missing work to attend appointments were cited as 

critical issues faced by patients. As rural counties with limited medical resources, the amount of 

time from screening to diagnosis may be longer due to the number of appointments patients 

have and the services accessible to them. It was reported that these burdens were especially 

difficult for those who are living on lower and fixed incomes such as individuals of retirement 

age; as well as the growing Hispanic/Latino migrant community for whom language and cultural 

concerns were also cited as barriers. Notably, education levels, understanding of insurance or 

lack of insurance benefits for the uninsured, underinsured or newly insured and the need for 

assistance with educating patients on the services that may be available to them was 

highlighted by the majority of respondents. 

 
Western Maryland (Allegany and Washington Counties) 

Among respondents representing Allegany and Washington counties, it was reported that some 

patients leave the Affiliate service area and seek care at medical facilities in the neighboring 

states of Virginia and West Virginia and that due to the location and proximity to other states 

with closer medical facilities many providers feel they must be versed in not only the Affiliate 

service area’s resources for the uninsured and underinsured but those of two others as well. 

Most respondents indicated that transportation is a challenge; stating that the lack of public 

transportation in rural areas results in difficulty accessing services. A need for increased 

outreach to the newly insured or newly insurance eligible and uninsured populations was 

identified. Additionally, respondents indicated that delays in care exist especially for those who 

are uninsured as free screening may be available but the process to diagnosis can be longer 

than considered desirable. 
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Mission Action Plan 
 

In order to address challenges and gaps along the continuum of care in these communities, with 

input from stakeholders, staff members and the Komen Maryland Board of Directors, the 

Affiliate will implement a four year Mission Action Plan. This action plan will influence the 

Affiliate’s strategic plan, grant funding priorities and other mission and non-mission efforts. The 

Mission Action Plan will address problems through five key areas: health systems change, 

education and outreach, partnership opportunities and needs, public policy and grantmaking. 

The following key problem was identified as the basis for the Mission Action Plan: 

 
Problem Statement: Vulnerable populations of low income, uninsured, underinsured, and 

newly insured women, especially those among Black/African-American and Hispanic/Latina 

communities in the Central Maryland areas of Baltimore City and Baltimore County; the 

Southern Maryland counties of Calvert and Charles; the Eastern Shore counties of Dorchester, 

Wicomico and Worcester and Allegany and Washington in Western Maryland have increasing 

late-stage diagnosis rates or are not on track to meet the Healthy People 2020 targets for late- 

stage diagnosis. Although on track for the late-stage diagnosis target, Somerset County on the 

Eastern Shore has the second lowest median income in the services area, preceded by 

Baltimore City. Communities in these counties face barriers to access and awareness of 

screening and support services, especially those that are culturally and linguistically 

appropriate; and face an increased need for culturally and linguistically appropriate education, 

outreach, and facilitation of screening services. 

 
Health Systems Change 

Priority: Increase the health care system’s capacity to provide a seamless transition for 

survivors along the continuum of care to quality treatment and support services among the 

priority population groups and targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile. 

 
Objective 1: From April 2016 to March 2019, engage local health professionals, 

prioritized minority and community groups and non-governmental breast health focused 

organizations operating within the Affiliate service area in achieving Komen’s mission 

through four regional breast cancer consortia, of a minimum of 25 members each, held 

up to three times a year in each in targeted regional areas (Central Maryland, Southern 

Maryland, Eastern Shore and Western Maryland) identified in the Community Profile. 

 
Education & Outreach 

Priority: Advance education, screening and treatment through collaborative and innovative 

programs that increase mammography screening percentages and early detection while 

decreasing late-stage diagnosis, reducing barriers, and improving the quality of life for survivors 

along the continuum of care in targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile. 
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Objective 1: From April 2016 to March 2019, in collaboration with community partners, 

offer a minimum of one educational event/symposia annually per targeted regional areas 

(Central Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified 

in the Community Profile to provide client education and support to individuals seeking 

information about education, screening and treatment for survivors along the continuum 

of care. 

 
Partnership Opportunities/Needs 

Priority: Increase partnerships and foster collaborative relationships with local health 

professionals, prioritized minority and community groups in targeted regional areas (Central 

Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified in the 

Community Profile to improve facilitation of timely screening and early diagnosis as well as 

address barriers along the continuum of care. 

 
Objective 1: By March 2019, collaborate with high level state and local health coalitions 

and strategic partners by serving in leadership roles in a minimum of two state-wide 

groups such as the Maryland Patient Navigation Network, the Maryland Cancer Control 

Council and other non-governmental breast health organizations operating within the 

Affiliate Service Area. 

 
Objective 2: By March 2019, increase Komen Maryland’s collaborative relationships 

and partnerships in targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile through 

participation in up to four strategic state and local committees and coalitions. 

 
Public Policy 

Priority: Increase state and local legislators’ education and understanding of breast health 

issues. 

 
Objective 1: From April 2016 to March 2019, facilitate an annual educational update to 

key state legislators to increase Komen’s visibility as a trusted local resource on breast 

cancer. 

 
Objective 2: From April 2016 to March 2019, monitor and provide at least one annual 

update to constituent populations on both the Federal and State legislative landscape as 

it pertains to breast health and research, and support legislative initiatives as 

appropriate. 
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Grantmaking 

Priority: Provide Community Grants for collaborative and innovative programs that increase 

mammography screening percentages and early detection while decreasing late-stage 

diagnosis and providing support to survivors along the continuum of care in targeted regional 

areas (Central Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified 

in the Community Profile. 

 
Objective 1: From April 2016 to March 2019, the Community Grant Request for 

Application (RFA) will incorporate best practices and evidence-based interventions that 

demonstrate how programs will lead to action, such as participants obtaining regular 

mammograms, support services being provided, and quality of life being improved for 

survivors, Black/African-American and Hispanic/Latina women aged 40 years and older 

and the medically underserved, low-income, uninsured and newly insured in priority 

population groups in targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile. 

 
Priority: Support increased health care professional and community knowledge and action 

among underserved, low-income, uninsured and newly insured women in and breast care 

providers serving survivors along the continuum of care in targeted regional areas (Central 

Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified in the 

Community Profile. 

 
Objective 1: From April 2016 to March 2019, the Small Grant Request for Application 

(RFA) will specify the following funding priorities for the target regional areas (Central 

Maryland, Southern Maryland, Eastern Shore and Western 

Maryland): education/outreach grants to explore new approaches to reach individuals, 

conference and travel grants to increase knowledge and/or facilitate the exchange of 

ideas; and capacity building grants to refine/improve breast cancer related skills, 

strategies and/or organizational systems. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Disclaimer: Comprehensive data for the Executive Summary can be found in the 2015 Susan 

G. Komen®  Maryland Community Profile Report. 
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  Introduction  
 

 

Affiliate History 
 

Susan G. Komen® is the world’s largest breast cancer organization, funding more breast cancer 

research than any other nonprofit while providing real-time help to those facing the disease. 

Since its founding in 1982, Komen has funded more than $889 million in research and provided 

$1.8 billion in funding to screening, education, treatment and psychosocial support programs 

serving millions of people in more than 30 countries worldwide. Komen was founded by Nancy 

G. Brinker, who promised her sister, Susan G. Komen, that she would end the disease that 

claimed Suzy’s life. Komen Maryland was founded in 1993 by Brenda Brinker Bottom, 

stepdaughter to Nancy Brinker. As is the case with most Affiliates, Komen Maryland began as a 

volunteer-run Race for the Cure®. The first Race, held in 1993, had 3,000 participants and 

raised $250,000 in revenue. The Maryland Race for the Cure has continued to expand over the 

years and since 2012, has included races in both Hunt Valley and Ocean City Maryland. Since 

1993, there have been 28 races that have reached a combined 467,000+ participants and 

raised more than $36.6 million. 

 
Since 1993, as a result of funds raised primarily through the Race for the Cure, since 1993, 

Komen Maryland has funded over $22.5 million dollars to support grants to local breast health 

programs providing a comprehensive range of services across the state and provided over 

$10.4 million dollars to support national peer-reviewed research funded by Susan G. Komen. In 

the period since the publication of the 2011 Komen Maryland Community Profile Report, Komen 

Maryland’s grant activities have resulted in the provision of more than 12,700 support services, 

over 25,000 clinical breast exams, over 19,400 mammograms, the screening of over 4,000 

women for enrollment in clinical trials and resulted in 186 breast cancer diagnoses. 

 
Komen Maryland has been recognized as a leader in the field of breast health. In 2007, Komen 

Maryland was honored by being named the Susan G. Komen Affiliate of the Year. In 2010, 

Komen Maryland was named the Small Business of the Year in the nonprofit category by the 

Maryland Chamber of Commerce. Also in 2010, Chief Executive Officer Robin Prothro was 

named the first recipient of the Excellence in Leadership Award from Susan G. Komen 

Headquarters. From 2008-2011 Komen Maryland’s Chief Executive Officer served a three-year 

term on the Maryland State Council on Cancer Control, a position appointed by the Governor. In 

2014, Ms. Prothro was named one of Baltimore’s most admired CEO’s by the Baltimore Daily 

Record newspaper. 

 
Affiliate Organizational Structure 

 

A 10-member Board of Directors currently works with Komen Maryland staff to fulfill the Komen 

promise to save lives and end breast cancer forever by empowering people, ensuring quality 

care for all and energizing science to find the cures. The organizational components of the 

Board include the Executive Committee, and three sub-committees: governance, strategy, and 

finance. Komen Maryland is staffed by 11 employees shown in Figure 1.1. Two staff, including 

a Community Health Manager and the Ocean City Race and Development Manager work 

remotely to support Komen Maryland’s effort and engagement on the Eastern Shore of 
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Maryland. All other staff work from the central office based in Baltimore County in Central 

Maryland. 

 
 
 
 
 
 
 

 
 
 
 
 
 

Figure 1.1. Susan G. Komen Maryland staff organizational chart 
 
 

Affiliate Service Area 
 

Maryland is a geographically diverse state divided into four distinct regions: Western Maryland, 

Southern Maryland, Central Maryland, (which includes Baltimore City) and the Eastern Shore. 

The Affiliate’s service area includes 21 counties and Baltimore City which span Maryland’s 

distinct regions including both urban centers and rural areas (Figure 1.2). Two of the state’s 

largest communities, Montgomery and Prince George’s counties are considered to be a part of 

the greater Washington, DC area and are served by Susan G. Komen Headquarters (Figure 

1.3). Maryland ranks sixth in the nation for an age-adjusted breast cancer death rate of 24.5 

deaths (NCI, 2006-2010). Based on the US Census Bureau (2013) population estimate, 

5,928,814 individuals reside in Maryland. Of the total state population, approximately 67.8 

percent (4,022,056 people) live within areas served by the Affiliate. The most populous service 

areas are located in the central region of the state including in rank order: Baltimore County, 

Baltimore City, Anne Arundel County and Howard County. All other counties within the service 

area have populations of less than 250,000, with the majority of counties on the Eastern Shore 

having populations less than 50,000. Females make up 51.6 percent of the population (US 
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Census Bureau, 2013). Minorities make up 46.1 percent of the population in Maryland placing it 

seventh in the country (US Census Bureau, 2013). The greatest population gains in Maryland 

between 2011 and 2012 were attributed to growth among the Hispanic/Latino community (US 

Census Bureau, 2013). 

 
Maryland ranks first in the nation in median household income ($72,999 for 2012); however, 

levels of affluence vary greatly across the state. Based on most income-related economic 

measures, the Eastern Shore (Caroline, Dorchester, Kent, Somerset, and Wicomico counties 

specifically), Western region (Allegany, Garrett, and Washington counties specifically), and 

Baltimore City represent the poorest areas of the state (ACS 2010-2012). As measured by the 

percentage of individuals 25 years of age and older with a high school degree or equivalent, six 

of the counties in these regions also represent the least educated areas of the service area: 

Allegany, Caroline, Garrett, Somerset, Washington and Dorchester counties specifically. (ACS 

2010-2012). Based on estimates from the 2012 Maryland Behavioral Risk Factor Surveillance 

System (MDBRFSS), approximately 11.5 percent of the female population in Maryland does not 

have any type of health insurance coverage. The highest female uninsured estimates in the 

Affiliate service area (does not include Montgomery or Prince George’s counties) are observed 

in the counties of: Garrett (32.8 percent), Caroline (20.9 percent), Dorchester (13.9 percent), 

Frederick (13.8 percent), Baltimore (13.0 percent) and Baltimore City (11.7 percent). 
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Figure 1.2. Susan G. Komen Maryland service area 
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Source: MapStats, www.fedstats.gov  

Figure 1.3. Map of Maryland by county 
 
 

Purpose of the Community Profile Report 
 

In fulfillment of the Komen promise, Komen Maryland regularly conducts a needs assessment to 

gather information and set priorities to ensure that the Affiliate serves the people who most need 

help. The resulting Community Profile guides the Affiliate’s priorities and communication with 

community members, grantees, partners, sponsors and policymakers. The 2015 Community 

Profile Report is the seventh report published since the first was released in 1997. The 

Community Profile is used widely in educating and engaging stakeholders, advocates, 

volunteers and potential grantees on both mission and race-related activities of the Affiliate. 

The Community Profile is shared in releases to the local media, communication with state and 

local policymakers and hospital administrators, as well as through Komen Maryland’s 

membership and participation in state level cancer committees and work groups such as the 

Maryland Cancer Collaborative and the Maryland Patient Navigation Network. 

 
The Community Profile includes an overview of demographic and breast cancer statistics that 

highlight target areas, groups, or issues. The Affiliate relies on this data to help identify regions, 

communities, and populations where efforts are most needed and will have the most impact. 

Various perspectives are garnered to ensure that the Affiliate has a comprehensive picture of 

each community and understands the needs and barriers women face in accessing the 

continuum of care from screening through diagnosis, treatment and survivorship. The Affiliate 

then develops priorities and an action plan based on the quantitative and qualitative data 

gathered from each community of interest in order to address gaps in the continuum of care as 

well as opportunities to engage vulnerable and at-risk populations. 

http://www.fedstats.gov/
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A quality Community Profile strives to provide current breast health and breast cancer data and 

the status of services in communities of interest. The final report helps to ensure that local 

efforts backed by the Affiliate are targeted and non-duplicative and allows the organization to: 

• Align strategic and operational plans 

• Drive inclusion efforts in the local community 

• Drive public policy efforts 

• Establish focused granting priorities 

• Establish focused education needs 

• Establish directions for marketing and outreach 

• Strengthen sponsorship efforts 

 
The priorities and action plan set forth in the Community Profile influence the direction of 

strategic planning and mission activities for the Affiliate. The Community Profile is used as a tool 

to educate and engage stakeholders, policymakers, and others in the promise to save lives, 

ensure quality care for all and energize science to find the cures. Using the priorities identified in 

the Community Profile, Komen Maryland grants funds to community organizations throughout 

the state which provide direct breast health services and survivor support within local 

communities. In addition, the Community Profile is used to develop Komen Maryland outreach 

initiatives and programming aimed to educate local communities and target populations about 

breast cancer, breast health and thriving as a survivor. 
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Quantitative Data Report 
 

Introduction 

The purpose of the quantitative data report for Susan G. Komen® Maryland is to combine 

evidence from many credible sources and use the data to identify the highest priority areas for 

evidence-based breast cancer programs. 

 
The data provided in the report are used to identify priorities within the Affiliate’s service area 

based on estimates of how long it would take an area to achieve Healthy People 2020 

objectives for breast cancer late-stage diagnosis and death rates 

(http://www.healthypeople.gov/2020/default.aspx). 

 

The following is a summary of Komen Maryland’s Quantitative Data Report. For a full report 

please contact the Affiliate. 

Breast Cancer Statistics 

Incidence rates 
The breast cancer incidence rate shows the frequency of new cases of breast cancer among 

women living in an area during a certain time period (Table 2.1). Incidence rates may be 

calculated for all women or for specific groups of women (e.g. for Asian/Pacific Islander women 

living in the area). 

 
The female breast cancer incidence rate is calculated as the number of females in an area who 

were diagnosed with breast cancer divided by the total number of females living in that area. 

Incidence rates are usually expressed in terms of 100,000 people. For example, suppose there 

are 50,000 females living in an area and 60 of them are diagnosed with breast cancer during a 

certain time period. Sixty out of 50,000 is the same as 120 out of 100,000. So the female breast 

cancer incidence rate would be reported as 120 per 100,000 for that time period. 

 
When comparing breast cancer rates for an area where many older people live to rates for an 

area where younger people live, it’s hard to know whether the differences are due to age or 

whether other factors might also be involved. To account for age, breast cancer rates are 

usually adjusted to a common standard age distribution. Using age-adjusted rates makes it 

possible to spot differences in breast cancer rates caused by factors other than differences in 

age between groups of women. 

 
To show trends (changes over time) in cancer incidence, data for the annual percent change in 

the incidence rate over a five-year period were included in the report. The annual percent 

change is the average year-to-year change of the incidence rate. It may be either a positive or 

negative number. 

• A negative value means that the rates are getting lower. 

• A positive value means that the rates are getting higher. 

Quantitative Data: Measuring Breast Cancer Impact in 

Local Communities 

http://www.healthypeople.gov/2020/default.aspx)
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• A positive value (rates getting higher) may seem undesirable—and it generally is. 

However, it’s important to remember that an increase in breast cancer incidence could 

also mean that more breast cancers are being found because more women are getting 

mammograms. So higher rates don’t necessarily mean that there has been an increase 

in the occurrence of breast cancer. 

 
Death rates 
The breast cancer death rate shows the frequency of death from breast cancer among women 

living in a given area during a certain time period (Table 2.1). Like incidence rates, death rates 

may be calculated for all women or for specific groups of women (e.g. Black/African-American 

women). 

 
The death rate is calculated as the number of women from a particular geographic area who 

died from breast cancer divided by the total number of women living in that area. Death rates 

are shown in terms of 100,000 women and adjusted for age. 

 
Data are included for the annual percent change in the death rate over a five-year period. 

 
The meanings of these data are the same as for incidence rates, with one exception. Changes 

in screening don’t affect death rates in the way that they affect incidence rates. So a negative 

value, which means that death rates are getting lower, is always desirable. A positive value, 

which means that death rates are getting higher, is always undesirable. 

 
Late-stage incidence rates 
For this report, late-stage breast cancer is defined as regional or distant stage using the 

Surveillance, Epidemiology and End Results (SEER) Summary Stage definitions 

(http://seer.cancer.gov/tools/ssm/). State and national reporting usually uses the SEER 

Summary Stage. It provides a consistent set of definitions of stages for historical comparisons. 

 
The late-stage breast cancer incidence rate is calculated as the number of women with regional 

or distant breast cancer in a particular geographic area divided by the number of women living 

in that area (Table 2.1). Late-stage incidence rates are shown in terms of 100,000 women and 

adjusted for age. 

 
Table 2.1. Female breast cancer incidence rates and trends, 

death rates and trends, and late-stage rates and trends 

 Incidence Rates and Trends Death Rates and Trends Late-stage Rates and Trends 

 
 
 

 
Population Group 

 
Female 

Population 
(Annual 

Average) 

# of 
New 
Cases 
(Annual 
Average) 

 
Age- 

adjusted 
Rate/ 

100,000 

 
Trend 

(Annual 
Percent 
Change) 

 
# of 

Deaths 
(Annual 
Average) 

 
Age- 

adjusted 
Rate/ 

100,000 

 
Trend 

(Annual 
Percent 
Change) 

# of 
New 
Cases 
(Annual 
Average) 

 
Age- 

adjusted 
Rate/ 

100,000 

 
Trend 

(Annual 
Percent 
Change) 

US 154,540,194 198,602 122.1 -0.2% 40,736 22.6 -1.9% 70,218 43.7 -1.2% 

HP2020 - - - - - 20.6* - - 41.0* - 

Maryland 2,942,268 4,206 128.0 1.7% 818 24.5 -2.0% 1,521 46.4 -0.5% 

http://seer.cancer.gov/tools/ssm/)
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 Incidence Rates and Trends Death Rates and Trends Late-stage Rates and Trends 

 
 
 

 
Population Group 

 
Female 

Population 
(Annual 

Average) 

# of 
New 
Cases 
(Annual 
Average) 

 
Age- 

adjusted 
Rate/ 

100,000 

 
Trend 

(Annual 
Percent 
Change) 

 
# of 

Deaths 
(Annual 
Average) 

 
Age- 

adjusted 
Rate/ 

100,000 

 
Trend 

(Annual 
Percent 
Change) 

# of 
New 
Cases 
(Annual 
Average) 

 
Age- 

adjusted 
Rate/ 

100,000 

 
Trend 

(Annual 
Percent 
Change) 

Komen Maryland Service 
Area 

 

2,004,850 
 

2,917 
 

128.0 
 

2.1% 
 

582 
 

24.9 
 

NA 
 

1,067 
 

47.2 
 

1.4% 

White 1,390,255 2,184 128.0 1.7% 420 23.2 NA 755 45.1 0.7% 

Black/African-American 526,492 636 126.3 2.6% 156 31.8 NA 277 54.2 3.5% 

American Indian/Alaska 

Native (AIAN) 
8,415 6 100.0 -7.1% SN SN SN SN SN SN 

Asian Pacific Islander 

(API) 
79,688 55 78.2 9.9% 7 11.4 NA 19 25.9 9.5% 

Non-Hispanic/ Latina 1,930,423 2,873 128.4 2.4% 575 24.9 NA 1,050 47.4 1.7% 

Hispanic/ Latina 74,427 44 104.3 -8.9% 6 16.8 NA 16 34.8 -13.0% 

Allegany County - MD 36,316 58 114.0 2.0% 11 19.2 -3.3% 20 40.9 1.9% 

Anne Arundel County - MD 266,302 385 128.4 -1.0% 73 25.0 -1.9% 144 47.7 -2.1% 

Baltimore City - MD 329,055 426 122.3 6.3% 110 31.0 -1.2% 179 51.9 7.1% 

Baltimore County - MD 421,445 680 134.5 2.0% 137 25.4 -2.0% 229 46.6 1.1% 

Calvert County - MD 44,611 65 137.0 4.0% 13 27.6 -1.5% 26 52.6 1.7% 

Caroline County - MD 16,799 26 132.1 -3.4% 5 24.2 -1.5% 8 42.5 -13.7% 

Carroll County - MD 84,663 133 135.3 6.9% 23 22.8 -2.3% 49 50.3 -1.6% 

Cecil County - MD 50,396 65 119.2 -4.4% 13 22.9 -1.5% 22 40.5 3.5% 

Charles County - MD 74,192 85 114.7 6.0% 17 24.4 -0.8% 35 45.4 0.0% 

Dorchester County - MD 16,883 29 129.9 0.9% 4 17.6 -4.9% 9 42.4 9.3% 

Frederick County - MD 116,432 151 120.0 0.7% 29 22.9 -1.9% 53 41.9 -3.5% 

Garrett County - MD 15,179 24 118.9 1.1% 6 30.7 NA 9 46.4 -8.9% 

Harford County - MD 124,031 191 136.0 6.6% 34 24.6 -1.8% 72 50.8 5.0% 

Howard County - MD 142,603 202 133.4 -0.8% 30 21.4 -2.1% 73 47.3 -0.4% 

Kent County - MD 10,445 18 122.1 -14.6% SN SN SN 6 42.0 -16.8% 

Queen Anne's County - MD 23,587 35 122.8 5.5% 8 28.5 -3.3% 10 36.6 10.5% 

Somerset County - MD 12,334 18 121.4 1.2% 3 19.3 NA 6 40.7 -0.2% 

St. Mary's County - MD 51,246 62 122.4 -5.6% 11 21.1 -0.6% 26 48.7 -4.9% 

Talbot County - MD 19,546 41 136.3 -1.7% 7 19.8 -3.4% 14 46.0 -15.6% 

Washington County - MD 71,813 100 116.3 1.4% 19 19.9 -5.7% 33 38.6 1.4% 

Wicomico County - MD 50,725 66 118.5 -1.8% 14 24.0 -2.7% 25 45.4 4.1% 

Worcester County - MD 26,246 56 138.5 1.1% 12 27.9 -0.2% 19 49.3 6.1% 

*Target as of the writing of this report. 
NA – data not available. 
SN – data suppressed due to small numbers (15 cases or fewer for the 5-year data period). 
Data are for years 2006-2010. 
Rates are in cases or deaths per 100,000. 
Age-adjusted rates are adjusted to the 2000 US standard population. 
Source of incidence and late-stage data: North American association of Central Cancer Registries (NAACCR) – Cancer in North 

America (CINA) Deluxe Analytic File. 
Source of death rate data: Centers for Disease Control and Prevention (CDC) – National Center for Health Statistics (NCHS) death 

data in SEER*Stat. 
Source of death trend data: National Cancer Institute (NCI)/CDC State Cancer Profiles. 
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Incidence rates and trends summary 
Overall, the breast cancer incidence rate and trend in the Komen Maryland service area were 

higher than that observed in the US as a whole. The incidence rate and trend of the Affiliate 

service area were not significantly different than that observed for the State of Maryland. 

 
For the United States, breast cancer incidence in Blacks/African-Americans is lower than in 

Whites overall. The most recent estimated breast cancer incidence rates for Asians and Pacific 

Islanders (APIs) and American Indians and Alaska Natives (AIANs) were lower than for Non- 

Hispanic Whites and Blacks/African-Americans. The most recent estimated incidence rates for 

Hispanics/Latinas were lower than for Non-Hispanic Whites and Blacks/African-Americans. For 

the Affiliate service area as a whole, the incidence rate was slightly lower among Blacks/African- 

Americans than Whites, lower among APIs than Whites, and lower among AIANs than Whites. 

The incidence rate among Hispanics/Latinas was lower than among Non-Hispanics/Latinas. 

 
None of the counties in the Affiliate service area had substantially different incidence rates than 

the Affiliate service area as a whole. 

 
It’s important to remember that an increase in breast cancer incidence could also mean that 

more breast cancers are being found because more women are getting mammograms. 

 
Death rates and trends summary 
Overall, the breast cancer death rate in the Komen Maryland service area was slightly higher 

than that observed in the US as a whole and the death rate trend was not available for 

comparison with the US as a whole. The death rate of the Affiliate service area was not 

significantly different than that observed for the State of Maryland. 

 
For the United States, breast cancer death rates in Blacks/African-Americans are substantially 

higher than in Whites overall.  The most recent estimated breast cancer death rates for APIs 

and AIANs were lower than for Non-Hispanic Whites and Blacks/African-Americans. The most 

recent estimated death rates for Hispanics/Latinas were lower than for Non-Hispanic Whites 

and Blacks/African-Americans. For the Affiliate service area as a whole, the death rate was 

higher among Blacks/African-Americans than Whites and lower among APIs than Whites. There 

were not enough data available within the Affiliate service area to report on AIANs so 

comparisons cannot be made for this racial group. The death rate among Hispanics/Latinas was 

lower than among Non-Hispanics/Latinas. 

 
The following county had a death rate significantly higher than the Affiliate service area as a 

whole: 

• Baltimore City 

 
Significantly more favorable trends in breast cancer death rates were observed in the following 

county: 

• Washington County 
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The rest of the counties had death rates and trends that were not significantly different than the 

Affiliate service area as a whole or did not have enough data available. 

 
Late-stage incidence rates and trends summary 
Overall, the breast cancer late-stage incidence rate in the Komen Maryland service area was 

slightly higher than that observed in the US as a whole and the late-stage incidence trend was 

higher than the US as a whole. The late-stage incidence rate and trend of the Affiliate service 

area were not significantly different than that observed for the State of Maryland. 

 
For the United States, late-stage incidence rates in Blacks/African-Americans are higher than 

among Whites. Hispanics/Latinas tend to be diagnosed with late-stage breast cancers more 

often than Whites. For the Affiliate service area as a whole, the late-stage incidence rate was 

higher among Blacks/African-Americans than Whites and lower among APIs than Whites. There 

were not enough data available within the Affiliate service area to report on AIANs so 

comparisons cannot be made for this racial group. The late-stage incidence rate among 

Hispanics/Latinas was lower than among Non-Hispanics/Latinas. 

 
The late-stage incidence rate was significantly lower in the following county: 

• Washington County 

 
The rest of the counties had late-stage incidence rates and trends that were not significantly 

different than the Affiliate service area as a whole. 

 
Mammography Screening 
Getting regular screening mammograms (and treatment if diagnosed) lowers the risk of dying 

from breast cancer. Screening mammography can find breast cancer early, when the chances 

of survival are highest. Table 2.2 shows some screening recommendations among major 

organizations for women at average risk. 

 
Table 2.2. Breast cancer screening recommendations 

for women at average risk* 

 
American Cancer Society 

National Comprehensive 
Cancer Network 

US Preventive Services 
Task Force 

Informed decision-making 
  

with a health care provider   
at age 40  Informed decision-making 

 
Mammography every year 

starting 
at age 45 

Mammography every year 
starting 

at age 40 

with a health care provider 
ages 40-49 

 
Mammography every 2 years 

  ages 50-74 

Mammography every other   
year beginning at age 55   

*As of October 2015 
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Because having regular mammograms lowers the chances of dying from breast cancer, it’s 

important to know whether women are having mammograms when they should.  This 

information can be used to identify groups of women who should be screened who need help in 

meeting the current recommendations for screening mammography. The Centers for Disease 

Control and Prevention’s (CDC) Behavioral Risk Factors Surveillance System (BRFSS) 

collected the data on mammograms that are used in this report. The data come from interviews 

with women age 50 to 74 from across the United States. During the interviews, each woman 

was asked how long it has been since she has had a mammogram. The proportions in Table 

2.3 are based on the number of women age 50 to 74 who reported in 2012 having had a 

mammogram in the last two years. 

 
The data have been weighted to account for differences between the women who were 

interviewed and all the women in the area. For example, if 20.0 percent of the women 

interviewed are Hispanic/Latina, but only 10.0 percent of the total women in the area are 

Hispanic/Latina, weighting is used to account for this difference. 

 
The report uses the mammography screening proportion to show whether the women in an area 

are getting screening mammograms when they should. Mammography screening proportion is 

calculated from two pieces of information: 

• The number of women living in an area whom the BRFSS determines should have 

mammograms (i.e. women age 50 to 74). 

• The number of these women who actually had a mammogram during the past two years. 

 
The number of women who had a mammogram is divided by the number who should have had 

one. For example, if there are 500 women in an area who should have had mammograms and 

250 of those women actually had a mammogram in the past two years, the mammography 

screening proportion is 50.0 percent. 

 
Because the screening proportions come from samples of women in an area and are not exact, 

Table 2.3 includes confidence intervals. A confidence interval is a range of values that gives an 

idea of how uncertain a value may be. It’s shown as two numbers—a lower value and a higher 

one. It is very unlikely that the true rate is less than the lower value or more than the higher 

value. 

 
For example, if screening proportion was reported as 50.0 percent, with a confidence interval of 

35.1 to 65.0 percent, the real rate might not be exactly 50.0 percent, but it’s very unlikely that it’s 

less than 35.0 or more than 65.0 percent. 

 
In general, screening proportions at the county level have fairly wide confidence intervals. The 

confidence interval should always be considered before concluding that the screening 

proportion in one county is higher or lower than that in another county. 
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Table 2.3. Proportion of women ages 50-74 with screening mammography 
in the last two years, self-report 

 
 

 
Population Group 

 
# of Women 

Interviewed 
(Sample Size) 

 
# w/ Self- 
Reported 

Mammogram 

Proportion 
Screened 
(Weighted 
Average) 

Confidence 
Interval of 
Proportion 
Screened 

US 174,796 133,399 77.5% 77.2%-77.7% 

Maryland 5,028 4,096 82.6% 81.2%-83.9% 

Komen Maryland Service Area 4,029 3,268 82.0% 80.5%-83.5% 

White 3,285 2,641 81.0% 79.3%-82.6% 

Black/African-American 624 542 88.2% 84.4%-91.2% 

AIAN 19 12 68.8% 43.3%-86.5% 

API 35 26 60.5% 39.9%-78.0% 

Hispanic/ Latina 48 41 88.3% 70.8%-95.9% 

Non-Hispanic/ Latina 3,975 3,222 81.8% 80.3%-83.3% 

Allegany County - MD 146 115 79.5% 69.9%-86.7% 

Anne Arundel County - MD 340 276 79.9% 74.5%-84.4% 

Baltimore City - MD 323 271 85.1% 79.3%-89.4% 

Baltimore County - MD 589 477 81.7% 77.4%-85.3% 

Calvert County - MD 132 108 79.2% 69.9%-86.3% 

Caroline County - MD 123 100 79.7% 69.0%-87.4% 

Carroll County - MD 97 81 87.3% 77.2%-93.3% 

Cecil County - MD 125 99 84.9% 76.0%-90.9% 

Charles County - MD 164 134 78.1% 68.5%-85.5% 

Dorchester County - MD 145 121 82.6% 72.7%-89.5% 

Frederick County - MD 282 213 77.4% 70.5%-83.1% 

Garrett County - MD 138 103 73.7% 63.5%-81.9% 

Harford County - MD 171 140 81.1% 73.2%-87.1% 

Howard County - MD 156 140 85.5% 77.0%-91.2% 

Kent County - MD 102 85 84.6% 72.8%-91.8% 

Queen Anne's County - MD 136 107 82.5% 72.5%-89.4% 

Somerset County - MD 79 66 89.1% 79.5%-94.5% 

St. Mary's County - MD 129 108 89.2% 80.0%-94.5% 

Talbot County - MD 171 143 78.7% 69.2%-85.8% 

Washington County - MD 238 191 83.3% 76.4%-88.5% 

Wicomico County - MD 139 113 81.0% 71.7%-87.7% 

Worcester County - MD 104 77 73.7% 62.1%-82.7% 

SN – data suppressed due to small numbers (fewer than 10 samples). 
Data are for 2012. 
Source: CDC – Behavioral Risk Factor Surveillance System (BRFSS). 
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Breast cancer screening proportions summary 
The breast cancer screening proportion in the Komen Maryland service area was significantly 

higher than that observed in the US as a whole. The screening proportion of the Affiliate service 

area was not significantly different than the State of Maryland. 

 
For the United States, breast cancer screening proportions among Blacks/African-Americans 

are similar to those among Whites overall. APIs have somewhat lower screening proportions 

than Whites and Blacks/African-Americans. Although data are limited, screening proportions 

among AIANs are similar to those among Whites. Screening proportions among 

Hispanics/Latinas are similar to those among Non-Hispanic Whites and Blacks/African- 

Americans. For the Affiliate service area as a whole, the screening proportion was significantly 

higher among Blacks/African-Americans than Whites, significantly lower among APIs than 

Whites, and not significantly different among AIANs than Whites. The screening proportion 

among Hispanics/Latinas was not significantly different than among Non-Hispanics/Latinas. 

 
None of the counties in the Affiliate service area had substantially different screening 

proportions than the Affiliate service area as a whole. 

 
Population Characteristics 
The report includes basic information about the women in each area (demographic measures) 

and about factors like education, income, and unemployment (socioeconomic measures) in the 

areas where they live (Tables 2.4 and 2.5). Demographic and socioeconomic data can be used 

to identify which groups of women are most in need of help and to figure out the best ways to 

help them. 

 
It is important to note that the report uses the race and ethnicity categories used by the US 

Census Bureau, and that race and ethnicity are separate and independent categories. This 

means that everyone is classified as both a member of one of the four race groups as well as 

either Hispanic/Latina or Non-Hispanic/Latina. 

 
The demographic and socioeconomic data in this report are the most recent data available for 

US counties. All the data are shown as percentages. However, the percentages weren’t all 

calculated in the same way. 

• The race, ethnicity, and age data are based on the total female population in the area 

(e.g. the percent of females over the age of 40). 

• The socioeconomic data are based on all the people in the area, not just women. 

• Income, education and unemployment data don’t include children. They’re based on 

people age 15 and older for income and unemployment and age 25 and older for 

education. 

• The data on the use of English, called “linguistic isolation”, are based on the total 

number of households in the area. The Census Bureau defines a linguistically isolated 

household as one in which all the adults have difficulty with English. 
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Table 2.4. Population characteristics – demographics 
 
 
 

Population Group 

 
 
 

White 

 

Black 
/African- 
American 

 
 
 

AIAN 

 
 
 

API 

 

Non- 
Hispanic 
/Latina 

 
 

Hispanic 
/Latina 

 

Female 
Age 

40 Plus 

 

Female 
Age 

50 Plus 

 

Female 
Age 

65 Plus 

US 78.8 % 14.1 % 1.4 % 5.8 % 83.8 % 16.2 % 48.3 % 34.5 % 14.8 % 

Maryland 61.1 % 32.0 % 0.6 % 6.4 % 92.2 % 7.8 % 49.4 % 34.4 % 13.9 % 

 
Komen Maryland Service Area 

 
68.4 % 

 
26.7 % 

 
0.4 % 

 
4.4 % 

 
95.7 % 

 
4.3 % 

 
50.0 % 

 
35.2 % 

 
14.6 % 

Allegany County - MD 94.4 % 4.4 % 0.2 % 1.1 % 98.9 % 1.1 % 54.5 % 42.2 % 21.5 % 

Anne Arundel County - MD 78.1 % 17.1 % 0.5 % 4.4 % 94.0 % 6.0 % 49.9 % 34.3 % 13.4 % 

Baltimore City - MD 30.4 % 66.5 % 0.5 % 2.6 % 96.3 % 3.7 % 45.1 % 32.5 % 13.5 % 

Baltimore County - MD 65.5 % 28.6 % 0.4 % 5.5 % 96.0 % 4.0 % 51.0 % 37.3 % 16.4 % 

Calvert County - MD 82.5 % 14.7 % 0.4 % 2.3 % 97.0 % 3.0 % 51.8 % 33.8 % 12.4 % 

Caroline County - MD 82.2 % 16.0 % 0.6 % 1.2 % 95.3 % 4.7 % 50.4 % 36.0 % 15.1 % 

Carroll County - MD 94.4 % 3.4 % 0.2 % 2.0 % 97.5 % 2.5 % 54.0 % 36.9 % 15.2 % 

Cecil County - MD 91.1 % 7.0 % 0.4 % 1.5 % 96.7 % 3.3 % 49.9 % 34.2 % 13.0 % 

Charles County - MD 51.1 % 44.0 % 0.9 % 4.0 % 95.6 % 4.4 % 48.1 % 29.9 % 10.7 % 

Dorchester County - MD 68.6 % 29.7 % 0.5 % 1.1 % 96.5 % 3.5 % 55.7 % 42.2 % 19.2 % 

Frederick County - MD 85.1 % 9.7 % 0.5 % 4.6 % 92.7 % 7.3 % 49.7 % 33.0 % 12.8 % 

Garrett County - MD 98.5 % 1.0 % 0.2 % 0.4 % 99.2 % 0.8 % 56.0 % 42.0 % 19.4 % 

Harford County - MD 82.5 % 14.0 % 0.3 % 3.2 % 96.6 % 3.4 % 51.5 % 35.7 % 14.2 % 

Howard County - MD 63.9 % 20.0 % 0.5 % 15.6 % 94.2 % 5.8 % 49.6 % 32.5 % 11.6 % 

Kent County - MD 81.9 % 16.7 % 0.2 % 1.2 % 96.4 % 3.6 % 58.2 % 46.6 % 24.0 % 

Queen Anne's County - MD 90.6 % 7.5 % 0.4 % 1.5 % 97.1 % 2.9 % 55.7 % 39.1 % 16.4 % 

Somerset County - MD 57.4 % 41.1 % 0.4 % 1.0 % 96.4 % 3.6 % 47.8 % 36.7 % 16.8 % 

St. Mary's County - MD 80.1 % 15.8 % 0.6 % 3.5 % 96.1 % 3.9 % 45.6 % 29.7 % 10.9 % 

Talbot County - MD 84.0 % 14.1 % 0.3 % 1.6 % 95.0 % 5.0 % 62.4 % 49.1 % 25.5 % 

Washington County - MD 89.8 % 8.1 % 0.3 % 1.8 % 96.5 % 3.5 % 51.9 % 36.9 % 16.7 % 

Wicomico County - MD 70.5 % 26.2 % 0.3 % 2.9 % 95.9 % 4.1 % 46.9 % 34.3 % 14.7 % 

Worcester County - MD 83.4 % 15.0 % 0.3 % 1.3 % 97.0 % 3.0 % 62.7 % 49.2 % 25.1 % 

Data are for 2011. 
Data are in the percentage of women in the population. 
Source: US Census Bureau – Population Estimates 
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Table 2.5. Population characteristics – socioeconomics 
 
 
 
 

 
Population Group 

 
 

 
Less than 

HS 
Education 

 

 
Income 
Below 
100% 

Poverty 

Income 
Below 
250% 

Poverty 
(Age: 
40-64) 

 
 
 

 
Un- 

employed 

 
 
 

 
Foreign 

Born 

 
 

 
Linguistic- 

ally 
Isolated 

 
 
 

 
In Rural 
Areas 

 
In    

Medically 
Under- 
served 
Areas 

 

 
No Health 
Insurance 

(Age: 
40-64) 

US 14.6 % 14.3 % 33.3 % 8.7 % 12.8 % 4.7 % 19.3 % 23.3 % 16.6 % 

Maryland 11.8 % 9.0 % 22.8 % 7.3 % 13.5 % 3.2 % 12.8 % 17.4 % 11.1 % 

Komen Maryland Service 
Area 

 

12.1 % 
 

9.8 % 
 

24.5 % 
 

7.4 % 
 

7.7 % 
 

2.0 % 
 

17.8 % 
 

21.5 % 
 

10.4 % 

Allegany County - MD 13.6 % 14.9 % 39.6 % 8.2 % 1.8 % 0.4 % 27.3 % 7.4 % 12.7 % 

Anne Arundel County - MD 9.6 % 5.5 % 16.1 % 6.0 % 7.7 % 1.7 % 5.3 % 4.1 % 8.3 % 

Baltimore City - MD 21.5 % 22.4 % 48.9 % 12.6 % 7.2 % 2.3 % 0.0 % 70.2 % 15.1 % 

Baltimore County - MD 10.8 % 8.2 % 22.8 % 6.8 % 10.7 % 2.8 % 6.5 % 6.4 % 10.0 % 

Calvert County - MD 7.9 % 4.6 % 15.2 % 5.3 % 3.5 % 0.1 % 38.7 % 100.0 % 7.9 % 

Caroline County - MD 17.8 % 11.8 % 33.4 % 7.6 % 4.8 % 1.8 % 76.0 % 100.0 % 14.3 % 

Carroll County - MD 9.7 % 5.6 % 16.1 % 4.1 % 3.6 % 0.6 % 39.5 % 0.0 % 8.4 % 

Cecil County - MD 13.1 % 9.4 % 24.4 % 7.7 % 3.1 % 0.7 % 42.1 % 9.6 % 9.6 % 

Charles County - MD 9.4 % 5.6 % 15.9 % 6.8 % 5.4 % 0.8 % 29.5 % 16.4 % 8.5 % 

Dorchester County - MD 17.8 % 15.0 % 38.3 % 12.1 % 3.4 % 1.4 % 56.2 % 0.0 % 13.5 % 

Frederick County - MD 8.5 % 5.4 % 16.3 % 5.5 % 9.2 % 1.9 % 25.2 % 2.0 % 9.2 % 

Garrett County - MD 15.3 % 12.7 % 37.8 % 5.6 % 0.9 % 0.4 % 83.9 % 100.0 % 15.3 % 

Harford County - MD 8.7 % 6.5 % 17.6 % 6.3 % 4.8 % 1.1 % 17.8 % 0.0 % 9.0 % 

Howard County - MD 5.1 % 4.5 % 11.4 % 4.6 % 17.6 % 3.7 % 9.3 % 0.0 % 7.2 % 

Kent County - MD 14.5 % 12.7 % 29.2 % 6.4 % 3.6 % 1.0 % 72.6 % 0.0 % 13.2 % 

Queen Anne's County - 
MD 

 

9.7 % 
 

6.3 % 
 

17.9 % 
 

6.7 % 
 

3.4 % 
 

0.9 % 
 

54.5 % 
 

30.6 % 
 

9.7 % 

Somerset County - MD 18.4 % 19.7 % 43.6 % 7.9 % 4.0 % 1.5 % 45.8 % 100.0 % 13.9 % 

St. Mary's County - MD 10.2 % 7.3 % 18.1 % 4.8 % 3.7 % 1.4 % 50.4 % 13.1 % 8.3 % 

Talbot County - MD 11.2 % 7.7 % 23.1 % 6.7 % 4.9 % 0.9 % 54.7 % 41.7 % 11.8 % 

Washington County - MD 15.8 % 11.2 % 31.1 % 7.5 % 4.5 % 1.2 % 29.5 % 10.6 % 12.3 % 

Wicomico County - MD 14.6 % 15.0 % 35.1 % 9.4 % 6.9 % 3.0 % 25.8 % 2.8 % 14.0 % 

Worcester County - MD 11.3 % 10.6 % 28.5 % 7.9 % 4.3 % 1.3 % 35.5 % 100.0 % 13.8 % 

Data are in the percentage of people (men and women) in the population. 
Source of health insurance data: US Census Bureau – Small Area Health Insurance Estimates (SAHIE) for 2011. 
Source of rural population data: US Census Bureau – Census 2010. 
Source of medically underserved data: Health Resources and Services Administration (HRSA) for 2013. 
Source of other data: US Census Bureau – American Community Survey (ACS) for 2007-2011. 

 

Population characteristics summary 
Proportionately, the Komen Maryland service area has a substantially smaller White female 

population than the US as a whole, a substantially larger Black/African-American female 

population, a slightly smaller Asian and Pacific Islander (API) female population, a slightly 

smaller American Indian and Alaska Native (AIAN) female population, and a substantially 

smaller Hispanic/Latina female population. The Affiliate’s female population is about the same 

age as that of the US as a whole. The Affiliate’s education level is slightly higher than and 

income level is slightly higher than those of the US as a whole. There is a slightly smaller 

percentage of people who are unemployed in the Affiliate service area. The Affiliate service area 
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has a substantially smaller percentage of people who are foreign born and a slightly smaller 

percentage of people who are linguistically isolated. There is a slightly smaller percentage of 

people living in rural areas, a substantially smaller percentage of people without health 

insurance, and a slightly smaller percentage of people living in medically underserved areas. 

 
The following counties have substantially larger Black/African-American female population 

percentages than that of the Affiliate service area as a whole: 

• Baltimore City 

• Charles County 

• Somerset County 

 
The following county has substantially larger API female population percentages than that of the 

Affiliate service area as a whole: 

• Howard County 

 
The following counties have substantially older female population percentages than that of the 

Affiliate service area as a whole: 

• Kent County 

• Talbot County 

• Worcester County 

 
The following counties have substantially lower education levels than that of the Affiliate service 

area as a whole: 

• Baltimore City 

• Caroline County 

• Dorchester County 

• Somerset County 

 
The following counties have substantially lower income levels than that of the Affiliate service 

area as a whole: 

• Allegany County 

• Baltimore City 

• Dorchester County 

• Somerset County 

• Wicomico County 

 
The following counties have substantially lower employment levels than that of the Affiliate 

service area as a whole: 

• Baltimore City 

• Dorchester County 

 
Priority Areas 
Healthy People 2020 forecasts 
Healthy People 2020 (HP2020) is a major federal government initiative that provides specific 

health objectives for communities and for the country as a whole.  Many national health 
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organizations use HP2020 targets to monitor progress in reducing the burden of disease and 

improve the health of the nation. Likewise, Komen believes it is important to refer to HP2020 to 

see how areas across the country are progressing towards reducing the burden of breast 

cancer. 

 
HP2020 has several cancer-related objectives, including: 

• Reducing women’s death rate from breast cancer (Target as of the writing of this report: 

20.6 cases per 100,000 women). 

• Reducing the number of breast cancers that are found at a late-stage (Target as of the 

writing of this report: 41.0 cases per 100,000 women). 

 
To see how well counties in the Komen Maryland service area are progressing toward these 

targets, the report uses the following information: 

• County breast cancer death rate and late-stage diagnosis data for years 2006 to 2010. 

• Estimates for the trend (annual percent change) in county breast cancer death rates and 

late-stage diagnoses for years 2006 to 2010. 

• Both the data and the HP2020 target are age-adjusted. 

 
These data are used to estimate how many years it will take for each county to meet the 

HP2020 objectives. Because the target date for meeting the objective is 2020, and 2008 (the 

middle of the 2006-2010 period) was used as a starting point, a county has 12 years to meet the 

target. 

 
Death rate and late-stage diagnosis data and trends are used to calculate whether an area will 

meet the HP2020 target, assuming that the trend seen in years 2006 to 2010 continues for 2011 

and beyond. 

 
Identification of priority areas 
The purpose of this report is to combine evidence from many credible sources and use the data 

to identify the highest priority areas for breast cancer programs (i.e. the areas of greatest need). 

Classification of priority areas are based on the time needed to achieve HP2020 targets in each 

area.  These time projections depend on both the starting point and the trends in death rates 

and late-stage incidence. 

 
Late-stage incidence reflects both the overall breast cancer incidence rate in the population and 

the mammography screening coverage. The breast cancer death rate reflects the access to 

care and the quality of care in the health care delivery area, as well as cancer stage at 

diagnosis. 

 
There has not been any indication that either one of the two HP2020 targets is more important 

than the other. Therefore, the report considers them equally important. 

 
Counties are classified as follows (Table 2.6): 

• Counties that are not likely to achieve either of the HP2020 targets are considered to 

have the highest needs. 
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• Counties that have already achieved both targets are considered to have the lowest 

needs. 

• Other counties are classified based on the number of years needed to achieve the two 

targets. 

 
Table 2.6. Needs/priority classification based on the projected time to achieve 

HP2020 breast cancer targets 

  Time to Achieve Late-stage Incidence Reduction Target 

 
 
 
 

Time to Achieve 
Death Rate 

Reduction Target 

 13 years or 
longer 

7-12 yrs. 0 – 6 yrs. Currently 
meets target 

Unknown 

13 years or 
longer 

Highest High 
Medium 

High 
Medium Highest 

7-12 yrs. 
High 

Medium 
High 

Medium 
Medium 

Low 
Medium 

High 

0 – 6 yrs. Medium 
High 

Medium 
Medium 

Low 
Low 

Medium 
Low 

Currently 
meets target 

Medium 
Medium 

Low 
Low Lowest Lowest 

Unknown 
Highest 

Medium 
High 

Medium 
Low 

Lowest Unknown 

 

If the time to achieve a target cannot be calculated for one of the HP2020 indicators, then the 

county is classified based on the other indicator. If both indicators are missing, then the county 

is not classified. This doesn’t mean that the county may not have high needs; it only means that 

sufficient data are not available to classify the county. 

 
Affiliate Service Area Healthy People 2020 Forecasts and Priority Areas 
The results presented in Table 2.7 help identify which counties have the greatest needs when it 

comes to meeting the HP2020 breast cancer targets. 

• For counties in the “13 years or longer” category, current trends would need to change to 

achieve the target. 

• Some counties may currently meet the target but their rates are increasing and they 

could fail to meet the target if the trend is not reversed. 

 
Trends can change for a number of reasons, including: 

• Improved screening programs could lead to breast cancers being diagnosed earlier, 

resulting in a decrease in both late-stage incidence rates and death rates. 

• Improved socioeconomic conditions, such as reductions in poverty and linguistic 

isolation could lead to more timely treatment of breast cancer, causing a decrease in 

death rates. 

 
The data in this table should be considered together with other information on factors that affect 

breast cancer death rates such as screening percentages and key breast cancer death 

determinants such as poverty and linguistic isolation. 
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Table 2.7. Intervention priorities for Komen Maryland service area with predicted time to 
achieve the HP2020 breast cancer targets and key population characteristics 

 

 
County 

 

 
Priority 

Predicted Time to 
Achieve Death Rate 

Target 

Predicted Time to 
Achieve Late-stage 

Incidence Target 

 
Key Population 
Characteristics 

Baltimore City - MD Highest 13 years or longer 13 years or longer %Black/African-American, 
education, poverty, 

employment, medically 
underserved 

Calvert County - MD Highest 13 years or longer 13 years or longer Rural, medically underserved 

Charles County - MD Highest 13 years or longer 13 years or longer %Black/African-American, 
rural 

Worcester County - MD Highest 13 years or longer 13 years or longer Older, rural, medically 
underserved 

Baltimore County - MD High 11 years 13 years or longer  

Cecil County - MD High 8 years 13 years or longer Rural 

Harford County - MD High 10 years 13 years or longer  

Queen Anne's County - MD High 10 years 13 years or longer Rural, medically underserved 

Anne Arundel County - MD Medium High 11 years 8 years  

Carroll County - MD Medium High 5 years 13 years or longer Rural 

Howard County - MD Medium High 2 years 13 years or longer %API, foreign 

Wicomico County - MD Medium High 6 years 13 years or longer Poverty, rural 

Allegany County - MD Medium Currently meets 
target 

13 years or longer Poverty, rural 

Caroline County - MD Medium 11 years 1 year Education, rural, medically 
underserved 

Dorchester County - MD Medium Currently meets 
target 

13 years or longer Education, poverty, 
employment, rural 

Washington County - MD Medium Currently meets 
target 

13 years or longer Rural 

Frederick County - MD Medium Low 6 years 1 year Rural 

Garrett County - MD Medium Low NA 2 years Rural, medically underserved 

Kent County - MD Medium Low SN 1 year Older, rural 

St. Mary's County - MD Medium Low 4 years 4 years Rural 

Talbot County - MD Low Currently meets 
target 

1 year Older, rural, medically 
underserved 

Somerset County - MD Lowest NA Currently meets 
target 

%Black/African-American, 
education, poverty, rural, 
medically underserved 

NA – data not available. 
SN – data suppressed due to small numbers (15 cases or fewer for the 5-year data period). 
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Map of Intervention Priority Areas 
Figure 2.1 shows a map of the intervention priorities for the counties in the Affiliate service area. 
When both of the indicators used to establish a priority for a county are not available, the priority 
is shown as “undetermined” on the map. 

 

 
Figure 2.1. Intervention priorities 

 
Data Limitations 
The following data limitations need to be considered when utilizing the data of the Quantitative 

Data Report: 

• The most recent data available were used but, for cancer incidence and deaths, these 

data are still several years behind. 

• For some areas, data might not be available or might be of varying quality. 
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• Areas with small populations might not have enough breast cancer cases or breast 

cancer deaths each year to support the generation of reliable statistics. 

• There are often several sources of cancer statistics for a given population and 

geographic area; therefore, other sources of cancer data may result in minor differences 

in the values even in the same time period. 

• Data on cancer rates for specific racial and ethnic subgroups such as Somali, Hmong, or 

Ethiopian are not generally available. 

• The various types of breast cancer data in this report are inter-dependent. 

• There are many factors that impact breast cancer risk and survival for which quantitative 

data are not available.  Some examples include family history, genetic markers like 

HER2 and BRCA, other medical conditions that can complicate treatment, and the level 

of family and community support available to the patient. 

• The calculation of the years needed to meet the HP2020 objectives assume that the 

current trends will continue until 2020. However, the trends can change for a number of 

reasons. 

• Not all breast cancer cases have a stage indication. 

 
Quantitative Data Report Conclusions 
Highest priority areas 
Four counties in the Komen Maryland service area are in the highest priority category. All of the 

four, Baltimore City, Calvert County, Charles County, and Worcester County, are not likely to 

meet either the death rate or late-stage incidence rate HP2020 targets. 

 
The death rates in Baltimore City (31.0 per 100,000) are significantly higher than the Affiliate 

service area as a whole (24.9 per 100,000). 

 
Baltimore City has a relatively large Black/African-American population, low education level, 

high poverty level and high unemployment. Charles County has a relatively large Black/African- 

American population. Worcester County has an older population. 

 
High priority areas 
Four counties in the Komen Maryland service area are in the high priority category. All of the 

four, Baltimore County, Cecil County, Harford County and Queen Anne's County, are not likely 

to meet the late-stage incidence rate HP2020 target. 

 
Additional Quantitative Data Exploration 

 

In order to characterize the demographic and breast cancer related patterns within Maryland 

additional data sources were utilized in conjunction with the Quantitative Data Report. 

Supportive data demographic data were obtained from the United States Census Bureau, and 

the 2010-2012 American Community Survey. The Maryland Behavioral Risk Factor Surveillance 

System 2012 and the Maryland Cancer Survey both provide evidence for understanding breast 

cancer screening patterns and incidence data in the identified target communities. Additionally, 

county health ranking data from the University of Wisconsin Population Health Institute’s County 

Health Rankings project was utilized. 
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Data from the 2012 Behavioral Risk Factor Surveillance System (BRFSS), an annual state- 

based system of health surveys funded by the Centers for Disease Control and Prevention 

(CDC) was used to examine the mammography screening percentages for women 40 and over 

in Maryland based on the Susan G. Komen recommendation that women 40 and over have a 

mammogram and clinical breast exam every year. In Maryland, the survey is overseen by the 

Vital Statistics Administration (VSA) at the Maryland Department of Health and Mental Hygiene 

(MDHMH). All weighted percentages are estimates of the population percentage and are based 

on the number of respondents answering the question. Missing, ‘Don’t know/not sure’ and 

‘Refused’ answers have been excluded from the data presented in Table 2.8. Age groups are 

not subdivided as it would make the estimates unstable due to the small number of respondents 

in some sub-groups. 

 
Additional data were provided by the Maryland Cancer Registry (2011), to document county 

incidence rates by stage and race (Table 2.9). Incidence rates are displayed as an age-adjusted 

rate per 100,000 women. The incidence rates refer to invasive breast cancer only and do not 

count Stage 0 or carcinoma in situ, cancers which are in the earliest stages and sometime 

called “pre-cancer.” Age-adjusted breast cancer incidence rates are not uniform across the 

varying regions of the state (Table 2.1); however such variation should be interpreted with 

caution. In particular, consideration should be given to the fact that the age-adjusted incidence 

rates observed in the less populous areas of the state are based on smaller population sizes 

and often a relatively low number of breast cancer cases, resulting in less reliable estimates. 

Consequently, rates that appear particularly high in less populous counties may actually not 

differ significantly from that observed statewide from a statistical standpoint. Additionally, 

regional variations in age-adjusted breast cancer incidence rates within the state may partially 

be a product of demographic and/or screening percentage differences between counties, as 

opposed to true geographic differences in the underlying risk of developing breast cancer. 

 
In collaboration with the Robert Wood Johnson Foundation, the University of Wisconsin 

Population Health Institute launched the County Health Rankings and Roadmaps program in 

2010. This project is based on a population health improvement model in which health 

outcomes (morbidity and deaths) are measures that describe the current health status of a 

county. The 2013 County Health Rankings report (Figure 2.3) from the University of Wisconsin 

ranks Maryland counties based on an equal weighting of death and morbidity measures. This 

model holds that the health of a community depends on many different factors, including the 

environment, education and jobs, access to and quality of health care, and individual behaviors. 

It is at this intersection that the model proposes that by improving the overall health of the 

community through effective policies and programs, individuals who live in these communities 

will be more likely to engage in health promoting behaviors such as smoking cessation, regular 

exercise and reduced alcohol consumption; all of which are recommended as ways to reduce 

one’s personal risk of developing breast cancer. 
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Table 2.8. Maryland mammography percentages- Women aged 40+ by county 
 

 
 
 
 
 

Jurisdiction 

 
Time Since Last Mammogram 

 
2 Years or More 

 
< 2 Years 

Never Had 
Mammogram 

Allegany 14.1% 77.7% 8.2% 

Anne Arundel 16.2% 78.5% 5.5% 

Baltimore 14.1% 75.9% 10.1% 

Calvert 15.3% 81.9% 2.8% 

Caroline 14.3% 81.9% 3.8% 

Carroll 11.6% 85.3% 3.1% 

Cecil 9.5% 85.3% 5.2% 

Charles 16.0% 74.6% 9.5% 

Dorchester 14.5% 77.2% 8.3% 

Frederick 15.8% 77.3% 6.9% 

Garrett 15.7% 78.1% 6.2% 

Harford 13.7% 79.1% 7.2% 

Howard 9.4% 83.8% 6.8% 

Kent 10.9% 86.5% 2.6% 

Montgomery 16.6% 76.8% 6.6% 

Prince George’s 7.5% 83.5% 9.1% 

Queen Anne’s 13.1% 77.8% 9.1% 

St. Mary’s 15.1% 82.1% 2.8% 

Somerset 6.6% 88.1% 5.3% 

Talbot 14.6% 83.5% 2.0% 

Washington 11.1% 77.5% 11.3% 

Wicomico 14.6% 75.1% 10.3% 

Worcester 20.8% 74.9% 4.3% 

Baltimore City 13.1% 81.3% 5.6% 

TOTAL 13.3% 79.4% 7.3% 

Note: Montgomery County and Prince George’s County are part of the National Capital Region service area. 

Maryland Behavioral Risk Factor Surveillance Survey (2012). 
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Maryland Behavioral Risk Factor Surveillance Survey (2012) 
 

Figure 2.2. Percentage of women age 40 years or older who have 
ever had a mammogram by demographics 



 

 

Table 2.9. Female breast cancer, county incidence rates by stage and race, diagnosis in year 2011 

 White Black/African-American Asian or Pacific Islander 

 Localized 
Rate 

Regional 
Rate 

Distant 
Rate 

Unknown 
Rate 

Localized 
Rate 

Regional 
Rate 

Distant 
Rate 

Unknown 
Rate 

Localized 
Rate 

Regional 
Rate 

Distant 
Rate 

Unknown 
Rate 

Maryland 80.1 35.8 6.3 6.1 68.5 40.5 7.6 7.4 46.8 31.2 ** ** 

Allegany 60.9 39.3 ** 0 ** 0 0 0 0 0 0 0 

Anne Arundel 83.5 39.3 ** ** 62.4 37.6 ** ** ** ** ** 0 

Baltimore City 84.8 41 18.2 ** 69.7 38.1 6.6 ** ** ** 0 0 

Baltimore 
County 

84 36.3 7.3 ** 79.5 34.4 ** ** ** ** ** 0 

Calvert 125.8 ** ** ** ** ** 0 0 0 0 0 0 

Caroline ** ** 0 0 ** ** ** 0 0 0 0 0 

Carroll 61.4 33.2 ** ** ** ** 0 0 0 ** 0 0 

Cecil 71.1 55.2 ** ** ** ** 0 0 0 0 0 0 

Charles 72.2 ** ** ** 103.5 ** ** ** ** 0 0 0 

Dorchester ** ** ** 0 ** ** 0 0 0 0 0 0 

Frederick 72.3 37.2 ** ** ** ** ** 0 ** ** 0 0 

Garrett ** ** 0 ** 0 0 0 0 0 0 0 0 

Harford 89.4 24.8 ** ** ** ** ** ** 0 ** 0 0 

Howard 72.5 37.3 ** ** 64.5 ** ** ** ** ** 0 ** 

Kent ** ** ** 0 0 ** 0 0 0 0 0 0 

Montgomery 82.3 29.5 4.8 19.4 51 48.8 ** ** 53 34.4 ** ** 

Prince George's 61.4 25.6 ** ** 61.3 39.7 5.7 9.3 ** ** 0 ** 

Queen Anne's 63.8 ** ** 0 ** 0 0 0 0 0 0 0 

St Mary's 69.1 ** ** 0 ** ** 0 0 ** 0 0 0 

Somerset ** ** 0 0 ** ** 0 0 0 0 0 0 

Talbot 110.2 ** ** ** ** ** 0 0 0 0 0 0 

Washington 82 37.1 ** ** ** ** 0 0 0 0 0 0 

Wicomico 104.9 46.4 ** ** ** ** ** 0 ** ** 0 0 

Worcester 60.9 70.1 ** ** ** ** ** 0 0 0 0 0 

Rates are per 100,000 and age-adjusted to the 2000 US Std Population (19 age groups - Census P25-1130) standard. 
**Rates based on case counts of 1-15 are suppressed per DHMH/MCR data Use Policy. 
Source: SEER-Stat Static data as of February 13, 2014,  Maryland Cancer Registry. 
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University of Wisconsin Population Health Institute. County Health Rankings (2013) 

 

Figure 2.3. Summary health outcomes rankings 
 

Selection of Target Communities 
 

Based on a combination of factors including breast cancer death rates, percentage of late-stage 

diagnoses, screening percentages, Healthy People 2020 targets, geographical considerations 

and various socio-economic factors, four targeted communities of focus have been identified by 

the Affiliate: Baltimore City and Baltimore County; the Southern Maryland counties of Calvert 

and Charles; the Eastern Shore counties of Dorchester, Somerset, Wicomico and Worcester 

and Allegany and Washington counties in Western Maryland. 

Breast cancer incidence rates, death rates, stage of breast cancer at the time of diagnosis and 

various socio-economic factors are provided for each of the identified target communities. 

Incidence, death and late-stage diagnosis rates are displayed per 100,000 women. 

 
Baltimore City and Baltimore County 

Baltimore City is an independent city with an estimated population of 622,104 (US Census 

Bureau, 2013). Women ages 40 and older make up approximately 45.1 percent of the 
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population. Baltimore City is a minority-dominated city with Blacks/African-Americans making up 

66.5 percent of the population, Whites 30.4 percent, Hispanics/Latinas 3.7 percent and Asian 

Pacific Islanders 2.6 percent (Table 2.4). The City has the highest percentage of people living 

below the poverty level (22.4 percent), the lowest percentage of high school graduates (78.5 

percent) (Table 2.5), and the third lowest median household income $39,788 (American 

Community Survey 2010-2012). Baltimore County has a population of 812,043 (US Census 

Bureau, 2013). Whites make up 65.5 percent of the population, Blacks/African-Americans 28.6 

percent, Hispanics/Latinas 4.0 percent and Asian Pacific Islander 5.5 percent (Table 2.4). The 

median income of Baltimore County residents, $64,306, is the second lowest in the service area 

(American Community Survey, 2010-2012) and 8.2 percent of the population lives below the 

poverty level (Table 2.5). Women ages 40 and older make up approximately 51.0 percent of the 

population (Table 2.4). 

 
Between 2010 and 2012, the largest overall minority population increases within the Affiliate 

service area were observed in Baltimore County (+7,022) (US Census Bureau, 2013). Among 

the targeted communities, Baltimore County (+3,653) and Baltimore City (+1,611) demonstrated 

the greatest increases in Hispanic/Latino population (American Community Survey, 2010-2012). 

Between 2011 and 2012, Baltimore City registered gains in the Hispanic/Latino (+801), Asian 

Pacific Islander  (+453) and White (+901) populations with a decrease in Black/African- 

American (-1,300). Since 2010, the Black/African-American community in Baltimore City has 

seen the largest decline in the state (-3,100). With the gain in non-Hispanic Whites, Baltimore 

City was the only jurisdiction in Maryland to have a reduction in its minority population share 

(0.1 percent) between 2010 and 2012 (US Census Bureau, 2013). 

 
Nationally, and in Maryland, breast cancer is the most common cancer among Black/African- 

American women. Black/African-American women also experience higher rates of distant stage 

breast cancer than White women and are less likely than White women to survive five years: 

79.0 percent vs. 90.0 percent respectively (ACS, Cancer Facts & Figures 2014). Similarly, 

Hispanic/Latina women also experience disparities and reported the lowest likelihood to have 

ever had a mammogram (80.0 percent) as compared to White women (94.0 percent) (Figure 

2.2). It is estimated that approximately 10.4 percent of the population aged 40-64 in the Affiliate 

service area does not have health insurance coverage (Table 2.5). In comparison 10.0 percent 

of the population aged 40-64 in Baltimore County and 15.1 percent of the population aged 40-64 

in Baltimore City is uninsured. Baltimore City ranks second highest among the Affiliate service 

area for uninsured individuals (Table 2.5). Population changes and growth in the Black/African- 

American population of Baltimore County and the Hispanic/Latino populations of both Baltimore 

City and Baltimore County as well as high numbers of uninsured demonstrate a need to target 

both communities. 

 
Among women in Baltimore City aged 40 and older, 5.6 percent have never had a mammogram 

and 13.1 percent reported it had been two or more years since they had a mammogram (Table 

2.8). Despite improvements in screening, Baltimore City has the highest death rate in the 

Affiliate service area at 31.0 (Table 2.1). Likewise, Baltimore City has the second highest rate of 

late-stage diagnosis in the Affiliate service area at 51.9 (Table 2.1).  Notably, Baltimore City 
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reported one of the highest percentages of breast cancer cases diagnosed at a distant or late- 

stage for both White (18.2) and Black/African-American women (6.6) (Table 2.9). The city has 

seen an annual 7.1 percent increase in late-stage diagnosis rates and is not on track to meet 

the Healthy People 2020 target for death rates (Table 2.1). In 2013, Baltimore City received the 

lowest ranking for health outcomes in the 2013 County Health Rankings report (Figure 2.3). 

In Baltimore County, among women age 40 and older, 10.1 percent have never had a 

mammogram, the third highest percentage in the Affiliate service area, and 14.1 percent 

reported it had been two or more years since they had a mammogram (Table 2.8). Baltimore 

County has a death rate at 25.4 and a late-stage diagnosis rate at 46.6 (Table 2.1). Baltimore 

County is currently on track to meet the Healthy People 2020 target for death rates, however it 

has seen a 1.1 percent increase in late-stage diagnosis rates and, like the City, it is not on track 

to reach this target by 2020 (Tables 2.1 and 2.7). 

 
Southern Maryland (Calvert and Charles Counties): 

Calvert County has a population of 90,484 people (US Census Bureau, 2013). It is a 

predominantly White county (82.5 percent) with Blacks/African-Americans making up just 14.7 

percent of the population, Hispanics/Latinas 3.0 percent and Asian Pacific Islanders 2.3 percent 

(Table 2.4). Calvert is the second most affluent county in the service area with 4.6 percent of the 

population is below the poverty line (Table 2.5).  It is reported that 92.1 percent of residents 

have a high school diploma or equivalent and 29.7 percent have a Bachelor’s Degree (American 

Community Survey 2010-2012). It is estimated that approximately 7.9 percent of the population 

aged 40-64 in Calvert County does not have health insurance coverage (Table 2.5). Among 

women age 40 and older, 2.8 percent have never had a mammogram and 15.3 percent reported 

it had been two or more years since they had a mammogram, the sixth highest percentage in 

the Affiliate service area (Table 2.8). The incidence rate of breast cancer is higher than the 

state’s rate at 137.0 and the age-adjusted death rate for all races is the fifth highest in the 

service area, 27.6. Calvert County has the highest rate of late-stage diagnosis in the Affiliate 

service area at 52.6 (Table 2.1). 

 
Charles County, also a southern Maryland county, has an estimated population of 152,824 (US 

Census Bureau, 2013). While Charles and Calvert counties are very similar in their affluence 

and education levels, 91.0 percent have a high school diploma or equivalent, 26.3 percent of the 

population has a bachelor’s degree or higher and the median income is the third highest in the 

service area at $86,141, the biggest difference between the two counties is their ethnic makeup 

(American Community Survey 2010-2012). Charles County is much more diverse; Whites make 

up 51.1 percent of the population, Blacks/African-Americans 44.0 percent, Hispanics/Latinas 4.4 

percent and Asian Pacific Islanders 4.0 percent (Table 2.4). Among women ages 50+, 78.1 

percent reported having a mammogram in the past two years (Table 2.3). Charles County has a 

death rate at 24.4 and a late-stage diagnosis rate at 45.4 (Table 2.1). Among women 40 and 

older, 9.5 percent have never had a mammogram, the fourth highest percentage in the Affiliate 

service area. 16 percent reported it had been two or more years since they had a mammogram, 

the third highest percentage in the Affiliate service area (Table 2.8). It is estimated that 

approximately 8.5 percent of the population ages 40-64 in Charles County does not have health 
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insurance coverage (Table 2.5). Charles County is not on track to meet the Healthy People 

2020 targets for death rates or late-stage diagnosis rates by 2020 (Table 2.7). 

 
Eastern Shore (Dorchester, Somerset, Wicomico, Worcester Counties): 

Four Eastern Shore counties have been identified as targeted communities of focus. These 

counties share many resources and geographical limitations. Three of the four counties have 

been identified as being likely to miss the Healthy People 2020 late-stage incidence rate target 

unless the late-stage diagnosis rate falls at a faster rate than currently estimated (Table 2.7). 

 
Dorchester County has a population of 32,660 (US Census Bureau, 2013). Whites make up 

68.6 percent of the population, Blacks/African-Americans 29.7 percent, Hispanics/Latinas 3.5 

percent and Asian Pacific Islanders 1.1 percent (Table 2.4). The median income of $42,885, 

the third lowest in the service area (American Community Survey 2010-2012) and 15.0 percent 

of the population lives below poverty (Table 2.5). It is among the counties with the lowest 

income and employment levels within the Affiliate service area. Among women age 40 and 

older, 8.3 percent have never had a mammogram, the sixth highest percentage in the Affiliate 

service area and 14.5 percent reported it had been two or more years since they had a 

mammogram (Table 2.8). Dorchester County has a death rate at 17.6 and a late-stage 

diagnosis rate at 42.4 (Table 2.1). Although Dorchester currently meets the Healthy People 

2020 target for death rates, it has seen a 9.3 percent annual increase in late-stage diagnosis 

rates and is not on track to reach the target by 2020 (Table 2.7). It is estimated that 

approximately 13.5 percent of the population aged 40-64 in Dorchester County does not have 

health insurance coverage (Table 2.5). In 2013, Dorchester County received the fourth lowest 

ranking for health outcomes in the 2013 County Health Rankings report (Figure 2.3). 

 
Somerset County has a population of approximately 26,273 (US Census Bureau, 2013). Whites 

make up 57.4 percent of the population, Blacks/African-Americans 41.1 percent, 

Hispanics/Latinas 3.6 percent and Asian Pacific Islanders 1.0 percent (Table 2.4). Somerset 

(41.1 percent) has the third largest percentage of Blacks/African-Americans in the Affiliate 

service area falling only behind Baltimore City (66.5 percent) and Charles County (44.0 

percent). The median income of $37,733 is the second lowest in the service area and 14.8 

percent of the population lives below poverty (ACS 2010-2012). Somerset County has a death 

rate at 19.3/100,000 and a late-stage diagnosis rate at 40.7/100,000 (Table 2.1). Among women 

40 and older, 5.3 percent have never had a mammogram and 6.6 percent reported it had been 

two or more years since they had a mammogram (Table 2.8). It is estimated that approximately 

13.9 percent of the population aged 40-64 in Somerset County does not have health insurance 

coverage (Table 2.5). Somerset County received the fifth lowest ranking for health outcomes in 

the state (Figure 2.3). 

 
Wicomico County has a population of approximately 100,896 (US Census Bureau, 2013). It is 

the most populous county on the Eastern Shore with the exception of Cecil which is the 

northernmost county. Wicomico is also home to Salisbury, the most populated city on the 

Eastern Shore. Whites make up 70.5 percent of the population, Blacks/African-Americans 26.2 

percent, Hispanics/Latinas 4.16 percent and Asian Pacific Islanders 2.9 percent (Table 2.4). The 
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median household income is $51,523, and 12.0 percent of the population lives below the 

poverty level (American Community Survey 2010-2012). It is estimated that approximately 14.0 

percent of the population aged 40-64 in Wicomico County does not have health insurance 

coverage (Table 2.5). Among women age 40 and older, 10.3 percent have never had a 

mammogram, the second highest percentage in the Affiliate service area and 14.6 percent 

reported it had been two or more years since they had a mammogram, the eighth highest 

percentage in the Affiliate service area (Table 2.8). Wicomico County has a death rate at 24.0 

and a late-stage diagnosis rate at 45.4 (Table 2.1). Although Wicomico County is currently on 

track to meet the Healthy People 2020 target for death rates, it has seen a 4.1 percent annual 

increase in late-stage diagnosis rates and is not on track to reach this target by 2020 (Tables 

2.1 and 2.7). 

 
Worcester County is the last county to make up the lower Eastern Shore. It is a county 

synonymous with Ocean City, an ocean resort town that sees up to 345,000 people on summer 

weekends. The county has a population of 51,620 (US Census Bureau, 2013). Whites make up 

83.4 percent of the population, Blacks/African-Americans 15.0 percent, Hispanics/Latinas 

Latinos 3.0 percent and Asian Pacific Islanders 1.3 percent (Table 2.4). The median household 

income is $58,687 and 6.0 percent of the population lives below the poverty level (American 

Community Survey 2010-2012). It is estimated that approximately 13.8 percent of the 

population aged 40-64 in Worcester County does not have health insurance coverage (Table 

2.5). Among women age 40 and older, 4.3 percent have never had a mammogram and 20.8 

percent reported it had been two or more years since they had a mammogram, the highest 

percentage in the Affiliate service area (Table 2.8). The county ranks fourth in the service area 

for breast cancer death rates at 24.0 (Table 2.1). Although Worcester County saw a very small 

annual decline in female breast cancer death rates, -0.2 percent, it is not currently on track to 

meet the Healthy People 2020 target for death rates and it has seen a 6.1 percent annual 

increase in late-stage diagnosis rates and is not on track to reach this target by 2020 (Tables 

2.1 and 2.7). 

 
Western Maryland (Allegany, Washington): 

Allegany County in Western Maryland has been identified as a targeted community of focus. 

Allegany County has a population of 73,521 (US Census Bureau, 2013). Whites make up 94.4 

percent of the population, Blacks/African-Americans 4.4 percent, Hispanics/Latinas 1.1 percent 

and Asian Pacific Islanders 1.1 percent (Table 2.4). The median income of $39,166 (American 

Community Survey 2010-2012) and 14.9 percent of the population lives below the poverty level 

(Table 2.5) making it one of the areas of the state with the lowest median household income 

and highest poverty level (American Community Survey 2010-2012). It is estimated that 

approximately 12.7 percent of the population aged 40-64 in Allegany County does not have 

health insurance coverage (Table 2.5). Among women 40 and older, 8.2 percent have never 

had a mammogram, and 14.1 percent reported it had been two or more years since they had a 

mammogram (Table 2.8). Allegany County has a death rate at 19.2 and a late-stage diagnosis 

rate at 40.9 (Table 2.1). Allegany County currently meets the Healthy People 2020 target for 

death rates; it has seen a 1.9 percent annual increase in late-stage diagnosis rates and is not 

on track to reach this target by 2020 unless the late-stage diagnosis rate falls at a faster rate 
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than currently estimated (Tables 2.1 and 2.7). In 2013, Allegany County received the third 

lowest ranking for health outcomes in the 2013 County Health Rankings report (Figure 2.3). 

 
Washington County in Western Maryland has been identified as a targeted community of focus. 

Washington County has a population of 149,588 (US Census Bureau, 2013). Whites make up 

89.8 percent of the population, Blacks/African-Americans 8.1 percent, Hispanics/Latinas 3.5 

percent and Asian Pacific Islanders 1.8 percent (Table 2.4). The median income of $55,790 

(American Community Survey 2010-2012) and 11.2 percent of the population lives below 

poverty (Table 2.5). It is estimated that approximately 12.3 percent of the population aged 40-64 

in Washington County does not have health insurance coverage (Table 2.5). Among women 40 

and older, 11.3 percent have never had a mammogram, the highest percentage in the Affiliate 

service area, and 11.1 percent reported it had been two or more years since they had a 

mammogram (Table 2.8). Washington County has a death rate at 19.9 and a late-stage 

diagnosis rate at 38.6 (Table 2.1). Washington County currently meets the Healthy People 2020 

target for death rates; it has seen a 1.4 percent annual increase in late-stage diagnosis rates 

and is not on track to reach this target by 2020 unless the late-stage diagnosis rate falls at a 

faster rate than currently estimated (Tables 2.1 and 2.7). 

 
An analysis of health systems and public policy relevant to the identified communities of interest 

will examine gaps, needs and barriers throughout the continuum of care in each community. 

This assessment will summarize current and potential community assets as well as explore the 

Affiliate's current and potential roles in health policy issues on the state and local level. The 

Affiliate’s partnerships and opportunities for synergistic efforts with the Maryland Breast and 

Cervical Cancer Program and the Maryland Cancer Collaborative will be examined. Effects of 

the Affordable Care Act on assets and barriers identified in each of the targeted communities 

will be explored and lessons learned from the implementation of the Maryland Health Care 

Exchange will be discussed. Additionally, the impact of Health Enterprise Zones being 

implemented by the Maryland State Department of Health and Mental Hygiene to bring 

additional primary care, outreach, and other programs to underserved communities throughout 

the state and their focus on eliminating health disparities will be explored in relation to their 

effect on the identified communities of interest. 
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  Health Systems and Public Policy Analysis  
 
 

Health Systems Analysis Data Sources 
 

The purpose of the health systems analysis is to determine what resources and facilities 

currently exist in each community of interest; Baltimore City and Baltimore County; the Southern 

Maryland counties of Calvert and Charles; the Eastern Shore counties of Dorchester, Somerset, 

Wicomico and Worcester and Allegany and Washington Counties in Western Maryland. This 

analysis also provides information about areas for concern and opportunity along the continuum 

of care that may address low screening percentages, high death rates or late-stage diagnosis. 

 
Information was collected and analyzed by the Affiliate using the Health System Analysis 

template. Key providers, Komen Maryland grantees, community leaders and breast cancer 

advocates in the communities of interest were queried to help provide a comprehensive picture 

of the path women take through the continuum of care. An inventory of providers and programs 

was compiled using the 2013 edition of the Affiliate Resource Guide for Breast Health and 

Healing, the Food and Drug Administration’s Mammography Facility Database of 

Mammography Quality Standards Act (MQSA) certified facilities, the Health Resources and 

Services Administration’s health center database, the Maryland Health Connection, the 

Maryland Breast and Cervical Cancer Early Detection Program (BCCP) and Komen Maryland’s 

grant applicant and recipient database. 

 
Health Systems Overview 

 

Overview of the Breast Cancer Continuum of Care 

The Breast Cancer Continuum of Care (CoC) represents how a woman typically moves through 

the health care system for breast care (Figure 3.1). A woman would ideally move through the 

CoC quickly and seamlessly, receiving timely, quality care in order to have the best outcomes. 

While not made explicit in the continuum, awareness, education and outreach/case 

management can impact entry into the system as well as progress made through the 

continuum. There can be many reasons or barriers that prevent a woman from entering or 

continuing in the breast cancer CoC. These barriers can include a lack of transportation, health 

care delivery system issues including long waits for appointments and inconvenient clinic hours, 

language barriers, fear, and lack of information - or the wrong information (myths and 

misconceptions). 

 
This model can be used as a guide when assessing why some women do not receive regular 

screening and why others who are screened may not receive timely diagnostic tests, treatment 

or follow-up care. Education can address some of these barriers and help a woman progress 

through the CoC more quickly and effectively. 

 
Screening: While a woman may enter the continuum at any point, ideally, a woman would enter 

the CoC by getting screened for breast cancer with a clinical breast exam and a screening 

mammogram. Komen believes all women should have access to regular mammograms when 

they and their health care providers decide that it is the right time for screening based on 

individual risk for breast cancer, and that the screening tests should be covered by third-party 

payers such as insurance companies and government programs. If screening test results are 
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normal, individuals re-enter the continuum for follow-up care, where they would get another 

screening exam at the recommended interval. Education plays a critical role in both 

encouraging women to get screened and reinforcing the need to continue to get screened 

routinely thereafter. 

 

 

Figure 3.1. Breast Cancer Continuum of Care (CoC) 
 

Diagnosis: For most women screening results will be normal. For some women, the results 

may be abnormal. If a screening exam results in abnormal results, diagnostic tests would be 

needed to determine if the abnormal finding is in fact breast cancer.  These tests might include 

a diagnostic mammogram, breast ultrasound or biopsy. If the tests are negative (or benign) and 

breast cancer is not found, she would re-enter the continuum for follow-up care, and return for 

screening at the recommended interval. The recommended intervals may range from three to 

six months for some women to 12 months for most women. It is important that women receive 

timely follow-up tests after an abnormal mammogram or clinical breast exam. Education plays a 

role in communicating the importance of proactively getting test results, keeping follow-up 

appointments and understanding what it all means. Education can empower a woman and help 

manage anxiety and fear. 

 
Treatment: A breast cancer diagnosis will lead to the treatment stage of the continuum. Health 

care providers work with the patient to determine a course of treatment. The best treatment 

plans are typically determined when the patient and provider work together and the patient 

receives education on such topics as treatment options, how a pathology reports determines the 

best options for treatment, understanding side effects and how to manage them, and helping to 

formulate questions a woman may have for her providers.  Treatment may last a few months to 

a few years. 

 
Follow-up Care and Survivorship: Follow-up care includes regular screening as 

recommended by a health care provider following normal or abnormal results. Women with 
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normal screenings need support to continue and maintain proper screening practices. For those 

diagnosed with cancer, follow up care ensures their needs are met post-treatment in order to 

address quality of life issues. 

 
Although the CoC model does not directly address the point at which survivorship starts, both 

Susan G. Komen and the National Cancer Institute's Office of Cancer Survivorship (2014) 

define an individual as a cancer survivor from the time of cancer diagnosis through the balance 

of his or her life.” Survivorship and follow-up care share many commonalities such as navigating 

insurance issues, locating financial assistance, and symptom management. Education may 

address topics such as making healthy lifestyle choices, long term effects of treatment, 

managing side effects, the importance of follow-up appointments and communication with 

providers. Most women will return to screening at a recommended interval after treatment ends, 

or for some, during treatment (such as those taking long-term hormone therapy). 

 
Overview of Health Systems: Strengths, Weaknesses and Opportunities in Targeted 

Communities 

 
Baltimore City and Baltimore County: 

Baltimore City is home to multiple world-renowned medical institutions. In Baltimore City alone, 

there are 13 hospitals and health systems (Figure 3.2). Since 1982, 107 Komen Research 

grants have taken place within three institutions located in Baltimore City, including 78 grants to 

the Johns Hopkins Medical Institution. Baltimore also has 29 Federally Qualified Health Centers 

(FQHCs) and community health centers that provide services to men and women in need. In 

Baltimore City, the BCCP is facilitated through Medstar Harbor Hospital and Medstar Union 

Memorial Hospital.  Within Baltimore County there are four hospitals and health systems. 

Baltimore County also has three Federally Qualified Health Centers (FQHCs) and community 

health centers. In Baltimore County, the BCCP is facilitated by the Baltimore County 

Department of Health. 

 
While Baltimore City and Baltimore County have many economic and development issues, 

existing coalitions within neighborhoods, housing associations, churches and schools are open 

to education, resources and partnerships with health care providers. Additionally, support 

services from educational outreach to support groups and financial assistance programs for 

breast cancer patients are abundant in the city. The Affiliate has awarded community grants in 

Baltimore City and Baltimore County that focused on screening and outreach/navigation 

programs, support programs (mentoring, meal delivery and financial assistance) and clinical trial 

education. 

 
In 2013 the Affiliate hosted a screening forum that brought together 12 participants from 11 

organizations to identify screening needs and resources in Baltimore City. Challenges such as 

making these resources easily accessible through outreach to the underserved, 

access/navigation to resources for financial assistance, and transportation were identified as 

common challenges along the continuum of care within these targeted areas. Both Baltimore 

City and Baltimore County have strong support programs and groups for women diagnosed with 
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breast cancer however increasing awareness of programs and resource sharing among 

providers of these programs presents a continued challenge. 

 
In 2014, the Affiliate began discussions with local community stakeholders at partner institutions 

in both the City and the County to discuss the establishment of a Baltimore Regional Breast 

Health Consortium. This partnership opportunity with current grantees and partners in the 

community will facilitate information and resource sharing as well as education and training for 

breast health stakeholders.  Since 1994, Komen Maryland and partners throughout the 

Baltimore area have hosted a regional educational symposium to reach the community. This 

annual educational event has reached over 3,500 participants in the past two decades. 
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Figure 3.2. Breast cancer services available in Baltimore City and Baltimore County 
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Southern Maryland (Calvert and Charles Counties): 

Calvert Memorial Hospital, home to the Sheldon E. Goldberg Center for Breast Care is the only 

hospital in Calvert County and is the first facility of its kind in Southern Maryland (Figure 3.3). 

The facility provides local women with access to comprehensive and coordinated care: from 

outreach and screening to diagnosis, treatment and survivorship. This dedicated space supports 

physician engagement in the management of breast disease (general and plastic surgeons, 

radiologists and pathologists as well as medical and radiation oncologists) and consultation with 

other providers about a patient's treatment. There are three accredited mammography facilities 

in Calvert County, including Calvert Medical Imaging Center the breast center’s imaging partner. 

This facility was recently designated as a Breast Imaging Center of Excellence by the American 

College of Radiology (ACR). This facility offers 3D mammography which is read by breast 

imaging experts from Johns Hopkins. The BCCP in Calvert County is facilitated by Calvert 

Memorial Hospital. This “one stop shop” serves the general population as well as BCCP clients. 

This provides for ease of access and minimizes some barriers to care such as distance between 

facilities and communication between providers. The county does not have any FQHCs but it 

does have a nonprofit organization, Calvert Health Care Solutions, providing access to health 

care services for uninsured residents. The Affiliate has awarded grants based in Calvert County 

and Calvert counties. Programs funded included screening and outreach/navigation programs 

and support programs (mentoring, meal delivery and financial assistance). 

 
The University of Maryland (UM) Charles Regional Medical Center is the center of Southern 

Maryland health care. UM Charles Regional's Community Cancer Program is accredited by the 

American College of Surgeons Commission on Cancer. As a part of the program, the 

Chesapeake Potomac Regional Cancer Center (CPRCC), which has two offices in the county, 

is a community-based radiation therapy cancer center. These facilities provide radiation therapy 

services to the residents of Calvert, Charles and St. Mary's counties in Southern Maryland. 

CPRCC is a joint venture of the Chesapeake Potomac Health Care Alliance (CPHA) and 

Maryland Regional Cancer Care. The Chesapeake-Potomac Health Care Alliance was formed 

in 1994 by MedStar St. Mary's Hospital, Calvert Memorial Hospital and Civista Medical Center 

with the goal of providing quality health care for every person in Southern Maryland. In Charles 

County, the BCCP is facilitated by the Charles County Health Department. There are three 

accredited mammography facilities in Charles County including the hospital. Free and low-cost 

care is available through two clinics, Health Partners, Inc. and one FQHC, Greater Baden 

Medical Services. The Affiliate has awarded grants providing programs in Charles County. 

Programs funded included screening and outreach/navigation programs and support programs 

(mentoring, meal delivery and financial assistance). 

 
The Southern Maryland community is often characterized by a culture of collaboration and a 

history of working together across county lines to ensure that quality patient care is delivered. 

One such example is the Pink Ribbon Project. With grant funding from Komen Maryland, the 

Pink Ribbon Project at MedStar St. Mary's Hospital in St. Mary’s County provides free breast 

exams and mammograms to uninsured and under-insured women of any age in Southern 

Maryland (St. Mary's, Calvert and Charles counties).  This program is often a valuable resource 
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and point of referral for women who are unable to be screened through county BCCP programs 

in Charles or Calvert counties. 

 
Both Calvert and Charles counties have strong support programs. Survivors Offering Support in 

Calvert County, through a Komen Maryland grant, has built a program that is integrated into the 

breast center at Calvert Memorial Hospital. The Pink Ladies and Sisters at Heart in Charles 

County go beyond just providing support groups for women diagnosed with breast cancer. 

These groups bring awareness to the community through educational events and many 

businesses in the local community have elected to provide support through fundraising to these 

smaller, locally-based organizations. Outreach to the underserved and access/navigation to 

resources for financial assistance are common challenges along the continuum of care within 

these targeted areas. In 2014 the Affiliate began a Southern Maryland Breast Health 

Consortium to facilitate information and resource sharing as well as education and training for 

breast health stakeholders. Through partnerships with Calvert Memorial Hospital, MedStar St. 

Mary’s Hospital and the Charles County Health Department, the consortium has over 50 

members representing ten Southern Maryland organizations. 
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Figure 3.3. Breast cancer services available in Calvert and Charles Counties 
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Eastern Shore (Dorchester, Somerset, Wicomico and Worcester Counties): 

The University of Maryland (UM) Shore Medical Center at Dorchester is the only hospital in 

Dorchester County (Figure 3.4). The facility is home to the county’s only accredited 

mammography facility and provides diagnostic and therapeutic services, including digital 

mammography, computed tomography (CT), magnetic resonance imaging (MRI), and nuclear 

medicine, to this midshore community.  In Dorchester County, the BCCP is facilitated by 

through the Dorchester County Health Department. Free and low-cost care is available through 

Choptank Community Health System at the Fassett Magee Health Center in Cambridge, 

Maryland. The Affiliate has awarded grants providing programs in Dorchester County that 

included screening and outreach/navigation programs and support programs (mentoring, meal 

delivery and financial assistance). 

 
The lower shore communities of Somerset, Wicomico and Worcester counties are served by 

The McCready Foundation’s McCready Memorial Hospital in Somerset County, Peninsula 

Regional Medical Center in Wicomico County, and Atlantic General Hospital in Worcester 

County. These facilities are home to the counties’ only accredited mammography facilities for 

Somerset and Worcester counties. In addition to the Breast Center at Peninsula Regional 

Medical Center, Wicomico County has two additional accredited mammography facilities serving 

the community: Peninsula Imaging, LLC and the Salisbury Diagnostic and Breast Center 

operated by the Peninsula Regional Health Group. Peninsula Regional Medical Center in 

Wicomico County provides comprehensive cancer diagnostic and treatment services to the 

region. The BCCP programs in all three counties are facilitated by the local county health 

departments which have a long history of collaboration/ and sharing of resources between the 

three lower shore counties. Free and low-cost care is available through one shared FQHC, 

Three Lower Counties Community Services, Inc. The Somerset County Health Department is 

currently working with the FQHC to implement a breast health and quality improvement process 

through an initiative of the Maryland Department of Health and Mental Hygiene that is funded by 

a national grant from Susan G. Komen. 

 
Wicomico County has one support organization, Women Supporting Women, which provides 

education, support groups and mentoring. Also, in Wicomico County, Maintaining Active 

Citizens, Inc’s (MAC), Living Well Center of Excellence (LWCE) currently implements a wide 

array of evidence-based programming on the Eastern Shore and has been a partner with Susan 

G. Komen Maryland as both a large and small grant recipient. The Affiliate has awarded grants 

to programs located in Wicomico County, including MAC, Inc, and the Wicomico County Health 

Department, which also serve Somerset and Worcester counties. Additional grants providing 

programs in all three targeted areas have also been awarded. Programs funded included 

screening and outreach/navigation programs and support programs (mentoring, meal delivery 

and financial assistance). Along with transportation issues, outreach to the underserved and 

access/navigation to resources for financial assistance presents an on-going issue to these 

targeted communities. Additionally, a lack of providers, especially specialty providers, poses 

challenges along the continuum of care. 
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In 2013, the Affiliate began an Eastern Shore Breast Health Consortium to facilitate information 

and resource sharing as well as education and training for breast health stakeholders 

throughout the Eastern Shore of Maryland. In particular, resource sharing and training for 

partners working with migrant populations have been a focal point of these efforts. Through 

partnerships with grantees, hospitals, local health departments and community organizations, 

the Eastern Shore consortium has over 80 members representing over a 28 Eastern Shore 

organizations. Since 2011, Komen Maryland and its Eastern Shore partners have hosted a 

regional educational symposium to reach the community and have reached over 350 

participants. 
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Figure 3.4. Breast cancer services available in Dorchester, Somerset, 
Wicomico and Worcester Counties 
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Western Maryland (Allegany and Washington Counties): 

The Western Maryland Health System is the only hospital in Allegany County (Figure 3.5). The 

facility is home to the Schawb Family Cancer Center and one of the county’s three accredited 

mammography facilities. This center provides services to a tri-state area (Maryland, West 

Virginia, Pennsylvania) and offers services from the screening and diagnosis phases, through 

treatment, support, and recovery. In Allegany County, the BCCP is facilitated by the Allegany 

County Health Department. Free and low-cost care is available through Tri-State Community 

Health Centers. The Allegany County Health Department is currently working with the FQHC to 

implement a breast health and quality improvement process through an initiative of the 

Maryland Department of Health and Mental Hygiene that was originally funded by a national 

grant from Susan G. Komen. The Western Maryland Health System Wellness Center offers 

education and support groups to the community. The Affiliate has awarded grants providing 

programs in Allegany County and other Western Maryland counties. Programs funded included 

screening and outreach/navigation programs and support programs (mentoring, meal delivery 

and financial assistance). 

 
Meritus Health is the only hospital in Washington County and home to the John R. Marsh 

Cancer Center. The recently opened Center for Breast Health at Meritus Health resulted from 

hospital data that showed breast cancer cases to be of the higher-than-average percentage of 

cases treated at the John R. Marsh Cancer Center at Meritus Health (Meritus Health, 2014). 

This new center brings together the full range of breast health care along the continuum from 

risk reduction and screening to diagnostics, treatment and recovery. In Washington County, the 

BCCP is facilitated by the Washington County Health Department. Free and low-cost care is 

available through Tri-State Community Health Centers and the Walnut Street Community Health 

Centers. Education and support programs are provided to the tri-state community by Breast 

Cancer Awareness-Cumberland Valley in addition to Meritus Health and the local health 

department.  In addition to grant programs in Allegany and other Western Maryland counties, 

the Affiliate has awarded grants to the Make a Difference Breast Cancer Screening Program at 

Meritus Health for screening and outreach/navigation programs and support programs 

(mentoring, meal delivery and financial assistance). 

 
The more streamlined facilitation of cancer care to patients through the recently opened Center 

for Breast Health at Meritus Health is supportive of reducing issues that negatively impact time 

to diagnosis and treatment as well as enhanced provider communication. An issue affecting 

access to care in this rural community continues to be the lack of public transportation in rural 

areas. Along with transportation issues, outreach to the underserved and access/navigation to 

resources for financial assistance presents an on-going issue to these targeted communities. 

Additionally, a lack of providers, especially specialty providers, poses challenges along the 

continuum of care. It is also reported that service providers often need to have a knowledge 

base of resources for screening, diagnosis and treatment for not only the multiple counties 

within Maryland from which clients are seen but also resources for the surrounding communities 

in the bordering states of Pennsylvania and West Virginia as they are the nearest medical care 

facility for some residing in bordering states. 
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In August 2014 the Affiliate held the inaugural meeting of a Western Maryland Breast Health 

Consortium to facilitate information and resource sharing as well as education and training for 

breast health stakeholders. Through partnerships with grantees, hospitals, local health 

departments and community organizations, the Western Maryland consortium has over 48 

members representing 13 Western Maryland organizations. 
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Figure 3.5. Breast cancer services available in Allegany and Washington Counties 
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Public Policy Overview 
 

The Maryland Breast and Cervical Cancer Early Detection Program (BCCP) was started in 1992 

and is funded by grants from the State of Maryland and the Centers for Disease Control and 

Prevention (CDC). The BCCP provides breast and cervical cancer screening for women 40-64 

years of age who are Maryland residents, uninsured or underinsured (having insurance that 

does not cover these services or with a high deductible), and have incomes of less than 250 

percent of the Federal Poverty Level. Locally, BCCP programs also now have the option of 

paying for client services in the case of cost-sharing situations as well. These include 

deductibles, co-pays, and co-insurance for otherwise eligible women. In addition to an annual 

screening mammogram and clinical breast examination (CBE), the program will also pay for 

diagnostic mammograms, breast ultrasounds, surgical consultations and biopsies. The BCCP in 

Maryland is a decentralized program. Overall program management and reporting is the 

responsibility of the central staff at the Maryland Department of Health and Mental Hygiene with 

program coordinators located in 22 county health departments and two hospitals (in Baltimore 

City and Calvert County). Enrollment, screening, re-screening, case management, follow-up and 

public education are the responsibility of program staff on the local level. 

 
The key to BCCP is its provision of case management for women in need of a diagnostic work- 

up or who have been diagnosed with breast cancer.  An added strength of the BCCP in 

Maryland is that it is working to increase breast health screening not only among program- 

eligible clients but it is working to increase breast health screening on the population level as 

well. With support from a national grant from Susan G. Komen, the Maryland Department of 

Health and Mental Hygiene is currently working with the Somerset County Health Department to 

implement a breast health and quality improvement process with the one shared FQHC that 

serves the lower Eastern shore of Maryland. In 2013, the Maryland Patient Navigation Network 

(PNN) was launched to bring together individuals from public and private organizations that 

work in navigating patients through cancer care, and to provide opportunities for networking, 

sharing resources, and training. Komen Maryland has an important opportunity to work closely 

with the BCCP and with the PNN to provide key support to those providing breast health 

navigation services. 

 
While the BCCP receives funding from both the Centers for Disease Control and Prevention 

(CDC) and State of Maryland, the Affiliate supplements local BCCP programs with both large 

and small grants to fund outreach workers and case managers and to cover costs of CBEs and 

mammograms. Komen Maryland grant funds have also been used to pay for screening for high 

risk and symptomatic women less than 40 years of age as well as programs that provide 

education and other support services.  Komen Maryland and the BCCP have maintained a 

strong collaborative relationship working together to meet the needs of the Affiliate service area. 

Over the next four years, Komen Maryland will continue to work closely with local BCCP 

programs and the Maryland Department of Health and Mental Hygiene in order to be responsive 

and support the evolving needs of the community by continuing participation in both state and 

local level discussions and fostering strong relationships with key stakeholders and politicians in 

the Affiliate service area. 
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In addition to the BCCP, funding is available through the Maryland Breast and Cervical Cancer 

Diagnosis and Treatment Program (BCCDTP), for additional diagnostic tests and treatment for 

breast cancer when necessary. The BCCDTP is a state-funded program unique to Maryland. It 

pays for a diagnostic work-up and treatment for Maryland residents who have received a 

positive screening result for breast (and cervical) cancer. Entrance into this program is not age- 

dependent, unlike BCCP screening. Applicants (male or female) must be Maryland residents, 

prove medical need, meet income guidelines (250 percent of the Federal Poverty Level) and be 

uninsured or underinsured. 

 
In addition to the BCCP in Maryland previously the Medical Assistance program known as the 

Women’s Breast and Cervical Cancer Health Program (WBCCHP) was available to women 

through the federal Breast Cancer, Prevention, and Treatment Act which provided full Medical 

Assistance during the period that women were undergoing treatment. BCCP patients who were 

not eligible for the WBCCHP could have their treatment paid for by the Maryland Breast and 

Cervical Cancer Diagnosis and Treatment Program. The decision was made by the Maryland 

legislature that, in light of Affordable Care Act implementation, including the expansion of 

Maryland Medicaid eligibility and the availability of the Maryland Health Benefit Exchange in 

January 2014, to apply for a waiver to the federal government to eliminate/phase out the 

Women's Breast and Cervical Cancer Health Program (WBCCHP), Maryland's Medicaid 

program for women diagnosed with breast and cervical cancer. The waiver was granted and 

WBCCHP stopped accepting new enrollees to this comprehensive insurance coverage program 

as of January 1, 2014. Women enrolled in the program as of December 31, 2013 continue to be 

eligible for Medicaid assistance as long as they are receiving active cancer treatment. For 

Maryland residents who are not eligible for Medicaid, the Maryland Breast and Cervical Cancer 

Diagnosis and Treatment Program (BCCDTP) continues to offer payment of breast and cervical 

cancer diagnostic and treatment services to eligible enrolled individuals. 

 
In compliance with the Affordable Care Act (ACA), on October 1, 2013, the Maryland Health 

Connection opened to provide online, in-person or over-the-phone application assistance for 

Marylanders to enroll in Medicaid. Individuals may apply online, or in-person through their local 

Department of Social Services or Local Health Department as well as through a statewide 

network of consumer assistance organizations. By nature of their role, many BCCP coordinators 

within local health departments and hospitals serve as a critical point of entry for both the BCCP 

program and navigation into Medicaid and the Maryland Health Exchange. Although this 

navigation is often not their primary job, it is reported that it is often a role that exacts an 

increased amount of time and persistence. 

 
Also as a result of the ACA, the Primary Adult Care program (PAC) in Maryland was phased out 

and individuals enrolled in the PAC were automatically enrolled in full Medicaid as of January 1, 

2014. As of January 1, 2014, Medicaid expanded to cover all adults under age 65 up to 138 

percent of the Federal Poverty Level (FPL), or about $32,913 annually for a family of four. 

Eligibility for most people is based on Modified Adjusted Gross Income (MAGI), which is a 

federal standard linked to tax methods. Income and other required information are verified using 
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data from the IRS, Social Security Administration, and other state and federal data sources; no 

paper verification is necessary when the information is already available. The new income and 

household eligibility rules do not apply to the elderly, people applying on the basis of need for 

long-term care, people who qualify for assistance with Medicare premiums and cost-sharing and 

foster care youths. 

 
Prior to the implementation of the ACA, there were an estimated 756,000 uninsured individuals 

in Maryland (Kaiser Family Foundation, 2014). As of August 13, 2015, 606,226 Marylanders 

have enrolled in health coverage for 2015 through Maryland’s state-based insurance 

marketplace. That includes 123,673 people enrolled in private Qualified Health Plans (QHP) and 

482,553 people enrolled in Medicaid through the marketplace since open enrollment for the year 

began on Nov. 15, 2014. Nearly 94 percent of all Marylanders who have enrolled through 

Maryland Health Connection for coverage this year received financial assistance 

(Maryland Health Connection, 2015). Among the target communities, Baltimore City and 

Baltimore County have seen the greatest enrollment into qualified Maryland health plans (Figure 

3.6). Prior to and under implementation of the ACA, the BCCP initiated projects focused on 

building community-clinical linkages and health systems change to improve breast health, 

focused  mainly in the area of process and quality improvement. 

 
To date, the heaviest impact felt by the BCCP has been that local programs are experiencing 

anywhere from 20-65 percent of their recalled (annual recall for breast cancer screening) 

patients are no longer eligible for the program due to enrollment in expanded Medicaid. Local 

programs have reported far fewer clients being ineligible due to enrollment in a Maryland Health 

Benefit Exchange plan. This impact has resulted in local programs finding an increased need to 

outreach and recruit on a much larger scale than has previously been necessary. It has been 

reported that some programs are finding that outreach needs include a focus on subpopulations 

of women who are more difficult to find for a variety of reasons (women who have never been 

engaged in the medical system, undocumented, ethnic/cultural groups, homeless, etc.). As a 

result, programs are finding an increased need to allocate funds toward outreach/recruitment 

activities (staff, printing, educational resources, specialized needs: transportation, interpretation, 

etc.) whereas these funds may have been directed toward screening procedures in the past. 
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Maryland Health Connection (2015) 

Figure 3.6. Maryland qualified health plan enrollments by county (as of August 13, 2015) 
 

The Maryland Comprehensive Cancer Control Plan (MCCP) is a resource for all those engaged 

in cancer control in Maryland. In 2011, the MCCP was revised and released. Komen Maryland 

participated in the process of providing updates to the breast cancer plan and currently 

participates as an active member of the Maryland Cancer Collaborative (MCC) which serves to 

bring together existing groups and new partners from across the state to collaborate to 

implement the Maryland Comprehensive Cancer Control Plan. In particular, involvement in the 

MCC’s Survivorship workgroup has increased with Komen Maryland taking on an increased role 

within the steering committee for the group. According to the MCCP (2011) the goal for 

Maryland is to reduce the incidence, deaths, and morbidity from breast cancer through 

prevention, early detection, treatment, and effective survivorship care. Goals, objectives and 

strategies are presented in Figure 3.7. 

 
Komen Maryland communicates to state and local level policymakers and legislators regularly to 

share grant funding and program accomplishments of the organization. Komen Maryland has 

maintained close ties with local BCCP staff and health department staff and communicates 

regularly to share insights from the field. The Maryland state legislature has a history of support 

for breast health issues. Regular updates to local and state level policymakers and advocates 

have been provided to keep them apprised of Komen Maryland’s support to the community, 

With the impact of the ACA and the evolving changes to come, Komen Maryland sees great 

opportunity to increase communication and direct outreach to policymakers and legislators as 

well as other local community leaders.  Over the next four years, Komen Maryland will continue 

to work to support the implementation of the MCCP and the MCC by implementing regional 

breast health consortia. These consortia will bring together survivors, breast care professionals, 

advocates and community leaders throughout the Affiliate service area to network and discuss 

information and services focused on breast cancer risk reduction, education, outreach, 

screening, treatment and survivorship. 
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Figure 3.7. Maryland Comprehensive Cancer Control Plan: Breast Cancer 
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Health Systems and Public Policy Analysis Findings 
 

The Health Systems and Policy review yielded several areas of need and opportunity along the 

continuum of care. Limited resources for screening and treatment in the western, southern and 

eastern regions of the Affiliate coupled with limited hours for those facilities present a barrier to 

accessing screening and treatment services. Physical proximity between facilities and 

geographical barriers are of particular concern in the more rural areas of the southern, eastern 

and western targeted communities. Survivorship and support services are limited and most 

often available by way of financial assistance. Few programs offer psychosocial support and 

end of life planning support throughout the identified communities of interest. 

 
Additionally, the elimination of WBCCHP as a resource for full medical coverage to women 

served by BCCP and diagnosed with breast or cervical cancer has resulted in a gap in coverage 

of women between 138 percent and 250 percent of Federal Poverty Level.  These women 

would have been eligible for comprehensive medical coverage if they had a service paid by 

BCCP. However, those women are now enrolled into BCCDTP and although their cancer 

treatment is covered, the program covers only those costs associated to the cancer diagnosis 

and treatment. Further examination of financial and other support needs such as co-pay 

assistance, recall and transportation will be examined in the qualitative review. 

 
Several opportunities for Komen Maryland to support policies and programs being implemented 

by the Maryland Department of Mental Health and Hygiene were identified.  Continued support 

of the implementation of the Maryland Cancer Control Plan’s breast cancer objectives and 

strategies as well as increased involvement within the Maryland Cancer Collaborative are an 

area of potential growth and increased partnership. Similarly, the implementation of regional 

breast health consortia intended to bring together survivors, breast care professionals, 

advocates and community leaders throughout the Affiliate service area, has been a new 

strategy that has been well received locally and widely supported by community leaders. These 

groups will enable Komen Maryland to assume a more active role in state level policy and 

legislative level advocacy as appropriate in the years to come. 
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  Qualitative Data: Ensuring Community Input  
 
 

 

Qualitative Data Sources and Methodology Overview 
 

Methodology 

In order to assess the knowledge, attitudes, and beliefs about breast cancer and the continuum 

of care perspectives of individuals within each community of interest the Affiliate completed 29 

interviews with key informants from the medical provider community and surveyed 239 

stakeholders in the community. The purpose of the interviews and surveys was to hear from 

community members, breast cancer survivors, and breast cancer experts in the community to 

learn about survivors’ experiences during diagnosis, treatment, and follow-up care as well as 

services available to them during these phases of the continuum of care. Key assessment 

questions included identifying barriers to screening, barriers to treatment, and survivorship 

needs. The target population for assessment was women between the ages of 35-60 of all 

races. Variables were identified along the continuum of care for the key informant interview tool 

and survey instrument. These variables were reviewed by the qualitative data experts on the 

Community Profile Team. 

 
In addition, to assess the needs, support systems, resources, and communication preferences 

of young breast cancer survivors in the Affiliate service area, 18 interviews were conducted with 

key informants from the provider community as well as survivors who volunteered. The purpose 

of the interviews was to initiate a conversation on how the Affiliate can better serve young 

survivors in their service area. For the purpose of these interviews, young survivors were 

determined to be anyone who received a diagnosis of breast cancer before the age of 45. The 

questions examined how the needs of young survivors differ from survivors over the age of 45, 

the support systems and available resources for young survivors in the Affiliate area, and the 

health communication preferences of young survivors. 

 
Key Informant Interviews- Health Care Providers 

Key informant interviews constituted the primary qualitative data collected. Interviews were 

conducted by phone and transcribed by a Komen Maryland Community Health Team intern. 

Phone interviews were conducted with key provider informants in order to minimize disruption to 

their schedules and reduce potential interviewer bias. The use of unstructured interviews with 

key provider informants was selected to allow for respondents to convey their views and 

experiences in their own words and allow for discovery of themes that may not have previously 

been identified. No incentives for participation were provided. Responses were analyzed using 

NVivo10 software.  Physicians, nurses, social workers and patient navigators were interviewed 

to broaden the view of women’s breast health and breast cancer needs by seeking to gather 

information from providers working with patients along the continuum of care. Interview 

questions included information on each organization’s patient demographics; outreach and 

education; screening, diagnostic, and treatment services; and survivor support services. 

Reponses gathered through key informant interviews helped provide insight into the gaps 

identified through the health systems analysis. 
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Surveys- Community Members 

Although a preferred method for gathering information from harder-to-reach stakeholders of 

interest was identified as focus groups, linguistic and cultural barriers to completing focus 

groups resulted in the use of a convenience survey to assess barriers to screening, barriers to 

treatment, and survivorship needs. Surveys were completed online and analyzed using the 

Survey Monkey online survey tool. The Affiliate disseminated the tool through local health 

departments, grant partners, clinics, and social media. The survey was presented in both 

English and Spanish and participants had the opportunity to be entered to win a retail gift card 

for participating. As will be further discussed, it is important to note that due to the small sample 

sizes of the convenience samples, results are limited in their generalizability to the overall 

populations in the targeted communities. 

 
Key Informant Interviews- Young Survivors 

Key informant interviews constituted the primary qualitative data collected. Interviews were 

transcribed by a Komen Maryland Community Health Team intern. The interviews with providers 

were conducted either over the phone or in person at their place of employment to minimize the 

disruption in their schedules. Although the ideal method of collecting data from survivors was 

identified as focus groups, the logistics were prohibitive and individual phone interviews were 

used. Survivors indicated that time and travel were barriers to participating thus, phone 

interviews minimized these barriers. Unstructured interview methodology was chosen to allow 

for respondents to provide insight in their own words and to highlight any unidentified important 

themes. No incentive for participation was offered to providers. Survivors were offered the 

chance to receive a retail gift card. 

 
Sampling 

Key Informant Interviews- Health Care Providers 

Key informant interviews were conducted with a sample of 29 breast health care providers who 

serve the four targeted communities identified by the Affiliate: Baltimore City and Baltimore 

County (10 providers); the Southern Maryland counties of Calvert and Charles (six providers); 

the Eastern Shore counties of Dorchester, Somerset, Wicomico and Worcester (five providers) 

and Allegany and Washington counties in Western Maryland (eight providers). Of these 

providers, the following types of key informants were interviewed: Komen Maryland grantees, 

nurse navigators, BCCP coordinators, breast cancer program coordinators and professionals 

serving the four targeted communities identified by the Affiliate. In addition, the key informants 

represented several different types of organizations. The largest percentage of groups 

represented were hospitals and medical systems (55 percent) followed by local health 

departments (24 percent), nonprofit organizations (17 percent) and academic programs (3 

percent). Komen Maryland grantees made up 48.2 percent of respondents. 

 
Surveys- Community Members 

In addition to the key informant interviews, 239 survivors, co-survivors and caregivers 

completed an anonymous online survey of individuals throughout the Affiliate service area: 131 

respondents (55.0 percent) were from Central Maryland representing the targeted communities 

of Baltimore City and Baltimore County; 39 respondents  (16.4 percent) were from the Eastern 
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Shore representing the targeted communities of Dorchester, Somerset, Wicomico and 

Worcester counties; 28 respondents (11.8 percent) were from Western Maryland representing 

the targeted counties of Allegany and Washington; and 25 respondents (10.5 percent) were 

from Southern Maryland representing the targeted communities of Calvert and Charles 

dounties. The average age of respondents was 51.3 years. Although attempts to reach minority 

and non-English speaking women through Komen Maryland grantees and community partners 

were made, the majority of respondents spoke English as their primary language. Respondents 

were 81.4 percent White, 11.7 percent Black/African-American, 5.6 percent Hispanic/Latina and 

1.3 percent Other. The education levels of respondents ranged from no high school diploma to 

those with post graduate degrees. The largest percentage (30.0 percent) of respondents had 

bachelor’s degrees followed by graduate degrees (28.2 percent), associate or trade degrees 

(21.6 percent), high school diplomas (18.9 percent) or less than a high school diploma (1.3 

percent). Annual household income and insurance status were not obtained as these questions 

were thought to introduce a potential barrier to completion by participants. 

 
Key Informant Interviews- Young Survivors 

Eleven providers were interviewed throughout the Affiliate area, and four of these individuals are 

also survivors of breast cancer themselves, although not all were diagnosed with breast cancer 

at a young age. Of the providers, the following types of key informants were interviewed: nurse 

and patient navigators, medical oncologists, Komen Maryland grantees, and breast center 

program coordinators. These providers came from different parts of Maryland, including 

Baltimore City, Baltimore County, Anne Arundel County, Worcester County and Washington 

County. Providers were selected for participation based on their knowledge of breast cancer in 

the Affiliate service area. Providers were then asked to speak to the survivors they serve to 

recruit them for this project. In addition, Twitter and Facebook were used to recruit survivor 

participants. Eleven young breast cancer survivors, including the four providers, who were also 

survivors, were interviewed. Of the survivors, the following areas of Maryland were represented 

in the sample: Anne Arundel County, Harford County, Baltimore City, and Baltimore County. 

 
Ethics 

Key Informant Interviews- Health Care Providers 

Key informant interviews constituted the primary qualitative data collected. Informants were 

contacted by the Community Profile Team with an explanation of the purpose of the interview in 

relation to the Community Profile, their rights as participants, and what they could expect in 

regards to the interviews and confidentiality. Verbal consent for participation was obtained and 

documented at the time of each phone interview. During the interviews, participants were 

reminded that participation was voluntary; they did not have to respond to every question, and 

they could choose to stop the interview at any time.  Likewise, key informants were reminded 

that refusal to participate would not result in a loss of services or grantee benefits. Participants 

were informed that responses would be kept confidential and any responses included in the final 

report would be kept anonymous and would not include any identifying information. Additionally, 

participants were provided with contact information for any questions or concerns. Responses 

are stored on a secure network drive for which permission to access must be granted by the 

network administrator. 
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Surveys-Community Members 

Surveys were completed online and analyzed using the Survey Monkey online survey tool. The 

survey was presented in both English and Spanish.  Participants were informed of the purpose 

of the survey in relation to the Community Profile, their rights as participants, and what they 

could expect in regards to confidentiality. Participants self-selected to complete the survey thus 

consent was implied. Participants could exit the survey at any time prior to completing. No 

identifying information was collected; however, participants had the option to provide an email 

address to be entered to win a retail gift card for participating. Participants were informed that 

responses would be kept confidential and any responses included in the final report would be 

kept anonymous and would not include any identifying information. Additionally, participants 

were provided with contact information for any questions or concerns. The survey tool and data 

were stored in a secure password-protected online account. 

 
Key Informant Interviews- Young Survivors 

Key informant interviewees were given a description of the project, its purpose, and the 

intended use for the information collected. Verbal consent for participation was obtained at the 

time of the phone interview. Participants were reminded that their participation was completely 

voluntary, they did not have to respond to every question, and that they could choose to stop 

the interview at any time. Participants were informed that responses would be kept confidential 

and any responses included in the final report would be kept anonymous without any identifying 

information. 

 
Qualitative Data Overview 

 

In order to assess the experience of a client from screening through survivorship and offer a 

more complete perspective on breast health care along the continuum, both interviews and 

survey instruments were used and included questions on awareness and access to screening, 

diagnosis, transition to treatment and survivor support both during and after treatment. The 

common findings within the qualitative data measures collected from 29 interviews with key 

informants from the medical provider community and a survey of 239 stakeholders in the 

community are presented below. 

 
Screening, Diagnosis and Treatment 

Over ninety percent of survey respondents reported that getting their mammogram was very 

easy or easy, with only 2.1 percent reporting that getting their mammogram was difficult or very 

difficult. Of those who reported difficulty obtaining mammography services, respondents 

highlighted issues related to fear of breast cancer (8.4 percent), lack of insurance (3.2 percent), 

and challenges such as difficulty taking off time from work and/or long waiting times for 

appointments (2.1 percent). It is important to note that the appearance of ease of obtaining 

mammography screening in the survey results may be largely due to the large proportion of 

survey participants who were fluent in English and had higher education levels. Key informants 

and survey participants indicated that the most common barriers to screening included fear (fear 

of cancer being found and fear of procedures), lack of insurance or other financial difficulties, 

transportation and childcare issues.  Survey participants indicated that difficulties in scheduling 
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such as a waitlist for appointments, inconvenient office hours, and balancing work schedules 

posed additional challenges. Key informants interviewed also indicated their patients expressed 

concern with missed work hours becoming a barrier to screening. 

 
Of the survivors surveyed, the majority of respondents were first diagnosed between 40-49 

years of age (37.9 percent) and 50-59 years of age (35.8 percent). However, 11.5 percent of 

participants were young survivors diagnosed with breast cancer before age 39. Additionally, 

11.0 percent indicated that they were survivors living with metastatic breast cancer. Most 

survivors were diagnosed with Stage 1 breast cancer (42.1 percent), followed by Stage 2 (26.3 

percent), and Stage 3 (13.7 percent). Nearly 82.1 percent of respondents stated they had no 

problems obtaining treatment after being diagnosed with breast cancer. Among respondents 

who reported difficulties obtaining treatment, the following obstacles were most commonly 

reported: fear of treatment (5.3 percent), lack of insurance (4.2 percent), lack of money (4.2 

percent), difficulty taking time off from work (4.2 percent), transportation (4.2 percent) and 

childcare (3.2 percent). Respondents’ treatments included: lumpectomy (56.8 percent), 

chemotherapy infusion (53.7 percent), whole breast radiation (44.2 percent), hormone therapy 

(33.7 percent) and bilateral mastectomy (19.0 percent). Key provider informants and survey 

respondents indicated that fear was the primary barrier in transitioning from screening to 

diagnosis and treatment. Lack of insurance and knowledge of the differences in coverage for 

screening, diagnostic and treatment services was also cited among key informants and survey 

participants. Likewise, both indicated that the timeliness in transition from screening to 

diagnosis and diagnosis to treatment was of special concern. Notably, half of the key 

informants interviewed indicated that they provide financial assistance through charity care 

programs. 

 
Key informant interviews indicated that education about and connection to clinical trials was 

predominantly coordinated by a clinical trial nurse navigator or oncologist. Survey respondents 

indicated that their care was predominantly coordinated by their oncologist (76.8 percent) 

followed by their surgeon (21.1 percent), primary care provider (12.6 percent), or gynecologist 

(5.3 percent). Additionally, 3.2 percent indicated that they did not know who the primary 

coordinator of their care was while one percent indicated they were personally responsible. All 

of the survivors living with metastatic breast cancer who responded indicated that their primary 

care coordinator was their oncologist. Again, it is important to note that the number of people 

who indicated they knew their primary care coordinator may be skewed due to the large 

proportion of English speaking respondents and higher education levels of respondents in the 

sample. 

 
Key informant interviews indicated that communication with a patient’s primary care provider 

poses certain challenges. Although many indicated that clinical reports are shared among 

providers and others, the majority of respondents shared that in some care sites there was no 

tracking system in place. The lack of navigation and tracking makes it difficult to ensure that a 

primary care provider is notified of test results and overall medical status. Respondents 

indicated the need for a database with all of the patient’s information in one place that is easily 

accessible. Key informants reported that language barriers, difficulty reaching clients from lower 
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socioeconomic backgrounds and those that may be homeless or move frequently, and 

compliance/adherence to care plans may have an effect on the quality of care that a breast 

cancer patient receives. Nearly half of key informants interviewed stated that patients were 

provided with a summary of the medical treatments they had received. Nearly half of those 

interviewed indicated that they were new to or looking into providing a survivorship care plan in 

addition to the treatment summary. 

 
Survivorship, Support and Education 

Most respondents have received on-going medical follow-up care since being treated for breast 

cancer. Seventy-nine percent continue to visit their oncologists, 72.6 percent receive 

mammograms, 65.3 percent receive breast exams, 59.0 percent receive blood tests, and 52.6 

percent receive adjuvant therapy such as Tamoxifen, Arimidex, etc. The majority of survivors 

surveyed (90.5 percent) indicated they were offered support services during or after treatment. 

Support groups or mentors were offered to 62.1 percent of respondents, 44.2 percent were 

offered patient navigation services, 39.0 percent were offered lymphedema services, 

33.7percent were offered counseling, 31.6 percent were offered wigs or hats, 36.0 percent were 

offered exercise programs, and 32.0 percent were offered counseling services. Transportation 

support, breast prosthetics, and nutrition support were offered to less than 20.0 percent of 

survivor respondents. Of women living with metastatic breast cancer, 50.0 percent were offered 

support groups or mentors, 37.5 percent were offered financial support, 25.0 percent were 

offered patient navigation services, counseling and wigs or hats, and 12.5 percent were offered 

breast prosthetics, lymphedema services, and referrals to outside agencies. 

 
Of the supportive care services that survivors reported having received, the services that they 

reported being the most helpful to them included: support groups (35.8 percent), patient 

navigation (27.4 percent), lymphedema services (18.0 percent), and religious prayer/groups 

(10.5). Respondents reported that only 16.8 percent were offered nutrition/food delivery 

services, 14.7 percent were offered financial support, 14.7 percent were offered complementary 

therapies (acupuncture, massage, Reiki, yoga, Tai Chi, etc.), and 3.2 percent were offered 

transportation support,  and almost 9.5 percent of survivors were offered no support services. 

Women living with metastatic breast cancer indicated that of the supportive services received 

support groups and wigs or hats (37.5 percent) as well as breast prosthetics, lymphedema 

services and religious prayer/groups (12.5 percent) were the most helpful to them. 

 
Survey participants were asked what they believed to be the three greatest needs for women in 

treatment for breast cancer. Responses centered on three key themes: support, quality 

treatment and financial assistance. Support was cited by 40.9 percent of respondents as being 

the top need. In addition to support groups, survivor mentor programs and patient navigation, 

respondents indicated that support from family, friends, care providers, co-workers and religious 

organizations was critical for women undergoing treatment. Quality treatment was cited by 37.0 

percent of respondents. Responses regarding the need for more quality treatment centered on 

education about treatment options and decision making, accessible care and quality care 

providers, as well as timeliness and ease of entry into care. The third major need cited by 17.7 

percent of respondents was financial support.  Responses indicated cost of insurance, co-pay 
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support, financial need due to time off work, transportation and childcare as areas of concern. 

Respondents indicated similar unmet needs for women living with metastatic breast cancer in 

addition to the need for more education on palliative care and metastatic cancer specific support 

programs. 

 
Central Maryland (Baltimore City and Baltimore County) 

Among the key informants interviewed and the survey respondents representing Baltimore City 

and Baltimore County, in addition to the themes previously discussed, respondents noted that 

especially within the Black/African-American population, more emergency room visits occurred. 

It was reported that these visits were more frequently due to pain being experienced throughout 

the body that was resulting from a previously undiagnosed case of late-stage breast cancer. 

Informants indicated that those who generally experience the greatest difficulty accessing 

services are those who have no insurance or are underinsured, those with transportation and 

other logistical issues such as childcare; and those with language barriers. Likewise, a client’s 

understanding of exactly what is covered under Medicaid or other health care coverage was 

identified as a barrier requiring added time and resources. 

 
Southern Maryland (Calvert and Charles Counties) 

Among the key informants interviewed and the survey respondents representing Calvert and 

Charles counties, in addition to the themes previously discussed, respondents noted that 

Southern Maryland is a very tight-knit community with a great deal of collaboration between 

medical facilities. Despite this, limited availability of appointments and long wait-times for an 

appointment can influence movement through the continuum of care. Likewise, although 

collaboration between facilities was reported as an asset to the community, transitions between 

providers and facilities can present an issue in consistency and trust for the patient. One key 

informant noted that “If we do the initial screening, then they are familiar with us and the whole 

process. However, if the patient has their screening done elsewhere and are sent to us for 

diagnosis, then they lack familiarity with us and there is a lack of connection”. Respondents 

noted that transportation between other counties, the expense of co-pays for services provided 

and language barriers pose additional barriers to accessing services. One respondent 

expressed particular concern for the rural, poor and desolate community in the Nanjemoy area 

stating that there are many uninsured and unemployed Black/African-American women in that 

area who are not aware of the resources available to them and are often not seen until a 

problem has grown and many times, it has spread to other sites in the body. In addition to the 

Nanjemoy area, another respondent expressed a concern regarding the unique needs both 

educationally and financially in regard to screening and treatment of those in the 

Amish/Mennonite community in Southern Maryland. 

 
Eastern Shore (Dorchester, Somerset, Wicomico and Worcester Counties) 

Among the key informants interviewed and the survey respondents representing Dorchester, 

Somerset, Wicomico and Worcester counties, transportation services and the impact of missing 

work for appointments were cited as critical issues faced by patients. As rural counties with 

limited medical resources, the amount of time from screening to diagnosis may be longer due to 

the number of appointments a patient has and the services accessible to them. One respondent 
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indicated that provider hours and availability was a barrier to care “because working women 

may not have the means to take off from work so they are forced to choose between the 

screening or getting money.” Respondents indicated that for those patients who leave the 

Eastern Shore for treatment and go “across the bridge” to Annapolis or Baltimore, transition 

after treatment can be “disjointed because they have to get re-connected” with their care 

providers locally following discharge from treatment. It was reported that these burdens were 

especially difficult for those living on lower and fixed incomes such as individuals of retirement 

age; as well as the growing Hispanic/Latino migrant community for whom language and cultural 

concerns were also cited as barriers. Notably, education levels and understanding of or lack of 

insurance benefits for the uninsured, underinsured or newly insured and the need for assistance 

with educating patients on the services that may be available to them was highlighted by the 

majority of respondents. 

 
Western Maryland (Allegany and Washington Counties) 

Among the key informants interviewed and the survey respondents representing Allegany and 

Washington counties, collaboration among health care facilities in the Western Maryland region 

was identified as being important due to the limited medical resources and lack of specialists in 

the area. It was reported that some patients leave the Affiliate service area and seek care at 

medical facilities in the neighboring states of Virginia and West Virginia.  One respondent 

shared that due to the location and proximity to other states with closer medical facilities they 

must be versed in not only the Affiliate service area’s resources for the uninsured and 

underinsured but those of two other states as well. Most respondents indicated that 

transportation is a challenge; stating “some people will drive 45 minutes one way just to have an 

appointment. Plus there are challenges with long commutes like gas money.” Likewise, the lack 

of public transportation in rural areas results in difficulty accessing services. Key informants 

indicated increased outreach to the newly insured or newly insurance eligible and uninsured 

populations was needed to inform the community about options, resources and assistance 

available to them to enroll and to navigate the health care system. Respondents indicated a 

particular challenge in accessing services and receiving assistance for people who have an 

income, lack health insurance and make too much to receive public assistance and select 

populations like the migrant Hispanic/Latino community and the Mennonite community in this 

region. Respondents indicated that delays in care exist especially for those who are uninsured 

as they may be able provide screening for free but the process to diagnosis can be longer than 

considered desirable. 

 
Young Survivors (Komen Maryland Service Area) 

In order for Komen Maryland to better provide services and resources to young survivors in the 

Affiliate area, the interview questions examined whether individuals identify as survivors, the 

unique needs of young survivors, the available support networks for survivors and their 

preferences around receiving communication of health resources. The themes from the 

interviews conducted are presented below. 
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Survivor as an Identity 

Providers and young survivors were asked about identifying as a breast cancer survivor. Of the 

providers interviewed, 73.0 percent noted that individuals who are diagnosed with breast cancer 

question at what time in the diagnosis, treatment, and recovery process they become a survivor, 

despite the accepted definition stating that at the time of diagnosis, an individual is considered a 

survivor. In addition, 73.0 percent of providers also stated that patients typically do not feel that 

they are survivors on the day of diagnosis but rather that they are survivors once they have 

finished treatment and optimally, once they have been declared free of the disease. One 

provider stated that she, “tries to help people identify themselves as an individual who 

experienced cancer and is now moving forward and living the life that they want,” rather than 

urging individuals to view themselves as a survivors. 

 
Of the survivors interviewed, 91.0 percent of the women stated they identified as a survivor - 

only one woman did not identify that way. A common theme was the confusion around when 

one became a survivor – 54.0 percent stated they felt like a survivor after they had completed 

their treatment. Twenty-seven percent of the survivors stated that they were hesitant to claim 

that identity because ultimately, they did not know if it was true and feared a recurrence of the 

disease. Two of the survivors noted that they did feel like survivors at time of diagnosis, but that 

that was largely due to the influence of others telling them they were now survivors. 

 
Young Survivor Needs 

Providers and survivors were asked about how the needs of young survivors differ from those 

who are diagnosed at a later age (including: emotional, social, family, sexuality, family planning 

and fertility preservation, navigating medical care, etc).In answer to the question regarding the 

unique needs of young breast cancer survivors, 100 percent of providers mentioned that fertility 

preservation is a concern for young breast cancer survivors, be it that they do not have kids yet, 

that they intend to have more, or that they simply want to have options should they decide they 

want children. In addition, 64.0 percent of providers stated that individuals need more resources 

on how and when to explain breast cancer to children. Another 36 percent brought up the 

financial burden of being in treatment, and that even if an individual is well-off, that does not 

mean they can afford to have cancer. The final trend noted from these interviews showed that 

living with the long-term effects of treatment is a substantial burden to survivors, such as the 

body changes and challenges with one’s body image, sexuality changes, and trying to return to 

a life that is not as it once was. One provider noted, “The first thing they think of at diagnosis is 

their family and the fear of losing their dreams.” 

 
Of the young survivors interviewed, 27.0 percent stated they had to stop working to receive their 

treatment, noting that this is often a hardship financially as well as emotionally, because it can 

be difficult to leave a job one enjoys and lose that sense of purpose. Thirty-six percent of 

survivors stated that they were worried about their own longevity. Another 36.0 percent of 

survivors commented on the difficulty of living with the long-term side effects and specifically 

how the medicine and treatment options cause one to age prematurely. Fifty-four percent 

worried they may never have children, mainly because they may not be able to due to the 

treatment side effects. Another 45.0 percent commented on the difficulty of caring for small 
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children during this process. Other themes that were raised included: trying to figure out a new 

normal and the desire to look one’s best through the process, worrying about hair loss and other 

effects. 

 
Providers and survivors were asked about what was important to them and maintaining their 

quality of life during and after treatment. In answer to the question regarding maintaining quality 

of life during and after treatment, 64.0 percent of providers highlighted the importance of family, 

church, community and other support groups as a means of assisting the patient through 

treatment. Another 45.0 percent of providers highlighted the importance of knowing about long- 

term effects of treatment as a means of alleviating some of the stress associated with treatment. 

Fifty-five percent of providers highlighted the importance of addressing the financial burden of 

having cancer as another means of alleviating the stress associated with treatment. Lastly, 36.0 

percent of providers mentioned the need to feel normal as an important component for survivors 

both during treatment and afterwards. For some, this normalcy is found by continuing to work 

through treatment. One provider noted that the tolerance for side effects is very high during 

treatment, but once the survivor realizes he/she will live, they are no longer happy with the 

quality of life they are left with after treatment. This provider also mentioned that it is impossible 

to prove that the treatments saved their lives, so the survivors are often bitter with the 

pharmaceutical companies, their providers and about their limited treatment options, because of 

the side effects they will now face, often for the rest of their lives. 

 
Of the young survivors interviewed, 63.0 percent stated that the best way to maintain one’s 

quality of life is through the support of family, friends, support groups, and churches. Twenty- 

seven percent of survivors also brought up the importance of focusing on resting and feeling 

good, continuing to work and maintaining a normal schedule, consulting regularly with one’s 

doctor, and doing one’s best to know what to expect in the long-term. One survivor suggested 

the idea of a cancer prehab, which would be an opportunity to learn about the cancer treatment 

process and potential side effects before starting the process. Lastly, one survivor noted the 

importance of preparing for the transition after treatment, when the survivor goes from frequent 

and regular contact with providers to infrequent check-ups. It was reported that this transition 

can be difficult because it feels sudden and jarring, leaving the survivor feeling alone. 

 
Providers and young survivors were asked about changes in personal health insurance 

coverage with the implementation of the Affordable Care Act. While no overarching themes 

were found, providers noted some changes in health insurance coverage. Some have seen 

increases in coverage (36.0 percent) depending on the population they serve. Others note that 

while those who could not access coverage before the implementation of the Affordable Care 

Act now can obtain coverage, these individuals are paying considerably higher premiums than 

someone who did not have breast cancer (27.0 percent). One provider recounted observing 

metastatic patients losing coverage. Lastly, 27.0 percent of providers relayed the increased 

confusion surrounding coverage on the part of survivors seeking treatment. 

 
Of the young survivors interviewed, 45.0 percent were unsure if they had had any changes in 

their health insurance coverage. In addition, 27.0 percent noted that they had started seeing 
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larger premiums and deductibles since the change in health care laws. Others noted that there 

are now more treatment options but that there are still not enough depending on your specific 

plan, and that survivors are delaying treatment or skipping appointments to avoid bills. 

 
Support Networks 

Providers and survivors were asked about their insights in to the kind of support that is 

important for young survivors. Questions included: What would have been most helpful for you 

to meet your emotional needs before, during, and after treatment; Are there young survivor 

networks in the Affiliate area that you participate in; and when looking for a support network, is it 

important to be with other young people who are cancer survivors or other breast cancer 

survivors specifically? 

 
In answer to the question regarding how to meet the emotional needs of young survivors before, 

during, and after treatment, 27.0 percent of providers stated that having a family, friend or 

counselor met the emotional needs of survivors. An additional 27.0 percent stated that survivors 

would benefit from speaking with someone who had experienced breast cancer, especially if 

that individual experienced a similar type of the disease or treatment. Fifty-four percent of 

survivors noted that they sought out church and support groups as safe spaces to discuss their 

emotions and experiences. Another 35.0 percent stated that they spoke to someone who had 

experienced cancer previously to learn from their experience. 

 
In response to the question regarding what is an optimal support group for a young survivor, 

72.1 percent of survivors stated that having a support group with other young breast cancer 

survivors is the optimal situation. In addition, 72.0 percent of providers recommended matching 

people based on certain important issues, such as children/no children, age range, type of 

cancer, married/unmarried, and type of treatment. Fifty-four percent of providers also noted 

another option, pairing young breast cancer survivors with other young cancer survivors, as 

their issues will be more similar than with those of older breast cancer survivors. Lastly, 36.0 

percent of providers highlighted the usefulness of mentorship-type relationships, such as pairing 

a young breast cancer survivor with an older breast cancer survivor as a way of showing the 

young survivor that she can live a long and healthy life. However, this mentorship relationship 

was noted to be secondary to the peer support relationships. 

 
Of the survivors interviewed, all survivors stated they would prefer to have in-person meetings 

with their support systems. Eighty-one percent stated that they would like to meet with others 

who are a similar age, have similar type disease, treatment history and a similar life situation 

(regarding whether they are married or have children, etc). Two survivors noted they also use 

social media for connecting to others and that they have pursued mentorship opportunities. 

 
In response to the question regarding co-survivors, 54.0 percent of providers noted that they 

had not heard that term used in any way, but 54.0 percent also noted that survivors frequently 

experience strain in their interpersonal relationships, be it a partner/boyfriend/girlfriend/spouse, 

family member, or friend. This question was not included in the interview guide for survivors. 
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Communication and Access to Health Information 

Providers and survivors were asked about their preferences in regards to communication and 

access to information. When asked about optimal modes of communication with young 

survivors, providers indicated that the following modes of communication were cited: social 

media (54.0 percent), in-person (54.0 percent), email (82.0 percent), phone (36.0 percent), 

texting (45.0 percent), patient portals (9.0 percent), and fliers (9.0 percent). Of the survivors 

interviewed, the following modes of communication were mentioned: internet (54.0 percent), 

calling their doctors (36.0 percent), social media (27.0 percent), in-person (18.0 percent), email 

(18 percent), and text (9.0 percent). 

 
When asked how survivors are most likely to access health resources, 64.0 percent of providers 

stated they were worried about their patients receiving misinformation online. However, 54.0 

percent thought that the majority of the time, patients will either seek information from providers 

or online. Of the survivors interviewed, 18.0 percent stated they prefer to receive information 

through their doctor and 36.0 percent stated they seek out information through the internet. Due 

to time constraints during some of the survivor interviews, not all survivors were asked this 

question. 

 
When asked about when and how it is optimal to provide health information to patients, 36.0 

percent of providers thought the optimal methods depended on the individual person’s needs 

and ability to process the information at the time of diagnosis. Providers indicated that some 

individuals want all answers at once, some want to wait to find out the details of the various 

treatment steps as they are needed, some want both of these methods, and there are some 

who do not fall into any of these categories. Providers indicated various techniques for providing 

information and resources to patients, including: 

 Providing immediate resources, with follow-up in a week to see how the patient is doing 

and to answer additional questions, then continuing to provide information that is needed 

throughout treatment. 

 Providing a binder with information to refer to throughout the treatment process. 

 Providing information in written format for patient to have as a record so there is no 

pressure to remember everything that was said during appointments. 
 

Of the survivors interviewed, only one survivor stated she wanted to receive all the information 

right away. The majority of survivors, 63.0 percent, stated they only wanted to know the 

information they needed in that moment. Another 27.0 percent stated it was overwhelming to 

receive so much information all at once, that they recommend bringing someone along, and that 

they needed time to process all of the information. In addition, 45.0 percent stated they received 

a binder full of information at the start of the process that covered the whole process and that 

was helpful. 
 

Qualitative Data Findings 
 

Several key themes related to barriers to screening, barriers to treatment, and survivorship 

needs emerged during the data collection process which reinforced the findings of the 

quantitative data review and the health systems and public policy analysis.  Fear and lack of 
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education, lack of insurance or other financial difficulties, transportation and issues such as 

childcare and loss of wages due to difficulties in scheduling such as a waitlist for appointments, 

inconvenient office hours, and a need for navigation support were among the most commonly 

occurring themes throughout responses to the qualitative questions. 

 
Limitations in the data collected exist. As previously discussed, the preferred method of 

reaching stakeholders of interest was identified as focus groups; however a convenience survey 

was selected as attempts to arrange focus groups with populations of interest were met with 

several challenges. Barriers included the inability to pull representative samples of populations 

such as uninsured or undocumented individuals and lack of responsiveness. Unfortunately, due 

to HIPAA compliance issues several partners were unable to distribute surveys to their patients 

without IRB approval. It is also important to note the limitation of an online survey is the inability 

to reach those respondents with limited access to computers. This limitation results in the 

potential omission of responses by important audiences. Due to the small size of the 

convenience survey samples, results are limited in the ability of the data to be generalized to the 

overall populations in the targeted communities. Attempts to reach specific populations such as 

uninsured members of the Hispanic/Latino community were unsuccessful. This, in turn, limited 

the data the Affiliate was able to collect and analyze. Therefore, the data represent the 

perspective of those who participated in the interviews and surveys, and not the community as a 

whole. 

 
Limitations in the collection of data about young survivors also existed. As with other 

stakeholders, the ideal method of collecting data from young survivors was identified as focus 

groups. Barriers such as time and travel were prohibitive and individual phone interviews were 

utilized instead. Additionally, respondents were identified only through providers that were also 

interviewed for the project and did not include women living with metastatic breast cancer thus, 

it should be noted that the findings may be limited and not generalizable to the young breast 

cancer survivor community as a whole. 

 
Central Maryland (Baltimore City and Baltimore County) 

Despite being the home to several medical institutions and FQHC’s, both Baltimore City and 

Baltimore County have seen increases in late-stage diagnosis rates (Table 1). As evidenced by 

the quantitative and health systems and public policy analysis, qualitative findings echo the 

need for support services from educational outreach to underserved and underinsured 

individuals, access/navigation to resources for financial assistance, and transportation, as well 

as support groups for breast cancer patients are common challenges along the continuum of 

care within these targeted areas. Increasing awareness of programs and resource sharing 

among providers of these programs presents a continued challenge and an opportunity for 

change. Likewise, both key informants and survivors discussed fear as a barrier to screening, 

diagnosis and treatment. Even when services are available, fear due to lack of understanding, 

fear of being diagnosed, fear of pain, etc. must be addressed in order to engage women in 

accessing the services available along the continuum. 
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Southern Maryland (Calvert and Charles Counties) 

As the county with the highest rate of late-stage diagnosis in the Affiliate service area at 52.6 

per 100,000 women (Table 1), Calvert County is now home to the Sheldon E. Goldberg Center 

for Breast Care, at Calvert Memorial Hospital. As the first facility of its kind in Southern 

Maryland, and home to the BCCP program for the County, Calvert County has an opportunity to 

meet the need identified by respondents for a “one stop shop” care model that provides for ease 

of access and minimizes some barriers to care such as distance between facilities, 

transportation issues, missed work and communication between providers. As indicated by 

respondents, despite collaboration between health care institutions and with the work of 

programs such as the Pink Ladies and Sisters at Heart in Charles County, which provides not 

only support groups for women diagnosed with breast cancer, but also awareness to the 

community, the need for culturally appropriate education and survivor support responsive to the 

diverse ethnic makeup of the County continues to require targeted outreach and 

access/navigation support. This is reported to be especially indicated for connecting the 

underserved and uninsured special populations for whom financial assistance is an ongoing 

need. 

 
Eastern Shore (Dorchester, Somerset, Wicomico and Worcester Counties) 

The Eastern Shore counties of Dorchester, Somerset, Wicomico and Worcester share many 

resources and geographical limitations. With only one hospital and accredited mammography 

facility located in the midshore community of Dorchester County, and the limitations created by 

the sharing of services between the four smaller community hospitals in the lower shore 

counties of Somerset, Wicomico and Worcester, a lack of providers, especially specialty 

providers, poses challenges along the continuum of care. Other issues such as limited services, 

wait times for appointments and transportation were identified as barriers to care for patients in 

this region and reflect the limited services identified through the health services systems and 

public policy analysis. Additionally, with a growing migrant Hispanic/Latina population and 

limited screening and outreach/navigation services, outreach to the underserved, cultural and 

language barriers, support with transportation issues, and financial assistance present on-going 

issues to these targeted communities. 

 
Western Maryland (Allegany and Washington Counties) 

With recent increases in late-stage diagnosis (Table 2.1), both Allegany County and Washington 

County in Western Maryland have been identified as targeted communities of focus. Allegany 

and Washington counties are home to two of the region’s few Cancer Centers; however, limited 

access to public transportation may require increased travel time and expenses for 

appointments and health care. The lack of easily accessible facilities was cited by respondents 

as impacting patients both within these counties as well as in the westernmost parts of Maryland 

and bordering states. As quantitative assessment revealed and qualitative responses reaffirm, 

with lower median household incomes and higher poverty levels, many patients are in need of 

financial support for care along the continuum as well as support for transportation or to 

compensate for lost wages due to missed time at work. Some clients may choose to receive 

care in a bordering state which may require additional time for navigation and pose challenges 

to the continuity of care one receives. 
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Young Survivors (Komen Maryland Service Area) 

For both young survivors and their providers, living with the long-term effects of treatment is a 

concern.  Changes and challenges with one’s body image, sexuality changes, and trying to 

trying to figure out a new normal after treatment were common themes. Fertility preservation 

was cited by 100 percent of providers as a concern for young breast cancer survivors, be it that 

they do not have kids yet, that they intend to have more, or that they simply want to have 

options open to them should they decide they want children. Fifty-four percent of survivors 

indicated that they worried they may never have children, mainly because they may not be able 

to due to the treatment side effects.  The financial and emotional hardship of stopping or 

missing work to receive their treatment, was cited by both providers and young survivors as 

burdensome because it can be difficult to leave a job one enjoys and for many, their work 

provides a sense of normalcy and purpose. Of the survivors interviewed, 63.0 percent stated the 

support of family, friends, support groups, and churches were the best way to maintain one’s 

quality of life throughout treatment and important in preparing for transitions after treatment. 

Both providers and young survivors indicated that peer relationships through support groups 

that matched participants based on certain important issues, such as children/no children, 

specific age range, type of cancer, married/unmarried, and type of treatment were optimal. Both 

groups noted the usefulness of mentoring-type relationships, such as pairing a young breast 

cancer survivor with an older breast cancer survivor as a way of showing the young survivor that 

she can live a long and healthy life. However, this mentoring relationship was noted to be 

secondary to the peer support relationships. 
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  Mission Action Plan  
 

 

Breast Health and Breast Cancer Findings of the Target Communities 
 

Through qualitative and quantitative data review and a comprehensive health systems and 

public policy analysis, several areas and populations in the state were identified as being 

disproportionately affected by breast cancer. With the sixth highest breast cancer death rate in 

the nation (NCI, 2015) the Affiliate’s service area overall is acutely impacted by breast cancer. 

Each jurisdiction in the service area faces its own unique challenges in providing breast health 

care along the continuum and supporting those who have been diagnosed with breast cancer, 

and are now or at one time were living with the disease. It is important to note that the 

communities selected as priority areas do not overshadow the on-going needs that exist in other 

parts of the Affiliate service area. The Affiliate has a responsibility to strategically focus efforts 

and resources on addressing the greatest needs, building meaningful partnerships in the 

community, and supporting best practice models that will improve the state of breast cancer 

across the service area and the State of Maryland. 

 
Based upon a combination of factors including: annual death rates, percentage of late-stage 

diagnoses, screening percentages, population demographics (economic, race), and availability 

of community resources the four targeted communities identified by the Affiliate as priority 

communities include: the Central Maryland areas of Baltimore City and Baltimore County; the 

Southern Maryland counties of Calvert and Charles; the Eastern Shore counties of Dorchester, 

Somerset, Wicomico and Worcester and Allegany and Washington Counties in Western 

Maryland. 

 
Central Maryland (Baltimore City and Baltimore County): 

In Central Maryland, Baltimore City is a minority-dominated city with Blacks/African-Americans 

making up 66.5 percent of the population, Whites 30.4 percent, Hispanic/Latinas 3.7 percent 

and Asian Pacific Islanders 2.6 percent (Table 2.4). The city has the highest percentage of 

people living below the poverty level (22.4 percent) and ranks second highest among the 

Affiliate service area for uninsured individuals (Table 2.5). Despite improvements in screening, 

Baltimore City has the highest breast cancer death rate in the Affiliate service area at 31.0 and 

the second highest rate of late-stage diagnosis in the Affiliate service area at 51.9 having seen 

an annual 7.1 percent increase in late-stage diagnosis rates (Table 2.1). 

 
In Baltimore County, Whites make up 65.5 percent of the population, Blacks/African-Americans 

28.6 percent, Hispanic/Latinos 4.0 percent and Asian Pacific Islander 5.5 percent (Table 2.4). 

Baltimore County has the second lowest median income in the service area (American 

Community Survey, 2010-2012) and 8.2 percent of the population lives below the poverty level 

(Table 2.5). In Baltimore County, among women age 40 and older, 10.1 percent have never had 

a mammogram, the third highest percentage in the Affiliate service area, and 14.1 percent 

reported it had been two or more years since they had a mammogram (Table 2.8). Baltimore 

County has a breast cancer death rate at 25.4 and a late-stage diagnosis rate at 46.6 (Table 

2.1). Like the city, Baltimore County has also seen an increase in late-stage diagnosis rates 

(+1.1 percent) (Table 2.1). 
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Baltimore City and the surrounding metropolitan area are home to multiple world-renowned 

medical institutions. In Baltimore City alone, there are 13 hospitals and health systems. 

Baltimore has 29 Federally Qualified Health Centers (FQHCs) and community health centers 

that provide services to men and women in need. Within Baltimore County there are four 

hospitals and health systems. Baltimore County also has three Federally Qualified Health 

Centers (FQHCs) and community health centers. While Baltimore City and Baltimore County 

have many economic challenges, support services from educational outreach to support groups 

and financial assistance programs for breast cancer patients are abundant in the area. Despite 

this, challenges such as making these resources easily accessible through outreach to the 

underserved, access/navigation to resources for financial assistance, transportation and other 

logistical issues such as childcare were identified as common barriers along the continuum of 

care within these targeted areas. 

 
In addition to barriers such as transportation, childcare and language, community members and 

stakeholders in Baltimore City and Baltimore County noted that especially within the 

Black/African-American population, more emergency room visits occurred. It was reported that 

these visits were frequently due to pain being experienced throughout the body that was 

resulting from a previously undiagnosed case of late-stage breast cancer. Informants indicated 

that those who generally experience the greatest difficulty accessing services are those who 

have no insurance or are underinsured. Informants also shared that an individual’s 

understanding of exactly is covered under Medicaid or other health care coverage was identified 

as an additional barrier to care requiring added time and resources. 

 
Southern Maryland (Calvert and Charles Counties): 

In Southern Maryland, Calvert and Charles counties were identified as priority communities. 

Calvert County is a predominantly White county (82.5 percent) with Blacks/African-Americans 

making up just 14.7 percent of the population, Hispanic/Latinas 3.0 percent and Asian Pacific 

Islanders 2.3 percent (Table 2.4). Of particular concern in Calvert County are both incidence 

and late-stage diagnosis rates. The incidence rate of breast cancer in Calvert County is higher 

than the state’s rate at 137.0 and the age-adjusted death rate for all races is the fifth highest in 

the service area, 27.6. Likewise, Calvert County has the highest rate of late-stage diagnosis in 

the Affiliate service area at 52.6 (Table 2.1). Calvert Memorial Hospital, home to the Sheldon E. 

Goldberg Center for Breast Care is the only hospital in Calvert County and is the first facility of 

its kind in Southern Maryland. 

 
Charles County, also a southern Maryland county, is much more diverse; Whites make up 51.1 

percent of the population, Blacks/African-Americans 44.0 percent, Hispanics/Latinas 4.4 percent 

and Asian Pacific Islanders 4.0 percent (Table 2.4). Charles County has a breast cancer death 

rate at 24.4 and a late-stage diagnosis rate at 45.4 (Table 2.1). Among women age 40 and 

older, 9.5 percent have never had a mammogram, the fourth highest percentage in the Affiliate 

service area and 16 percent reported it had been two or more years since they had a 

mammogram, the third highest percentage in the Affiliate service area (Table 2.8).  It is 

estimated that approximately 8.5 percent of the population aged 40-64 in Charles County does 
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not have health insurance coverage (Table 2.5). The University of Maryland (UM) Charles 

Regional Medical Center’s Community Cancer Program is accredited by the American College 

of Surgeons Commission on Cancer. As a part of the program, the Chesapeake Potomac 

Regional Cancer Center (CPRCC), which has two offices in the county, is a community-based 

radiation therapy cancer center. 

 
Both Calvert and Charles counties have strong support programs. Survivors Offering Support in 

Calvert County, through a Komen Maryland grant, has built a program that is integrated into the 

breast center at Calvert Memorial Hospital. The Pink Ladies and Sisters at Heart in Charles 

County bring awareness and support to the community. Outreach to the underserved and 

access/navigation to resources for financial assistance are common challenges along the 

continuum of care within these targeted areas. Stakeholders and Community members 

representing Calvert and Charles counties indicated that in addition to the common barriers of 

transportation and language faced throughout the Affiliate service area, in Southern Maryland, 

limited availability of appointments and long wait-times for an appointment can influence 

movement through the continuum of care. Likewise, transitions between providers and facilities 

throughout collaborating medical providers were cited by stakeholders as presenting an issue in 

consistency and trust for the patient and impact care along the continuum. 

 
Eastern Shore (Dorchester, Somerset, Wicomico and Worcester Counties): 

On the Eastern Shore of Maryland, Dorchester County is among the counties with the lowest 

income and employment levels within the Affiliate service area. Among women age 40 and 

older, 8.3 percent have never had a mammogram, the sixth highest percentage in the Affiliate 

service area and 14.5 percent reported it had been two or more years since they had a 

mammogram (Table 2.8). Dorchester County has a breast cancer death rate at 17.6 and a late- 

stage diagnosis rate at 42.4 (Table 2.1) and has seen a 9.3 percent annual increase in late- 

stage diagnosis rates (Table 2.1). Notably, it is estimated that approximately 13.5 percent of the 

population aged 40-64 in Dorchester County does not have health insurance coverage (Table 

2.5).  The University of Maryland (UM) Shore Medical Center at Dorchester is the only hospital 

in Dorchester County. 

 
Somerset County on the Eastern Shore has the third largest percentage (41.1 percent) of 

Blacks/African-Americans in the Affiliate service area falling only behind Baltimore City (66.5 

percent) and Charles County (44.0 percent). Somerset County has a breast cancer death rate at 

19.3 and a late-stage diagnosis rate at 40.7 (Table 2.1). It is estimated that approximately 13.9 

percent of the population aged 40-64 in Somerset County does not have health insurance 

coverage (Table 2.5). Somerset County is served by The McCready Foundation’s McCready 

Memorial Hospital. 

 
Wicomico is the most populous county on the Eastern Shore (US Census Bureau, 2013). 

Whites make up 70.5 percent of the population, Blacks/African-Americans 26.2 percent, 

Hispanic/Latinas 4.16 percent and Asian Pacific Islanders 2.9 percent (Table 2.4). With 12.0 

percent of the population living below the poverty level (American Community Survey 2010- 

2012), it is also estimated that 14.0 percent of the population aged 40-64 in Wicomico County 
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does not have health insurance coverage (Table 2.5). Among women age 40 and older, 10.3 

percent have never had a mammogram, the second highest percentage in the Affiliate service 

area and 14.6 percent reported it had been two or more years since they had a mammogram, 

the eighth highest percentage in the Affiliate service area (Table 2.8). Alarmingly, Wicomico 

County has seen a 4.1 percent annual increase in late-stage diagnosis rates (Tables 2.1). 

Wicomico County is served by the Peninsula Regional Medical Center in Wicomico County 

which provides comprehensive cancer diagnostic and treatment services to the region. 

 
The fourth priority community identified on the Eastern Shore is Worcester County. It is 

estimated that approximately 13.8 percent of the population aged 40-64 in Worcester County 

does not have health insurance coverage (Table 2.5). Among women age 40 and older, 4.3 

percent have never had a mammogram and 20.8 percent reported it had been two or more 

years since they had a mammogram, the highest percentage in the Affiliate service area (Table 

2.8). Despite having seen a very small annual decline in female breast cancer death rates, -0.2 

percent, the county ranks fourth in the service area for breast cancer death rates at 24.0 (Table 

2.1) and it has seen a 6.1 percent annual increase in late-stage diagnosis (Table 2.1). 

Worcester County is served by Atlantic General Hospital. 

 
Among the key factors affecting gaps along the care continuum identified in Dorchester, 

Somerset, Wicomico and Worcester counties, like other priority areas identified by the Affiliate, 

transportation services, financial need and language were common barriers sited by 

stakeholders and community members. On the Eastern Shore in particular, the impact of 

missing work to attend appointments were cited as critical issues faced by patients. As rural 

counties with limited medical resources, the amount of time from screening to diagnosis may be 

longer due to the number of appointments a patient has and the services accessible to them. 

Likewise, for those patients who leave the Eastern Shore for treatment and go “across the 

bridge” to Annapolis or Baltimore, transition after treatment can be “disjointed because they 

have to get re-connected” with their care providers locally following discharge from treatment. 

These burdens are especially difficult for those who are living on lower and fixed incomes such 

as individuals of retirement age; as well as the growing Hispanic/Latino migrant community for 

whom language and cultural concerns were also cited as a barrier. 

 
Western Maryland (Allegany and Washington Counties): 

In the Western Maryland county of Allegany, 14.9 percent of the population lives below the 

poverty level (Table 2.5) making it one of the counties in the Affiliate service area with the 

highest poverty (American Community Survey 2010-2012). It is estimated that approximately 

12.7 percent of the population aged 40-64 in Allegany County does not have health insurance 

coverage (Table 2.5). Among women age 40 and older, 8.2 percent have never had a 

mammogram, and 14.1 percent reported it had been two or more years since they had a 

mammogram (Table 2.8). Allegany County has a breast cancer death rate at 19.2 and a late- 

stage diagnosis rate at 40.9 (Table 2.1). Additionally, the County has seen a 1.9 percent annual 

increase in late-stage diagnosis rates (Table 2.1). The Western Maryland Health System is the 

only hospital in Allegany County. 
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Also in Western Maryland, Washington County is home to a population in which an estimated 

11.2 percent of residents live below poverty (and in which approximately 12.3 percent of the 

population aged 40-64 does not have health insurance coverage (Table 5). Among women age 

40 and older, 11.3 percent have never had a mammogram, the highest percentage in the 

Affiliate service area, and 11.1 percent reported it had been two or more years since they had a 

mammogram (Table 2.8). Washington County has a breast cancer death rate at 19.9 and a 

late-stage diagnosis rate at 38.6 (Table 2.1). Like Allegany County, Washington County has 

seen a 1.4 percent annual increase in late-stage diagnosis rates (Table 2.1). Meritus Health is 

the only hospital in Washington County. 

 
Stakeholders and community members representing Allegany and Washington Counties, 

identified common issues affecting access to care along the continuum in these communities 

include lack of public transportation in rural areas, language, outreach to the underserved and 

access/navigation to resources for financial assistance.  Additionally, a lack of specialty 

providers and the burden that the tristate service geography places on those providers were 

also cited as challenges. Stakeholders indicated that in this region, collaboration among health 

care facilities was particularly important due to the limited medical resources and lack of 

specialists in the area. It was reported that due to the location and proximity to other states with 

closer medical facilities many providers in this region, report it is often necessary to have a 

knowledge base of resources for screening, diagnosis and treatment for not only the multiple 

counties within Maryland from which clients are seen, but also resources for the surrounding 

communities in the bordering states of Pennsylvania and West Virginia. In addition, 

stakeholders identified an increased need for outreach to the newly insured or newly insurance 

eligible and uninsured populations to inform the community about options, resources and 

assistance available to them to enroll and to navigate the health care system. 

 
Mission Action Plan 

 

Through analysis of the relevant qualitative and quantitative data and a comprehensive health 

systems and public policy analysis, the communities of interest identified within each of the 

Affiliate’s four service regions revealed that similar issues are faced across the prioritized 

communities. Increasing rates of late-stage diagnosis, high rates of uninsured individuals and 

individuals living below poverty, access to and awareness of screening services, especially 

those that are culturally and linguistically appropriate, and transportation were common among 

the communities identified. Qualitative assessment and analysis of health systems and public 

policy in these counties highlighted a need for education, outreach, and facilitation of screening 

for the most vulnerable populations of low income, uninsured, underinsured, and newly insured 

women, especially those among Black/African-Americans and Hispanic/Latinas. 

 
In order to address challenges and gaps along the continuum of care in these communities, with 

input from stakeholders, staff members and the Komen Maryland Board of Directors, the 

Affiliate will implement a four year Mission Action Plan. This action plan will influence the 

Affiliate’s strategic plan, grant funding priorities and other mission and non-mission efforts. The 

mission action plan will address problems through five key areas: health systems change, 

education and outreach, partnership opportunities and needs, public policy and grantmaking. 
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The following key problem was identified as the basis for the Mission Action Plan: 

 
Problem Statement: Vulnerable populations of low income, uninsured, underinsured, and 

newly insured women, especially those among Black/African-American and Hispanic/Latina 

communities in the Central Maryland areas of Baltimore City and Baltimore County; the 

Southern Maryland counties of Calvert and Charles; the Eastern Shore counties of Dorchester, 

Wicomico and Worcester and Allegany and Washington counties in Western Maryland have 

increasing late-stage diagnosis rates or are not on track to meet the Healthy People 2020 

targets for late-stage diagnosis. Although on track for the late-stage diagnosis target, Somerset 

County on the Eastern Shore is has the second lowest median income in the services area, 

preceded by Baltimore City. Communities in these counties face barriers to access and 

awareness of screening and support services, especially those that are culturally and 

linguistically appropriate; and face an increased need for culturally and linguistically appropriate 

education, outreach, and facilitation of screening services. 

 
Health Systems Change 

Priority: Increase the health care system’s capacity to provide a seamless transition for 

survivors along the continuum of care to quality treatment and support services among the 

priority population groups and targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile. 

 
Objective 1: From April 2016 to March 2019, engage local health professionals, 

prioritized minority and community groups and non-governmental breast health focused 

organizations operating within the Affiliate Service Area in achieving Komen’s mission 

through four regional breast cancer consortia, of a minimum of 25 members each, held 

up to three times a year in each in targeted regional areas (Central Maryland, Southern 

Maryland, Eastern Shore and Western Maryland) identified in the Community Profile. 

 
Education & Outreach 

Priority: Advance education, screening and treatment through collaborative and innovative 

programs that increase mammography screening percentages and early detection while 

decreasing late-stage diagnosis, reducing barriers, and improving the quality of life for survivors 

along the continuum of care in targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile. 

 
Objective 1: From April 2016 to March 2019, in collaboration with community partners, 

offer a minimum of one educational event/symposia per targeted regional areas (Central 

Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified in the 

Community Profile annually to provide client education and support to individuals 

seeking information about education, screening and treatment for survivors along the 

continuum of care. 
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Partnership Opportunities/Needs 

Priority: Increase partnerships and foster collaborative relationships with local health 

professionals, prioritized minority and community groups in targeted regional areas (Central 

Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified in the 

Community Profile to improve facilitation of timely screening and early diagnosis as well as 

address barriers along the continuum of care. 

 
Objective 1: By March 2019, engage in collaboration with high level state and local 

health coalitions and strategic partners by serving in leadership roles in a minimum of 

two state-wide groups such as the Maryland Patient Navigation Network, the Maryland 

Cancer Control Council and other non-governmental breast health organizations 

operating within the Affiliate Service Area. 

 
Objective 2: By March 2019, increase Komen Maryland’s collaborative relationships 

and partnerships in targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile through 

participation in up to four strategic state and local committees and coalitions. 

 
Public Policy 

Priority: Increase state and local legislators’ education and understanding of breast health 

issues. 

 
Objective 1: From April 2016 to March 2019, facilitate an annual educational update to 

key state legislators to increase Komen’s visibility as a trusted local resource on breast 

cancer. 

 
Objective 2: From April 2016 to March 2019, monitor and provide at least one annual 

update to constituent populations on both the Federal and State legislative landscape as 

it pertains to breast health and research, and support legislative initiatives as 

appropriate. 

 
Grantmaking 

Priority: Provide Community Grants for collaborative and innovative programs that increase 

mammography screening percentages and early detection while decreasing late-stage 

diagnosis and providing support to survivors along the continuum of care in targeted regional 

areas (Central Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified 

in the Community Profile. 

 
Objective 1: From April 2016 to March 2019, the Community Grant Request for 

Application (RFA) will incorporate best practices and evidence-based interventions that 

demonstrate how programs will lead to action, such as participants obtaining regular 

mammograms, support services being provided, and quality of life being improved for 

survivors, Black/African-American and Hispanic/Latina women aged 40 years and older 
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and the medically underserved, low-income, uninsured and newly insured in priority 

population groups in targeted regional areas (Central Maryland, Southern Maryland, 

Eastern Shore and Western Maryland) identified in the Community Profile. 

 
Priority: Support increased health care professional and community knowledge and action 

among underserved, low-income, uninsured and newly insured women in and breast care 

providers serving survivors along the continuum of care in targeted regional areas (Central 

Maryland, Southern Maryland, Eastern Shore and Western Maryland) identified in the 

Community Profile. 

 
Objective 1: From April 2016 to March 2019, the Small Grant Request for Application 

(RFA) will specify the following funding priorities for the target regional areas (Central 

Maryland, Southern Maryland, Eastern Shore and Western 

Maryland): education/outreach grants to explore new approaches to reach individuals, 

conference and travel grants to increase knowledge and/or facilitate the exchange of 

ideas; and capacity building grants to refine/improve breast cancer related skills, 

strategies and/or organizational systems. 
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