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How to Use This Tip Sheet
Tip Sheets are designed to help CCC program staff, coalition staff, and volunteers 
update CCC plans. Each tip sheet focuses on a specific topic (e.g., colorectal cancer 
screening, tobacco control, risk factors for cancer survivors). Follow the steps 
throughout the Tip Sheet to help guide your process in updating your cancer plan 
for that specific topic area. Some ideas: 

• Incorporate the Tip Sheet into your plan update process – share it with your
coalition workgroups and use it to help guide your decisions.

• Identify a lead person to ensure that the Tip Sheet is used by the workgroup or
team assigned to update the plan section that addresses each Tip Sheet topic.

• Use the Tip Sheet to check that the topic is appropriately addressed in your plan
and that the elements outlined on the next page are covered (objective, data,
strategies).

• Use the worksheet at the end of this document with your partners to ask and
answer critical questions related to the topic as you update your plan.

COMPREHENSIVE 
CANCER CONTROL PLAN TIP SHEET

HEALTH EQUITY

The Comprehensive Cancer Control National Partnership (CCCNP) is a 20+ year collaboration 
of diverse national organizations working together to build and strengthen Comprehensive 
Cancer Control (CCC) efforts across the nation. This Tip Sheet is part of a series offered 
through the CCCNP to assist Comprehensive Cancer Control (CCC) programs charged with 
developing, implementing, and evaluating cancer control plans tailored to their state/tribe/
territory/jurisdiction. CCC Plans focus coalition efforts on evidence-based interventions 
(EBIs) that impact cancer prevention and control across the cancer continuum.

This guide was produced and was supported through funding to the George Washington University Cancer Center from the Centers for Disease Control and Prevention 
Cooperative Agreement #NU58DP006461-03. Content is solely the responsibility of the authors and does not necessarily represent the official policies of the Centers for 
Disease Control and Prevention or the Department of Health and Human Services, nor does the mention of trade names, commercial practices, or organizations imply 
endorsement by the U.S. Government.



Definitions
• SMART Objective – is an objective in the cancer 

plan that is Specific, Measurable, Achievable, 
Relevant, and Time-bound.

• Evidence-Based Strategy – is a specific activity 
that is designed to achieve the objective and is 
based on evidence that the strategy is expected 
to work in your situation, i.e., it has been 
evaluated and shown to work.

• Crude vs. Age-adjusted Rates – Crude rates 
are influenced by the age distribution of the 
state’s population. Even if two states have 
the same age-adjusted rates, the state with 
the relatively older population will generally 
have higher crude rates because incidence 
or death rates for most cancers increase with 
age. Age-adjusting the rates ensures that 
differences in incidence or deaths from one 
year to another, or between one geographic 
area and another, are not due to differences in 
the age distribution of the populations being 
compared. Find out more here.

• Populations of Focus – are those groups 
experiencing the greatest cancer disparities 
in your region. Disparities might include 
higher cancer incidence or mortality; greater 
challenges accessing cancer screening, 
treatment, and/or survivorship care services; 
or populations experiencing bias in society 
and the health care system.

• Health Equity – occurs when every person 
has the opportunity to attain their full health 
potential and no one is disadvantaged 
from achieving this potential because of 
social position or other socially determined 
circumstances.

• Health Disparity – is a type of difference in 
health that is closely linked with social or 
economic disadvantage. Health disparities 
negatively affect groups of people who have 
systemically experienced greater social or 
economic obstacles to health. These obstacles 
stem from discrimination or exclusion that is 
historically linked to characteristics such as race 
or ethnicity, socioeconomic status, disability, 
sexual orientation, and many other factors.1

• Social Determinants of Health (SDoH) – 
are conditions in the environments in which 
people are born, live, learn, work, play, 
worship, and age that affect a wide range 
of health, functioning, and quality-of-life 
outcomes and risks.2

1 U.S. Department of Health and Human Services. The Secretary’s Advisory 
Committee on National Health Promotion and Disease Prevention Objectives 
for 2020. Phase I report: Recommendations for the framework and format 
of Healthy People 2020 [Internet]. Section IV: Advisory Committee findings 
and recommendations [cited 2010 January 6]. Available from: http://www.
healthypeople.gov/sites/default/files/PhaseI_0.pdf.

2 Healthy People 2030, U.S. Department of Health and Human Services, 
Office of Disease Prevention and Health Promotion. Retrieved 12/04/2020, 
from https://health.gov/healthypeople/objectives-and-data/social-
determinants-health.

https://www.cdc.gov/cancer/uscs/technical_notes/stat_methods/rates.htm#:~:text=Crude%20rates%20are%20influenced%20by,cancers%20increase%20with%20increasing%20age
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Tips for Updating Your CCC Plan
• Use your current cancer plan as a starting point: Think of this process as updating the current plan 

instead of starting a new plan from scratch.
• Be systematic: Assign workgroups to review and update certain sections of the plan. Create a process 

that is common across all workgroups tasked with updating the plan, which should include a standard 
set of criteria for the inclusion of plan goals, objectives, and strategies.

• Focus workgroups on assessing and updating the “guts” of the plan: the goals, objectives,  
and strategies.

• Identify someone to take the lead on writing the introduction, connecting text, and putting the 
document together for publication.

• Use data to determine the focus of the plan: Which cancers are most prevalent in the population? What 
subpopulations experience the most disparities?

• View through a health equity lens: Be intentional and proactive in keeping health equity issues at the 
forefront in every step of the cancer plan process – when engaging partners, collecting data, and setting goals. 
Include representatives from your population of focus in the writing of your cancer plan.

Use these resources to explore more cancer control planning tips and examples: 

• Nine Habits of Successful CCC Coalitions
• CCC Implementation Building Blocks (see page 7 of the Appendices for more tips on updating your plan)

Additional resources you can use: 

• Search other CCC plans to get ideas – CDC's CCC Plan Map and Search Tool
• CDC Cancer Plan Self-Assessment Tool
• GW State Cancer Plans Priority Alignment Resource Guide and Tool
• A Practitioner’s Guide for Advancing Health Equity: Community Strategies for Preventing  

Chronic Disease

Checklist for Updating Your CCC Plan

❒ Ensure that your workgroup is familiar with your current cancer plan.

❒ Create a systematic process for the workgroup to follow; a process that is 
intentional about addressing issues of health equity throughout.

❒ Use data to focus on the populations with the highest cancer burdens.

❒ Focus workgroups on assessing and updating goals, objectives, and strategies.

❒ Identify someone to write the introduction and assemble the final document.

https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Nine Habits of Successful Comprehensive Cancer Control Coalitions Updated 2019.pdf
https://www.cccnationalpartners.org/sites/cccnationalpartners.org/files/CCC Implementation Building Blocks Guide and Tools with Supplement.pdf
https://www.cdc.gov/cancer/ncccp/ccc_plans.htm
https://www.cdc.gov/cancer/ncccp/pdf/CancerSelfAssessTool.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/PriorityAlignmentToolCombined-FINAL_20150302.pdf
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COMPREHENSIVE CANCER CONTROL PLAN UPDATE TIP SHEET

Health Equity

Why Health Equity is Important when Revising Your Comprehensive 
Cancer Control (CCC) Plan
The COVID-19 pandemic has broadened awareness of the societal-level inequities affecting  racial, ethnic 
and other minority groups in the U.S. Addressing health equity is imperative to effectively prevent and 
control cancer for all communities.

The Centers for Disease Control and Prevention (CDC) promotes the use of a health equity lens in your 
cancer control planning, implementation, and evaluation. Comprehensive Cancer Control stakeholders 
are encouraged to prioritize populations that endure a high burden of cancer incidence, long-term or late 
effects, or mortality compared to the general population. Health equity is important to ensure every person 
has the opportunity to attain their full health potential.

While many interventions focus on health disparities, going further upstream to address the underlying 
social determinants of health (SDOH) can achieve health equity by focusing on structural policies and 
practices as well as social norms that have led to systemic health inequities. Recently the National Center for 
Chronic Disease Prevention and Health Promotion (NCCDPHP) at CDC released its framework for achieving 
health equity. The framework addresses the following five priority SDOH: built environment, community-
clinical linkages, food insecurity, social connectedness and tobacco free policy.

CHANGING THE CONTEXT 
to make individuals’ default decisions healthy

SOCIOECONOMIC FACTORS

LONG-LASTING
PROTECTIVE INTERVENTIONS

CLINICAL
INTERVENTIONS

COUNSELING
 & EDUCATION

SMALLEST 
IMPACT

EXAMPLES

LARGEST
IMPACT

Poverty, education, 
housing, inequality

Fluoridation, smoke-free laws, 
tobacco tax

Immunizations, brief intervention, 
cessation treatment, colonoscopy

Rx for high blood pressure, 
high cholesterol, diabetes

Health promotion interventions
(e.g. cooking and physical education classes)

Source: Frieden T. R. A framework for public health action: the health impact pyramid. Am J Public 
Health. 2010 Apr;100(4):590-5. doi: 10.2105/AJPH.2009.185652.Epub 2010 Feb 18.

CDC HEALTH IMPACT PYRAMID: FACTORS THAT AFFECT HEALTH

https://www.cdc.gov/chronicdisease/programs-impact/sdoh.htm
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Here are Some Tips for Using a Health Equity Lens

Avoid the following terms, which can be stigmatizing and may imply that the health condition is inherent 
to the population rather than the underlying causal factors when used as adjectives: target population, 
vulnerable, marginalized and high-risk. 

Consider using one or more of these terms: disproportionately affected, groups placed at higher risk/put 
at higher risk, groups experiencing disadvantages, groups experiencing disproportionate effects, population 
of focus, and under-resourced communities.

Addressing SDOH to achieve health equity requires multi-sectoral and multi-level collaboration. It is critical 
to engage diverse members of your Population(s) of Focus in your planning, implementation and evaluation 
processes. These include:

• Trusted community leaders from your Population(s) of Focus
• Community members experiencing cancer health outcome disparities
• Staff from non-profit and community-based organizations centered on your Population(s) of Focus
• Cancer centers with an interest in reducing cancer health disparities
• Researchers who are from and/or reflect the Population(s) of Focus
• Academic partners with an interest in reducing cancer health disparities, especially those who have 

demonstrated community-based participatory research
• Community Health Centers
• Representatives from your Medicaid Office
• Staff from governmental agencies across various sectors
• Other multi-sectoral and multi-level partners with common interests (e.g., education, justice, urban 

planning, etc.)
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Data is essential to your cancer plan. Be sure to: 

• Identify populations that experience higher incidence and mortality rates of leading cancers in your 
state, tribe, or territory. Examine cancer screening rates as well as cancer incidence, mortality, and – if 
possible – quality of life data by race/ethnicity, sex assigned at birth, gender identity, sexual orientation, 
health insurance status, and geographic area. Resources include:

 – Making the Case for Health Equity 
 – National Environmental Public Health Tracking Network Query Tool (cdc.gov)
 – Places: Local Data for Better Health
 – U.S. Cancer Statistics Public Use Databases
 – U.S. Cancer Statistics Data Visualizations Tool

• Examine cancer rates by subgroups within Population(s) of Focus to assess differences in incidence and 
mortality rates.

• Compare local data with national data to highlight key areas of need, or areas where progress is lagging 
• Identify policies and environmental factors that contribute to health disparities

It is helpful to show how your cancer plan goals contribute to national goals. Develop a local objective that is 
based on and supported by the national objective, including a special focus on populations that experience 
health disparities or addressing the systemic underlying social determinants of health that affect priority 
populations. 

Consider the degree of change you are seeking when refining your objectives. For example, assessing a 
cancer center’s policies, procedures, and strategic initiatives through a racial equity lens may be more 
effective in building community trust than a community outreach event focused on nutrition or cancer 
screening.

• Identify objectives to reduce the greatest disparities experienced by your Population(s) of Focus.
• Consult Healthy People 2030 goals, your health department’s chronic disease plan, and Behavioral 

Risk Factor Surveillance System (BRFSS) data to see what baselines and targets are already being used 
by your partners. Remember to cite your data sources.

• Refer to NCCDPHP’s list of SDOH. Improvements to SDOH are a priority for CDC and Healthy People 2030.1 
• Refer to NCI’s Evidence-Based Cancer Control Programs. 

�����������������������������������

�������������
�	�����������

���������	��������������������
������������
�����

������������������������������������ �����������
�� ��������������� ��������������

���� �������������������


������������������������

�����������

�����������������������������������

�������������
�	�����������

���������	��������������������
������������
�����

������������������������������������ �����������
�� ��������������� ��������������

���� �������������������


������������������������

�����������

1 Healthy People 2030. https://health.gov/healthypeople

https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-prevention-and-early-detection-facts-and-figures/making-the-case-for-health-equity.pdf
https://ephtracking.cdc.gov/DataExplorer
https://www.cdc.gov/places
https://www.cdc.gov/cancer/uscs/public-use/?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcancer%2Fpublic-use%2Findex.htm
https://www.cdc.gov/cancer/uscs/dataviz/index.htm
https://www.healthypeople.gov
https://www.cdc.gov/brfss/brfssprevalence/index.html
https://www.cdc.gov/brfss/brfssprevalence/index.html
https://ebccp.cancercontrol.cancer.gov/index.do
https://health.gov/healthypeople
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Example 1 – Baseline Data Collection

National Objective Local Objective

Increase the number of states (including the District 
of Columbia), territories, and tribes that include 
sexual orientation and gender identity questions in 
the BRFSS (Healthy People Objective LGBT-03)

Include sexual orientation and gender identity 
questions in the state BRFSS each year over the next  
5 years

Example 2 – Risk Reduction

National Objective Local Objective

Reduce the lung cancer death rate  
(Healthy People Objective C-02)

Reduce tobacco use among Black men in Washington, 
DC from 20% to 10% in 5 years by initiating a peer 
counseling program to change social norms around 
tobacco use

Example 3 – Cancer Screening

National Objective Local Objective

Reduce the female breast cancer death rate 
(Healthy People Objective C-04)

Increase the number of women, ages 50+ living 
in rural or frontier Colorado counties, who had a 
mammogram in the last two years from 66% to 76% 
within 5 years by extending policies for paid time off 
for cancer screening and employee-sponsored mobile 
cancer screening services

Example 4 – Treatment Quality

National Objective Local Objective

Increase the proportion of cancer survivors who 
are living 5 years or longer after diagnosis  
(Healthy People Objective C-11)

By 2020, increase the number of cancer treatment 
centers in Puerto Rico accredited by the American 
College of Surgeons Commission on Cancer from 3 
to 4 by contracting for supportive care services with 
community-based organizations

Example 5 – Quality of Life

National Objective Local Objective

Increase quality of life for cancer survivors 
(Healthy People Objective C-R01)

By June 29, 2022, increase the percent of American 
Indian cancer survivors in Michigan who self-report 
a favorable health status by 15% by educating 
oncologists about the importance of traditional healers 
and spiritual health for survivors (Baseline: TBD) 
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Consider how policies, systems and environments (PSE) perpetuate or create cancer disparities. Include a 
health equity focus in your PSE change efforts to have the largest change effect. Be sure to tailor information 
to your Population(s) of Focus.

Goal Upstream Strategy

Increase cancer screening by 
20% among age-eligible hourly 
employees within one year

▶ New York State is working with cancer services programs, health 
systems, local health departments, community organizations to 
build support for paid leave policies for cancer screenings.2 

Eliminate the disparity in time 
to cancer treatment between 
Medicaid and Medicare 
beneficiaries diagnosed with 
cancer

▶ Washington, DC Department of Health Care Finance requested 
a State Plan Amendment for Medicaid to match Medicare 
reimbursement rates for cancer and supportive care drugs, 
resulting in significant expansion of the oncology provider 
network and fewer care delays for beneficiaries.3 

Reduce lung cancer incidence in 
rural Iowa by 25% in 5 years

▶ Iowa Cancer Consortium tested 53 homes of low-income families 
for indoor radon levels; 16 homes received radon mitigation and 
a resource list was created to support low-income families for 
radon testing in their homes.4 
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2 New York: Expanding Paid Leave for Cancer Screening Policies. http://action4psechange.org/new-york-expanding-paid-leave-for-cancer-screening-policies
3 DC Policy Advances to Improve Medicaid Patient Access to Care. http://action4psechange.org/d-c-policy-advances-to-improve-medicaid-patient-access-to-cancer-care
4 Iowa Radon-Free Homes Initiative. http://action4psechange.org/iowa-radon-free-homes-initiative

http://action4psechange.org/new-york-expanding-paid-leave-for-cancer-screening-policies
http://action4psechange.org/d-c-policy-advances-to-improve-medicaid-patient-access-to-cancer-care
http://action4psechange.org/iowa-radon-free-homes-initiative
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Strategies to Increase Community Demand

Train community health workers or non-clinical patient navigators within communities disproportionately 
affected by cancer mortality for group education, 1:1 education, client reminders for screening, and small 
media (including social media)

Strategies to Increase Community Access

Reduce barriers to accessing screening by offering non-clinical settings for screening (i.e, communities, 
worksites) and modifying clinic hours to offer evening screening options

Strategies for Health System Changes

• Systematize client reminders for cancer screenings
• Create rapid audit and feedback mechanisms to give providers real-time feedback on differences by 

sociodemographic factors in screening uptake and loss to follow up
• Support patient navigation programs and simplify patient access by offering “one stop shopping,” such 

as FLU-FIT clinics that offer colorectal screening tests at the same time as the flu vaccine
• Ensure that information provided to patients is culturally and linguistically appropriate
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Where to find EBIs:

• Your own program 
evaluations and your 
partners’ evaluations

• The Community Guide
• NCI’s Evidence-Based 

Cancer Control Programs
• Cochrane Reviews

For information and tools on 
adapting strategies to fit your 
location, start with the Cancer 
Prevention and Control 
Research Network (CPCRN) 
site, including the training, 
“Putting Public Health 
Evidence Into Practice.” 

https://www.thecommunityguide.org/content/task-force-findings-cancer-prevention-and-control
https://ebccp.cancercontrol.cancer.gov/index.do
https://ebccp.cancercontrol.cancer.gov/index.do
https://www.cochrane.org
https://cpcrn.org/resources
https://cpcrn.org/resources
https://cpcrn.org/resources
https://cpcrn.org/resources
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Evaluating with a health equity lens requires attention to who is doing the evaluation, who the greatest 
beneficiaries are, what is being evaluated, and how evaluation is conducted, as well as outcomes. 

• Hire staff for program planning, implementation, and evaluation from a variety of backgrounds, 
perspectives, and cultures

• Engage your Population(s) of Focus in planning, implementation and evaluation 
• Require cultural competency training of staff, volunteers and evaluators
• Measure outcomes that are important to your Population(s) of Focus
• Ensure wording of any evaluation instrument (surveys, focus group or interview guides, etc.) is affirming 

and uses bias-free language
• Consider the context in which your program or initiative is operating – does eligibility of services, 

location, processes, or other factors unintentionally disadvantage certain Population(s) of Focus? 
• Consider system-wide and sustainable changes that can be made to improve opportunities and 

outcomes for your Population(s) of Focus
• Report back findings to your Population(s) of Focus
• Use lessons learned to continually improve and advance health equity5 
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5 Public Policy Associates, Inc. (2015). https://publicpolicy.com/wp-content/uploads/2017/04/PPA-Culturally-Responsive-Lens.pdf

https://publicpolicy.com/wp-content/uploads/2017/04/PPA-Culturally-Responsive-Lens.pdf
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American Medical 
Association

Use of the words Tribe and Tribal 
Considerations for using/capitalizing the terms Tribe and Tribal

American Public Health 
Association

APHA Health Equity Fact Sheets, Briefs and Reports 
APHA Health Equity Fact Sheets

Build Health Places, Robert 
Wood Johnson Foundation 
(RWJF)

What is Health Equity? And What Difference Does a Definition Make? 
Brief to promote greater consensus about the meaning of health equity and the 
implications for action within the RWJF Culture of Health Action Framework

Centers for Disease Control 
and Prevention/NCBDDD

Communicating With and About People with Disabilities 
Preferred (person-first) terms for person/people with disabilities

CDC/ Emerging Infectious 
Disease Journal

Preferred Usage 
Preferred usage for terms and group descriptions

Engage for Equity Engage for Equity Website 
Resources and tools for Community-Based Participatory Research

Frameworks Institute Talking about Disparities: The Effect of Frame Choices on Support for Race-Based 
Policies 
Description of framing strategies that do and do not work to improve support for 
policies related to race/ethnicity

GLAAD GLAAD Media Reference Guide 
Definition of LGBTQ terminology and terms to avoid

Health and Human Services 
(HHS) 508 Compliance

Accessibility @ HHS 
HHS’s role in accessibility -  includes compliance checklist, Office of the Secretary of 
Accessibility Program, and other resources

Human Impact Partners’ 
Health Equity Guide

Health Equity Guide 
Set of strategic practices that health departments can apply to advance health equity

Office of Management and 
Budget (OMB)

OMB Standards 
Revisions to the standard classifications of federal data on race and ethnicity

Public Policies Associates, 
Inc.

Considerations for Conducting Evaluation Using a Culturally Responsive and 
Racial Equity Lens 
Suggestions for evaluators, evaluation process and diversity using a racial equity lens

Public Policies Associates, 
Inc.

Is My Evaluation Practice Culturally Responsive? 
This document is a cultural diversity and cultural competency self-assessment 
checklist designed for research and evaluation services to be viewed through a lens of 
diversity, inclusion, and equity.

Race Matters Racial Equity Impact Assessment Toolkit 
Toolkit to help you to systematically conduct a Racial Equity Impact Assessment (REIA) 
in order to reduce and prevent racial inequities.

Robert Wood Johnson 
Foundation

A New Way to Talk about the Social Determinants of Health 
Guidance on framing issues related to the social determinants of health

University of New 
Hampshire, University 
Center on Disability

Person-First Language 
Partial glossary of person-first disability terms

Resources

https://itcaonline.com/wp-content/uploads/2011/03/TRIBES.pdf
https://www.apha.org/topics-and-issues/health-equity
https://buildhealthyplaces.org/content/uploads/2017/05/health_equity_brief_041217.pdf
https://www.cdc.gov/ncbddd/disabilityandhealth/materials/factsheets/fs-communicating-with-people.html
https://wwwnc.cdc.gov/eid/page/preferred-usage
https://engageforequity.org
https://www.frameworksinstitute.org/publication/talking-about-disparities-the-effect-of-frame-choices-on-support-for-racial-equity-policies
https://www.frameworksinstitute.org/publication/talking-about-disparities-the-effect-of-frame-choices-on-support-for-racial-equity-policies
https://www.glaad.org/reference
https://www.hhs.gov/web/section-508/index.html
https://healthequityguide.org
https://www.census.gov/programs-surveys/metro-micro/about/omb-standards.html
https://publicpolicy.com/wp-content/uploads/2017/04/PPA-Culturally-Responsive-Lens.pdf
https://publicpolicy.com/wp-content/uploads/2017/04/PPA-Culturally-Responsive-Lens.pdf
http://jordaninstituteforfamilies.org/wp-content/uploads/2018/06/Self-Assessment_6-pages.pdf
https://www.raceforward.org/practice/tools/racial-equity-impact-assessment-toolkit
https://www.rwjf.org/en/library/research/2010/01/a-new-way-to-talk-about-the-social-determinants-of-health.html
https://iod.unh.edu/person-first-language-partial-glossary-disability-terms
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Worksheet: Questions to Ask and Answer6

Use this worksheet to ensure that each of your CCC objectives is  advancing health equity. 

Which populations in your area experience cancer disparities? Consider age, level of ability, race/ethnicity, 
population subgroups, housing status, language, socioeconomic status, faith, geographic residence, sexual 
orientation, gender identity and other characteristics. Define who in your region experiences significant 
cancer disparities. These are your “Population(s) of Focus”: 

Assess each of your cancer control plan goals, objectives and strategies using the following questions:

1. What is the intended effect of the objective, activity, process, program, policy or practice?

2. How does the initiative address aspects of equity? Consider:

• Access to nutritious food close to home and/or work or improvements to food security
• Access to safe and healthy spaces for living, playing, and working (e.g., tobacco-free housing, parks, 

playgrounds)
• Access to cancer care close to home and/or work
• Access to convenient hours for cancer care
• Access to patient-centered, culturally-affirming  cancer care
• Improvements to built environments (i.e., access to transportation)
• Improvements in community economic development, job training or other financial supports
• Improvements in community-clinical linkages
• Improvements in social supports and connectedness
• Other aspects of inequity

6 Questions adapted from the Health Equity Framework presented in Peterson, A., Charles, V., Yeung, D., and Coyle, K. (2020). The Health Equity Framework: A 
Science- and Justice-Based Model for Public Health Researchers and Practitioners. Resources, Frameworks, and Perspectives. DOI: 10.1177/1524839920950730 
and the Race Forward Racial Equity Impact Assessment Toolkit.
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3. At which level of the pyramid does the activity live (i.e., counseling and education, clinical 
interventions, long-lasting protective interventions, changing the context, socioeconomic factors)? 

4. Which sectors and partners need to be engaged to implement the initiative successful.

5.  What is the history of the issue addressed within the community? 

• What inequities exist and how did they arise? 
• What data is being used to describe the inequity? 
• Where did the data come from?
• What data are not available or needed to understand the context of the issue?

6. How will the Population(s) of Focus be affected? 

• Which groups may experience greater burden or be left out if the initiative is implemented? If so, 
how could this be addressed?

• Will any groups disproportionately benefit? If so, are they the Population(s) of Focus?
• What unintended consequences might result? Is it possible that inequities can be made worse?
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7. How are the Population(s) of Focus involved in determining the metric(s) for success?

8. How will results be measured?

9. How will results be shared with the Population(s) of Focus? 

10. How will the initiative remove unfair social, economic, or environmental advantages for certain groups? 

11. How are access to resources or opportunities improved for the Population(s) of Focus?

12. Are support systems strengthened that encourage health-promoting choices (e.g. healthy eating, 
physical activity, coping skills, self-efficacy) for the Population(s) of Focus?
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13. Will bias and/or discriminatory behaviors among health care providers and/or public health 
practitioners be reduced?

14. Will skills and abilities be improved that could enhance the quality of life of the Population(s) of Focus? 

• Are physical abilities of the Population(s) of Focus maximized? 
• Are cognitive functions of the Population(s) of Focus maximized? 
• Are other psychological functions of the Population(s)s of Focus maximized? 



How to Use This Tip Sheet
Tip Sheets are designed to help CCC program staff, coalition staff, and volunteers 
update CCC plans. Each tip sheet focuses on a specific topic (e.g., colorectal cancer 
screening, tobacco control, risk factors for cancer survivors). Follow the steps 
throughout the Tip Sheet to help guide your process in updating your cancer plan 
for that specific topic area. Some ideas: 

• Incorporate the Tip Sheet into your plan update process – share it with your 
coalition workgroups and use it to help guide your decisions.

• Identify a lead person to ensure that the Tip Sheet is used by the workgroup or 
team assigned to update the plan section that addresses each Tip Sheet topic. 

• Use the Tip Sheet to check that the topic is appropriately addressed in your plan 
and that the elements outlined on the next page are covered (objective, data, 
strategies).

• Use the worksheet at the end of this document with your partners to ask and 
answer critical questions related to the topic as you update your plan. 

COMPREHENSIVE 
CANCER CONTROL PLAN TIP SHEET

HPV VACCINATION

The Comprehensive Cancer Control National Partnership (CCCNP) is a 20+ year collaboration 
of diverse national organizations working together to build and strengthen Comprehensive 
Cancer Control (CCC) efforts across the nation. This Tip Sheet is part of a series offered 
through the CCCNP to assist Comprehensive Cancer Control (CCC) programs charged with 
developing, implementing, and evaluating cancer control plans tailored to their state/tribe/
territory/jurisdiction. CCC Plans focus coalition efforts on evidence-based interventions 
(EBIs) that impact cancer prevention and control across the cancer continuum.

This guide was produced and was supported through funding to the American Cancer Society from the Centers for Disease Control and Prevention Cooperative 
Agreement # 6 NU58DP006460. Content is solely the responsibility of the authors and does not necessarily represent the official views of the Centers for Disease Control 
and Prevention or the Department of Health and Human Services.



3

Definitions
• SMART Objective – is an objective in the cancer 

plan that is Specific, Measurable, Achievable, 
Relevant, and Time-bound.

• Evidence-Based Strategy – is a specific activity 
that is designed to achieve the objective and is 
based on evidence that the strategy is expected 
to work in your situation, i.e., it has been 
evaluated and shown to work.

• Crude vs. Age-adjusted Rates – Crude rates 
are influenced by the age distribution of the 
state’s population. Even if two states have 
the same age-adjusted rates, the state with 
the relatively older population will generally 
have higher crude rates because incidence 
or death rates for most cancers increase with 
age. Age-adjusting the rates ensures that 
differences in incidence or deaths from one 
year to another, or between one geographic 
area and another, are not due to differences in 
the age distribution of the populations being 
compared. Find out more here.

• Populations of Focus – are those groups 
experiencing the greatest cancer disparities 
in your region. Disparities might include 
higher cancer incidence or mortality; greater 
challenges accessing cancer screening, 
treatment, and/or survivorship care services; 
or populations experiencing bias in society 
and the health care system.

• Health Equity – occurs when every person 
has the opportunity to attain their full health 
potential and no one is disadvantaged 
from achieving this potential because of 
social position or other socially determined 
circumstances.

• Health Disparity – is a type of difference in 
health that is closely linked with social or 
economic disadvantage. Health disparities 
negatively affect groups of people who have 
systemically experienced greater social or 
economic obstacles to health. These obstacles 
stem from discrimination or exclusion that is 
historically linked to characteristics such as race 
or ethnicity, socioeconomic status, disability, 
sexual orientation, and many other factors.1

• Social Determinants of Health (SDoH) – 
are conditions in the environments in which 
people are born, live, learn, work, play, 
worship, and age that affect a wide range 
of health, functioning, and quality-of-life 
outcomes and risks.2

1 U.S. Department of Health and Human Services. The Secretary’s Advisory 
Committee on National Health Promotion and Disease Prevention Objectives 
for 2020. Phase I report: Recommendations for the framework and format 
of Healthy People 2020 [Internet]. Section IV: Advisory Committee findings 
and recommendations [cited 2010 January 6]. Available from: http://www.
healthypeople.gov/sites/default/files/PhaseI_0.pdf.

2 Healthy People 2030, U.S. Department of Health and Human Services, 
Office of Disease Prevention and Health Promotion. Retrieved 12/04/2020, 
from https://health.gov/healthypeople/objectives-and-data/social-
determinants-health.

https://www.cdc.gov/cancer/uscs/technical_notes/stat_methods/rates.htm#:~:text=Crude%20rates%20are%20influenced%20by,cancers%20increase%20with%20increasing%20age
http://www.healthypeople.gov/sites/default/files/PhaseI_0.pdf
http://www.healthypeople.gov/sites/default/files/PhaseI_0.pdf
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
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Tips for Updating Your CCC Plan
• Use your current cancer plan as a starting point: Think of this process as updating the current plan 

instead of starting a new plan from scratch.
• Be systematic: Assign workgroups to review and update certain sections of the plan. Create a process 

that is common across all workgroups tasked with updating the plan, which should include a standard 
set of criteria for the inclusion of plan goals, objectives, and strategies.

• Focus workgroups on assessing and updating the “guts” of the plan: the goals, objectives,  
and strategies.

• Identify someone to take the lead on writing the introduction, connecting text, and putting the 
document together for publication.

• Use data to determine the focus of the plan: Which cancers are most prevalent in the population? What 
subpopulations experience the most disparities?

• View through a health equity lens: Be intentional and proactive in keeping health equity issues at the 
forefront in every step of the cancer plan process – when engaging partners, collecting data, and setting goals. 
Include representatives from your population of focus in the writing of your cancer plan.

Use these resources to explore more cancer control planning tips and examples: 

• Nine Habits of Successful CCC Coalitions
• CCC Implementation Building Blocks (see page 7 of the Appendices for more tips on updating your plan)

Additional resources you can use: 

• Search other CCC plans to get ideas – CDC's CCC Plan Map and Search Tool
• CDC Cancer Plan Self-Assessment Tool
• GW State Cancer Plans Priority Alignment Resource Guide and Tool
• A Practitioner’s Guide for Advancing Health Equity: Community Strategies for Preventing  

Chronic Disease

Checklist for Updating Your CCC Plan

❒ Ensure that your workgroup is familiar with your current cancer plan.

❒ Create a systematic process for the workgroup to follow; a process that is 
intentional about addressing issues of health equity throughout.

❒ Use data to focus on the populations with the highest cancer burdens.

❒ Focus workgroups on assessing and updating goals, objectives, and strategies.

❒ Identify someone to write the introduction and assemble the final document.

https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Nine Habits of Successful Comprehensive Cancer Control Coalitions Updated 2019.pdf
https://www.cccnationalpartners.org/sites/cccnationalpartners.org/files/CCC Implementation Building Blocks Guide and Tools with Supplement.pdf
https://www.cdc.gov/cancer/ncccp/ccc_plans.htm
https://www.cdc.gov/cancer/ncccp/pdf/CancerSelfAssessTool.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/PriorityAlignmentToolCombined-FINAL_20150302.pdf
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/pdf/HealthEquityGuide.pdf
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/pdf/HealthEquityGuide.pdf
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COMPREHENSIVE CANCER CONTROL PLAN UPDATE TIP SHEET

HPV Vaccination

There is no need to “re-invent the wheel” if an up-to-date immunization or specific human papillomavirus 
(HPV)-related plan exists for your jurisdiction. It is important to note that the Centers for Disease Control 
and Prevention (CDC) supports vaccination and HPV vaccination efforts in each state across the nation. To 
have a collaborative and coordinated effort for HPV, check with your state program and inquire about their 
immunization or HPV plan, objectives, and strategies. Work with your immunization partners to identify how 
the CCC plan can complement, add value, and leverage the cancer community to increase HPV vaccination.

Why Increasing HPV Vaccination Is an Important Part of Your CCC Plan
• HPV can cause cancer of the cervix, oropharynx (back of the throat, including the base of the tongue 

and tonsils), vulva, vagina, penis, and anus. Each year, more than 35,000 men and women are 
diagnosed with a cancer caused by HPV in the US. 

• Vaccines protect against the types of HPV that cause most of these cancers. The vaccine used in the 
United States also protects against the HPV types that cause most genital warts. It is estimated that HPV 
vaccination can prevent more than 90% of cancers caused by HPV, or about 33,000 cases annually 
in the US.

• A solvable problem: HPV-related cancers can easily be prevented through vaccination. Tools to increase 
vaccination rates including data, educational materials, and implementation manuals are readily 
available (see resources on pages 6 & 8).

• Collaboration is working: several states have shown improvement in their HPV vaccination rates once 
individual organizations representing clinicians, health systems, state/local government, and cancer 
control organizations began strategically partnering and speaking with a unified voice to their partners.

HPV vaccination can prevent more than 90% of cancers caused by HPV when given at the 
recommended ages. CCC coalitions are uniquely positioned to work with immunization partners to 
encourage and enable HPV vaccination rate increases.
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https://www.cdc.gov/cancer/cervical
https://www.cdc.gov/cancer/hpv/basic_info/hpv_oropharyngeal.htm
https://www.cdc.gov/cancer/vagvulv
https://www.cdc.gov/cancer/hpv/statistics/cases.htm
https://www.cdc.gov/cancer/hpv/statistics/cases.htm
https://www.cdc.gov/hpv/parents/vaccine.html
https://www.cdc.gov/hpv/hcp/protecting-patients.html
https://www.cdc.gov/hpv/hcp/protecting-patients.html
https://www.cdc.gov/hpv/hcp/protecting-patients.html
https://www.cancer.org/healthy/hpv-vaccine.html
https://www.cancer.org/healthy/hpv-vaccine.html
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Engage experts in HPV vaccination, organizations and agencies who have access to the data you need, and 
partners who will be critical to implementing your HPV-related strategies. Be sure to include representatives 
from your populations of focus. For a list of many of the partners working on HPV vaccination efforts in your 
state, please see the HPV Vaccination Contact Map here. Potential partners include:

• Academic researchers studying HPV Vaccination 
uptake, and those studying HPV vaccination 
related disparities

• American Cancer Society (ACS) and ACS CAN
• Area Health Education Centers 
• Colleges/universities and their health centers
• Community members from your populations of 

focus
• Organizations who represent communities 

experiencing disparities in HPV vaccination
• Trusted community leaders with experience 

addressing health inequities in your community 
(e.g., people of color, people with disabilities, 
LGBTQ populations)

• Dentists/dental associations
• Health systems, insurers, Medicaid, etc.

• Immunization coalitions or HPV vaccination 
roundtables/coalitions

• Immunization programs
• NCI-Designated Cancer Centers 
• Parents and guardians
• Pediatricians/AAP state chapters
• Pharmacists
• Primary care providers including Federally 

Qualified Health Centers
• Provider associations including primary care 

associations 
• Schools, school nurses/state affiliates, 

school boards, parent-teacher organizations/
associations

• Vaccines for Children (VFC) State/Territory 
Programs

https://public.tableau.com/profile/acs.hpv.vaccination#!/vizhome/HPVVaccinationInitiativeContactMap/Dashboard
https://www.cancer.org
https://www.fightcancer.org
https://www.nationalahec.org/index.php/what-we-do/national-training-center/hpv-project
http://ebusiness.ada.org/mystate.aspx
https://www.cancer.gov/research/infrastructure/cancer-centers/find
https://www.aap.org/en-us/about-the-aap/chapters-and-districts/Pages/Chapters-and-Districts.aspx
https://bphc.hrsa.gov/qualityimprovement/strategicpartnerships/ncapca/associations.html
https://bphc.hrsa.gov/qualityimprovement/strategicpartnerships/ncapca/associations.html
https://www.nasn.org/nasn/about-nasn/affiliates
https://www.cdc.gov/vaccines/programs/vfc/contacts.html
https://www.cdc.gov/vaccines/programs/vfc/contacts.html
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Vaccination and/or HPV coalitions and programs will 
likely have gathered and analyzed HPV-related data. 
Look for data that: 

• Identify populations that have lower HPV 
vaccination rates and where HPV-related cancers 
are more prevalent. It is helpful to examine 
this by age, sex, race/ethnicity, socio-economic 
status, geographic area, sexual orientation and 
gender identity. Currently, the most significant 
disparities seen around HPV vaccination are 
related to geography and in rural areas. You 
may also notice differences between rates of 
vaccination for boys and girls and initiation 
versus completion rates.

• Illustrate HPV vaccination rates, progress, and 
trends over time to identify specific areas for 
focus.

• Identify the availability and type of providers, 
existing policies, enforcement of policies, and 
HPV programs in different geographic areas and 
population groups.  

• Lay a foundation to measure progress over the 
life of the plan (e.g., baselines and goals).

It is best to use data from your own state, tribe, 
territory, or jurisdiction. Your state immunization 
department may offer local- and/or county-level 
data which will greatly inform planning efforts. 
Approach your department of health partners 
initially and then check out national data. National 
data can help you set goals, by letting you compare 
your data with other locations and the nation.
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There are multiple supporting data sources that 
provide national, state, and local data on HPV 
vaccination rates as well as a wealth of other 
evidenced-based strategy resources. Examples of 
these resources include:

• ACS HPV Landscape Dashboard – shows both 
HPV cancer incidence and vaccination rates and 
can be searched by state

• ACS HPV roundtable website and the State 
Coalitions Guide section

• ACS HPV Vaccination Initiative Contact Map 
– shows where national partners are engaging 
in HPV vaccination work and provides contact 
information for partners

• ASTHO – customizable state data infographics
• CDC Data Visualization Tool for US Cancer 

Statistics 
• CDC HPV and Cancer site
• CDC TeenVaxView – TeenVaxView is designed 

to help you access survey data collected by CDC 
and translate data into action

• NCI HPV Supplemental funding report
• NCI HPV Vaccination website
• Journal article: Understanding and addressing 

social determinants to advance cancer health 
equity in the United States: A blueprint for 
practice, research, and policy. Alcaraz et al. 
2020. CA A Cancer J Clin, 70: 31-46. 

In addition to information on HPV vaccination 
rates, it is also important to see what HPV-related 
policies exist in your state, tribe, or territory. Policy 
information can be found at: National Conference 
of State Legislatures (NCSL) HPV Vaccine Policies 
website or the Immunization Action Coalition’s 
HPV laws page. In addition, your local ACS CAN 
contacts can provide information about HPV-related 
policy actions. 

https://public.tableau.com/profile/acs.hpv.vaccination#!/vizhome/HPVLandscapeDashboard-November2019/Dashboard
https://hpvroundtable.org
https://hpvroundtable.org/state-coalition-guide
https://hpvroundtable.org/state-coalition-guide
https://public.tableau.com/profile/acs.hpv.vaccination#!/vizhome/HPVVaccinationInitiativeContactMap/Dashboard
https://www.astho.org/ASTHOBriefs/HPV-Vaccinations-Offer-Long-Lasting-Cancer-Protection-Infographic
https://gis.cdc.gov/Cancer/USCS/DataViz.html?ref=dGFiPXRhYlJpc2tGYWN0b3JzJmRzPTY5MSZxcz02OTEsMjg3LDU3Myw1MTY=
https://gis.cdc.gov/Cancer/USCS/DataViz.html?ref=dGFiPXRhYlJpc2tGYWN0b3JzJmRzPTY5MSZxcz02OTEsMjg3LDU3Myw1MTY=
https://www.cdc.gov/cancer/hpv
https://www.cdc.gov/vaccines/imz-managers/coverage/teenvaxview/index.html
https://healthcaredelivery.cancer.gov/hpvuptake/DCCPS_HPVvax-report_FINAL_508compliant.pdf
https://progressreport.cancer.gov/prevention/hpv_immunization
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
http://www.ncsl.org/research/health/hpv-vaccine-state-legislation-and-statutes.aspx
http://www.ncsl.org/research/health/hpv-vaccine-state-legislation-and-statutes.aspx
http://www.ncsl.org/research/health/hpv-vaccine-state-legislation-and-statutes.aspx
https://www.immunize.org/laws/hpv.asp
https://www.immunize.org/laws/hpv.asp
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The questions in the worksheet at the end of this document can guide you through the data gathering, decision 
making, and priority setting processes. Think about the following as you work through the questions: 

• What is the best way to show the alignment of the HPV-related baselines and goals in our CCC plan with 
those in existing vaccination and/or HPV plans?

• What data should we include? Take into consideration: partner input, local/national objectives for 
decreasing HPV-related cancers, HPV vaccination rates, specific populations, and health equity issues.

• To help you set goals, it may also be helpful to compare HPV vaccination rates to rates of Tdap and 
meningococcal vaccines in your state.

• Identify any priority areas based on data in specific populations.
• Consult Healthy People 2030 goals, your health department’s chronic disease plan, and Behavioral Risk 

Factor Surveillance System (BRFSS) data to see what baselines and goals are already being used by your 
partners; remember to cite your data sources.

It is helpful to show how your cancer plan goals contribute to national goals. Work with your HPV partners 
to select primary objectives that broadly address HPV vaccination efforts and identify one or two other 
complementary health equity objectives that support specific needs within your communities, including 
a special focus on subpopulations that experience HPV and/or HPV cancer-related disparities. These 
complementary objectives may focus on cancer-specific populations, networks, or services that do not 
appear in any existing vaccination/HPV plans.

You may want to consider including collaborative language in your CCC plan that illustrates your alignment 
with an existing vaccination plan. Example:

• This cancer plan’s goal and its objectives align with the state’s vaccination plan and is in full support of 
the state vaccination/HPV program and their HPV vaccination partners.
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https://www.healthypeople.gov
https://www.cdc.gov/brfss/index.html
https://www.cdc.gov/brfss/index.html
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Healthy People 2030 Objective
Increase the proportion of adolescents who receive recommended doses of the human 
papillomavirus (HPV) vaccine

2018 BASELINE 2030 GOAL

Percent of adolescents aged 13 through 15 
years receiving recommended doses of the 
HPV vaccine

48% 80%

Note: The American Cancer Society recommends adolescents receive the recommended doses of the HPV vaccine by the age of 13.

Examples of primary objectives: 

• By 2025, increase the percentage of teens ages 13–17 who are fully vaccinated to 50% (from baseline of 
34%). (The NIS-TEEN dataset, a National Immunization Survey of 13–17-year-old teens)

• By 2025, increase the percentage of health systems with a 60% or higher HPV vaccine initiation rate from 
48% to 75%. (State Immunization Information System)

Examples of complementary health equity objectives and objectives that address social determinants 
affecting health:

• By 2025, increase HPV vaccination completion rates for boys and girls ages 13-17 in rural counties from 
64% to 75%. (NIS-Teen dataset)

• By 2025, increase the number of collaborative projects implemented with partners from different sectors 
(e.g., education, housing, health care, community development, or transportation) to expand proven 
interventions that address social determinants of health.

• By 2025, establish commitments from three organizations to offer HPV vaccination in a trusted setting 
identified by our population of focus.

• By 2025, establish commitments from 10 primary care clinics and/or Federally Qualified Health Centers 
in our state to modify clinic hours to offer evening vaccination options.

Note that it is recommended to include objectives related to on-time vaccination, or vaccination before age 
13. If you and your partners can stratify data according to this age range, it is more impactful to focus on ages 
9-12 rather than ages 13-17.

https://health.gov/healthypeople/objectives-and-data/browse-objectives#social-determinants-of-health
https://health.gov/healthypeople/objectives-and-data/browse-objectives#social-determinants-of-health
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When choosing strategies, consult with HPV vaccination coalitions and plans that already exist in your state, 
tribe, or territory. These established partnerships have typically already identified specific strategies that 
can help achieve shared priority objectives related to increasing HPV vaccination rates. Work with them to 
identify which strategies the cancer control plan should include that will be a “value-add” or force-multiplier 
to existing HPV vaccination efforts. Be intentional about tailoring your chosen strategies to reach both the 
general population AND your population of focus.

Think about cancer-related networks, programs, and services you can leverage, enhance, or expand; 
available resources; the need to track outcomes of implementing the strategy, and the impact the strategy 
will have on achieving the goals and objectives for all partnerships and plans. Examples include women’s 
cancer screening programs, school-based vaccination programs, provider networks and associations, and 
parent-teacher organizations.  

A resource that shows potential roles for how partners can be involved in your HPV vaccination efforts can 
be found here. Also, check out the Stakeholder Section of this HPV Roundtable resource. 

Some CCC plans have collaborative strategies in the prevention section of their plan. Examples include:

• Support the training of healthcare providers on the evidence-based “announcement approach.”
• In concert with the HPV vaccination coalition, develop a program that utilizes immunization registry 

data to provide reporting to providers or health systems, including their HPV vaccination initiation and 
completion rates compared to that of their peers and the plan’s goal.

• Support the use of reminder systems in provider offices to increase HPV vaccination completion rates. 
• Educate partners on financial resources available for uninsured and underinsured populations for the 

HPV vaccine, including the VFC program.

Additional HPV Vaccination Resources

• ACS: HPV Initiatives; National HPV Roundtable Resources; and Resource Guide for State HPV 
Coalitions

• CDC: HPV Resources; Partner Toolkit
• NCI’s HPV Supplemental Funding Report
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https://www.cdc.gov/hpv/downloads/what-can-we-do.pdf
https://hpvroundtable.org/state-coalition-guide
https://www.cancer.org/health-care-professionals/hpv-vaccination-information-for-health-professionals/our-hpv-vaccination-initatives.html
https://hpvroundtable.org/resource-library
https://hpvroundtable.org/get-involved/states
https://hpvroundtable.org/get-involved/states
https://www.cdc.gov/hpv/index.html
https://www.cdc.gov/hpv/partners/index.html
https://healthcaredelivery.cancer.gov/hpvuptake/DCCPS_HPVvax-report_FINAL_508compliant.pdf
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Worksheet: Questions to Ask and Answer

Use this worksheet to help you and your cancer control and immunization partners to identify gaps, 
opportunities, and challenges that should be reflected in your cancer plan objectives and strategies. Record 
your answers and use the information to help inform your selection of objectives and strategies for your 
updated plan. 

1. What existing immunization and/or HPV coalitions/partners and programs are in our state?

• Are they part of our coalition – and these discussions – to update the CCC plan?

• If not, how can we involve them in our CCC plan update process?

2. Are there existing immunization and/or HPV plans for our state?

• If yes, how do we want to use and reference existing plans in our CCC plan? Note: How you answer
this question will affect how much you need to analyze data and identify objectives and strategies.
It is strongly suggested not to “re-invent the wheel” if an up-to-date immunization/HPV plan already
exists for your state.
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3. Based on the data, are there any value-added objectives that should be included in the CCC plan that 
are or are not in current HPV plans?

• If so, what primary objectives do we want to set given our analysis of this data?

4. What specific populations or communities have lagging HPV rates?  Do we know why?

• How can we engage populations experiencing disparities (or populations of focus) to identify 
solutions?

• Are there any value-added secondary objectives not in an HPV plan that we want to identify given 
our analysis of this data?

5. What conditions in our environment (in which we are born, live, learn, work, play, worship, and age) are 
affecting our communities’ health?
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• Are people most affected engaged in planning the solutions?

• What objectives and strategies should we include to address these “upstream” social determinants 
of health?

6. How can the CCC plan complement, add value, and leverage the cancer voice for existing HPV efforts?

7. What existing cancer-related services, networks, or programs could we leverage to help achieve our HPV 
objectives?

• What strategies should we select given the answers to the this question?

8. What HPV vaccination policies or systems changes do we want to advocate for or promote?



14

• What strategies we should select given the answers to this question?

9. What other partners can we engage to help implement policy and system changes to support increasing 
HPV rates over time? Do we have existing connections with them? How can we engage these partners? 
Can we identify a champion within these partners? Why will they want to be involved? What is the 
“value add” for them?

• Are the populations of focus engaged in planning and implementing these changes?

• What strategies should we select given the answers to these questions?

10. What gets measured is what gets done: How can we best track our efforts in HPV? How do we know we 
are making progress along the way?

• Are there strategies we should select related to the answers to these questions?
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11. What results do we share with policymakers and how do we communicate them, along with a “one 
voice” explanation of the best strategies to increase HPV efforts?

• Are there strategies we should select related to the answers to this question?

12. How will the strategies we selected elevate health outcomes for those who have historically 
experienced health outcome disparities (or populations of focus)?



How to Use This Tip Sheet
Tip Sheets are designed to help CCC program staff, coalition staff, and volunteers 
update CCC plans. Each tip sheet focuses on a specific topic (e.g., colorectal cancer 
screening, tobacco control, risk factors for cancer survivors). Follow the steps 
throughout the Tip Sheet to help guide your process in updating your cancer plan 
for that specific topic area. Some ideas: 

• Incorporate the Tip Sheet into your plan update process – share it with your 
coalition workgroups and use it to help guide your decisions.

• Identify a lead person to ensure that the Tip Sheet is used by the workgroup or 
team assigned to update the plan section that addresses each Tip Sheet topic. 

• Use the Tip Sheet to check that the topic is appropriately addressed in your plan 
and that the elements outlined on the next page are covered (objective, data, 
strategies).

• Use the worksheet at the end of this document with your partners to ask and 
answer critical questions related to the topic as you update your plan. 

COMPREHENSIVE 
CANCER CONTROL PLAN TIP SHEET

TOBACCO PREVENTION AND CONTROL

The Comprehensive Cancer Control National Partnership (CCCNP) is a 20+ year collaboration 
of diverse national organizations working together to build and strengthen Comprehensive 
Cancer Control (CCC) efforts across the nation. This Tip Sheet is part of a series offered 
through the CCCNP to assist Comprehensive Cancer Control (CCC) programs charged with 
developing, implementing, and evaluating cancer control plans tailored to their state/tribe/
territory/jurisdiction. CCC Plans focus coalition efforts on evidence-based interventions 
(EBIs) that impact cancer prevention and control across the cancer continuum.

This guide was produced and was supported through funding to the American Cancer Society from the Centers for Disease Control and Prevention Cooperative 
Agreement # 6 NU58DP006460. Content is solely the responsibility of the authors and does not necessarily represent the official views of the Centers for Disease Control 
and Prevention or the Department of Health and Human Services.
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Definitions
• SMART Objective – is an objective in the cancer 

plan that is Specific, Measurable, Achievable, 
Relevant, and Time-bound.

• Evidence-Based Strategy – is a specific activity 
that is designed to achieve the objective and is 
based on evidence that the strategy is expected 
to work in your situation, i.e., it has been 
evaluated and shown to work.

• Crude vs. Age-adjusted Rates – Crude rates 
are influenced by the age distribution of the 
state’s population. Even if two states have 
the same age-adjusted rates, the state with 
the relatively older population will generally 
have higher crude rates because incidence 
or death rates for most cancers increase with 
age. Age-adjusting the rates ensures that 
differences in incidence or deaths from one 
year to another, or between one geographic 
area and another, are not due to differences in 
the age distribution of the populations being 
compared. Find out more here.

• Populations of Focus – are those groups 
experiencing the greatest cancer disparities 
in your region. Disparities might include 
higher cancer incidence or mortality; greater 
challenges accessing cancer screening, 
treatment, and/or survivorship care services; 
or populations experiencing bias in society 
and the health care system.

• Health Equity – occurs when every person 
has the opportunity to attain their full health 
potential and no one is disadvantaged 
from achieving this potential because of 
social position or other socially determined 
circumstances.

• Health Disparity – is a type of difference in 
health that is closely linked with social or 
economic disadvantage. Health disparities 
negatively affect groups of people who have 
systemically experienced greater social or 
economic obstacles to health. These obstacles 
stem from discrimination or exclusion that is 
historically linked to characteristics such as race 
or ethnicity, socioeconomic status, disability, 
sexual orientation, and many other factors.1

• Social Determinants of Health (SDoH) – 
are conditions in the environments in which 
people are born, live, learn, work, play, 
worship, and age that affect a wide range 
of health, functioning, and quality-of-life 
outcomes and risks.2

1 U.S. Department of Health and Human Services. The Secretary’s Advisory 
Committee on National Health Promotion and Disease Prevention Objectives 
for 2020. Phase I report: Recommendations for the framework and format 
of Healthy People 2020 [Internet]. Section IV: Advisory Committee findings 
and recommendations [cited 2010 January 6]. Available from: http://www.
healthypeople.gov/sites/default/files/PhaseI_0.pdf.

2 Healthy People 2030, U.S. Department of Health and Human Services, 
Office of Disease Prevention and Health Promotion. Retrieved 12/04/2020, 
from https://health.gov/healthypeople/objectives-and-data/social-
determinants-health.

https://www.cdc.gov/cancer/uscs/technical_notes/stat_methods/rates.htm#:~:text=Crude%20rates%20are%20influenced%20by,cancers%20increase%20with%20increasing%20age
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Tips for Updating Your CCC Plan
• Use your current cancer plan as a starting point: Think of this process as updating the current plan 

instead of starting a new plan from scratch.
• Be systematic: Assign workgroups to review and update certain sections of the plan. Create a process 

that is common across all workgroups tasked with updating the plan, which should include a standard 
set of criteria for the inclusion of plan goals, objectives, and strategies.

• Focus workgroups on assessing and updating the “guts” of the plan: the goals, objectives,  
and strategies.

• Identify someone to take the lead on writing the introduction, connecting text, and putting the 
document together for publication.

• Use data to determine the focus of the plan: Which cancers are most prevalent in the population? What 
subpopulations experience the most disparities?

• View through a health equity lens: Be intentional and proactive in keeping health equity issues at the 
forefront in every step of the cancer plan process – when engaging partners, collecting data, and setting goals. 
Include representatives from your population of focus in the writing of your cancer plan.

Use these resources to explore more cancer control planning tips and examples: 

• Nine Habits of Successful CCC Coalitions
• CCC Implementation Building Blocks (see page 7 of the Appendices for more tips on updating your plan)

Additional resources you can use: 

• Search other CCC plans to get ideas – CDC's CCC Plan Map and Search Tool
• CDC Cancer Plan Self-Assessment Tool
• GW State Cancer Plans Priority Alignment Resource Guide and Tool
• A Practitioner’s Guide for Advancing Health Equity: Community Strategies for Preventing  

Chronic Disease

Checklist for Updating Your CCC Plan

❒ Ensure that your workgroup is familiar with your current cancer plan.

❒ Create a systematic process for the workgroup to follow; a process that is 
intentional about addressing issues of health equity throughout.

❒ Use data to focus on the populations with the highest cancer burdens.

❒ Focus workgroups on assessing and updating goals, objectives, and strategies.

❒ Identify someone to write the introduction and assemble the final document.

https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Nine Habits of Successful Comprehensive Cancer Control Coalitions Updated 2019.pdf
https://www.cccnationalpartners.org/sites/cccnationalpartners.org/files/CCC Implementation Building Blocks Guide and Tools with Supplement.pdf
https://www.cdc.gov/cancer/ncccp/ccc_plans.htm
https://www.cdc.gov/cancer/ncccp/pdf/CancerSelfAssessTool.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/PriorityAlignmentToolCombined-FINAL_20150302.pdf
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COMPREHENSIVE CANCER CONTROL PLAN UPDATE TIP SHEET

Tobacco Prevention and Control

There is no need to “re-invent the wheel” if an up-to-date tobacco prevention and control plan already exists 
for your state, tribe, territory, or jurisdiction. The National Tobacco Control Program requires their state 
health department grantee programs to have a fiver-year strategic plan. Focus on how your cancer plan will 
complement, add value, and leverage the cancer voice for tobacco prevention and control efforts.

Since 1999, the Centers for Disease Control and Prevention (CDC) Office on Smoking and Health has had a 
National Tobacco Control Program (NTCP), which provides funding and technical support to all 50 states, 
the District of Columbia, eight US territories, and 12 tribal support organizations. The goals of this program 
are to implement best practices to prevent and reduce commercial tobacco product use among youth and 
adults, eliminate secondhand smoke exposure, and identify and eliminate tobacco-related disparities. In 
addition, CDC’s Office on Smoking and Health funds a consortium of eight national networks to advance 
the prevention of commercial tobacco product use and cancer in populations experiencing tobacco- and 
cancer-related health disparities. 

Aligning your CCC plan’s tobacco control goals, 
objectives, and strategies with your CDC-funded 
tobacco control program is important as you 
update your plan’s tobacco control section. Read 
about Best Practices for Comprehensive Tobacco 
Control Programs to better understand how 
states build and maintain effective tobacco control 
programs. Information about your state’s tobacco 
control program can be found by clicking on the 
map on CDC’s NTCP webpage. 

The article, Factors Involved in the Collaboration 
Between the National Comprehensive Cancer 
Control Programs and Tobacco Control 
Programs: A Qualitative Study of 6 States, United 
States, 2012 describes how states have worked 
with their tobacco control programs and may be a 
useful reference as you go through this process. 

https://www.cdc.gov/tobacco/stateandcommunity/tobacco_control_programs/index.htm
https://www.cdc.gov/tobacco/stateandcommunity/tobacco_control_programs/ntcp/index.htm
https://www.cdc.gov/cancer/ncccp/related-programs/Networking2Save.htm
https://www.cdc.gov/tobacco/stateandcommunity/best_practices/index.htm
https://www.cdc.gov/tobacco/stateandcommunity/best_practices/index.htm
https://www.cdc.gov/tobacco/stateandcommunity/tobacco_control_programs/ntcp/index.htm
https://www.cdc.gov/pcd/issues/2015/15_0012.htm
https://www.cdc.gov/pcd/issues/2015/15_0012.htm
https://www.cdc.gov/pcd/issues/2015/15_0012.htm
https://www.cdc.gov/pcd/issues/2015/15_0012.htm
https://www.cdc.gov/pcd/issues/2015/15_0012.htm
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Why Tobacco Control Is an Important Part of Your CCC Plan

Smoking Secondhand Smoke

• Tobacco product use is the leading cause of 
preventable disease, disability, and death in 
the US.

• Cigarette smoking can cause cancer almost 
anywhere in the body, including the mouth 
and throat, esophagus, stomach, colon, 
rectum, liver, pancreas, voice box (larynx), 
trachea, bronchus, kidney and renal pelvis, 
urinary bladder, and cervix, and it can cause 
acute myeloid leukemia.

• Smoking is the number one risk factor for lung 
cancer. In the US, smoking is linked to nearly 9 
out of 10 lung cancers.

• Cigarette smoking disproportionately affects 
the health of people with low socioeconomic 
status. Cigarette smokers with lower income 
suffer more from diseases caused by smoking 
than do smokers with higher incomes.

• American Indian/Alaska Native youth and 
adults have the highest prevalence of 
cigarette smoking among all racial/ethnic 
groups in the U.S.

• A higher percentage of Black, non-Hispanic 
adults and youth reporting current use of 
cigars than persons of other racial/ethnic 
groups.

• No matter how long someone has smoked, 
quitting can reduce their risk for cancer and 
other chronic diseases.

• Secondhand smoke is the mixture of the 
smoke given off by the burning end of tobacco 
products and the smoke exhaled by people 
who use those products. Secondhand smoke 
also causes lung cancer.

• There is no risk-free level of exposure to 
secondhand smoke.

• Nonsmokers who are exposed to secondhand 
smoke at home or at work increase their risk of 
developing lung cancer by 20-30%.

• Secondhand smoke causes more than 7,300 
lung cancer deaths among US nonsmokers 
each year.

• African American persons (children and adults) 
are more likely to be exposed to secondhand 
smoke than any other racial or ethnic group.

• Nonsmokers who are exposed to secondhand 
smoke are inhaling many of the same cancer-
causing substances and poisons as smokers.

• Even brief secondhand smoke exposure can 
damage cells in ways that set the cancer 
process in motion.

• As with active smoking, the longer the 
duration and the higher the level of exposure 
to secondhand smoke, the greater the risk of 
developing lung cancer.

https://www.cdc.gov/tobacco/disparities/american-indians/index.htm
https://www.cdc.gov/tobacco/disparities/american-indians/index.htm
https://www.cdc.gov/mmwr/volumes/69/wr/mm6950a1.htm#F1_down
https://www.cdc.gov/mmwr/volumes/69/wr/mm6950a1.htm#F1_down
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E-cigarettes Smokeless Tobacco Products

• The use of e-cigarettes is unsafe for kids, teens, 
young adults, and pregnant women, as well as 
adults who do not currently use tobacco products.

• E-cigarettes are the most commonly used 
tobacco product among youth.

• A higher percentage of lesbian, gay, and 
bisexual middle and high school students 
report current tobacco product use – including 
e-cigarette use – than heterosexual youth.

• Most e-cigarettes contain nicotine. Nicotine 
can harm adolescent brain development – 
development that continues into the early to 
mid-20s. Nicotine also is highly addictive. There 
is some evidence that youth and young adult 
e-cigarette use may increase the frequency and 
amount of cigarette smoking in the future.

• E-cigarette aerosol that users inhale and exhale 
from e-cigarettes can expose both themselves 
and bystanders to harmful substances.

• E-cigarettes can contain other harmful 
substances besides nicotine, including  
cancer-causing chemicals.

• Use of smokeless tobacco can cause cancer  
of the mouth, esophagus, and pancreas.

• Smokeless tobacco product use can cause 
white or grey patches inside the mouth 
(leukoplakia) that can lead to cancer.

• Young people who use smokeless tobacco can 
become addicted to nicotine and may be more 
likely to also become cigarette smokers.

• Adults from rural counties have a higher 
prevalence of smokeless tobacco use than 
adults in urban, large metro, or small metro 
counties.

Social determinants of health (SDOH) such as poverty, housing, social support, discrimination, quality of 
schools, health care access, and transportation influence tobacco-related disparities. For example, people 
that live in multi-unit housing may be at greater risk of exposure to secondhand smoke, and people with 
limited health care access may lack information about the dangers of tobacco use and available cessation 
options. Consider background reading on SDOH and cancer, such as the journal article: Understanding and 
addressing social determinants to advance cancer health equity in the United States: A blueprint for 
practice, research, and policy. Alcaraz et al. 2020. CA A Cancer J Clin, 70: 31-46.
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These facts have been taken from various 
pages on CDC’s Tobacco Control Website. Go 
to the website for the most current tobacco 
prevention and control facts, best practices, 
information on disparities, and other resources.

https://www.cdc.gov/mmwr/volumes/69/wr/mm6950a1.htm#F1_down
https://www.cdc.gov/mmwr/volumes/69/wr/mm6950a1.htm#F1_down
https://www.cdc.gov/tobacco/disparities/geographic/index.htm
https://www.cdc.gov/tobacco/disparities/geographic/index.htm
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
https://www.cdc.gov/tobacco
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Engage experts in tobacco prevention and control, including organizations and agencies that are focused 
on and experienced in tobacco prevention and control planning and implementation. Be sure to include 
representatives from your populations of focus. Key partners to engage include:

• Academic researchers studying tobacco and tobacco-related disparities
• Behavioral health providers and associations
• Cancer centers, especially staff involved in tobacco treatment
• Community members from your populations of focus
• Federally Qualified Health Centers
• Health advocacy partners, including the American Cancer Society Cancer Action Network, the American 

Heart Association, and the American Lung Association 
• K-12 schools, colleges/universities, community colleges, trade schools, education departments, 

educational associations, and athletic associations (Note: Tobacco industry-sponsored youth prevention 
programs are ineffective and may promote tobacco use among youth.)

• Municipal associations, such as state leagues of cities or state associations of counties
• Organizations who represent communities experiencing disparities in tobacco use
• Patient navigators
• Pharmacists/pharmacist associations
• Public housing agencies and state or local housing associations (Most PHAs must implement smoke-free 

policies, and those that are not required to do so have been encouraged by HUD to also implement smoke-
free policies.)

• Radon program/professional association 
• Retailers (Note: Although retailers receive a lot of marketing incentives from the tobacco industry, it is 

helpful to educate retailers about retail-related policies.)
• Social justice organizations and community-based organizations serving populations experiencing health 

disparities
• State and local public health associations
• State Medicaid agencies, health systems, and payers and provider groups
• State Primary Care Association and other medical and dental associations and societies
• State revenue department and state Attorney General’s office and local business licensing authorities
• Tobacco control programs, including program staff managing state quitline services
• Tobacco control, public health, and chronic disease coalitions, including those that are focused on reducing 

health disparities and advancing health equity
• Trusted community leaders with experience addressing health inequities in your community (e.g., people 

of color, people with disabilities, LGBTQ populations)
• Worksites and employers 
• Youth tobacco control partners, including local youth programs, the Campaign for Tobacco-Free Kids, and 

the Truth Initiative

https://www.cdc.gov/tobacco/basic_information/youth/evidence-brief/index.htm
https://publichealthlawcenter.org/sites/default/files/resources/HUD-Final-Rule-Smoke-Free-Public-Housing-2017.pdf
https://publichealthlawcenter.org/sites/default/files/resources/HUD-Final-Rule-Smoke-Free-Public-Housing-2017.pdf
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/tobacco_industry/marketing/index.htm
https://www.cdc.gov/tobacco/stateandcommunity/tobacco_control_programs/ntcp/index.htm
https://www.cdc.gov/tobacco/quit_smoking/cessation/faq-about-1-800-quit-now/index.html
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Again, your existing tobacco prevention and control coalitions and programs will likely have gathered and 
analyzed tobacco-related data. Look for data that: 
• Identifies populations that have high rates of tobacco use. It is helpful to examine specific tobacco 

product use by age, sex, race/ethnicity, socio-economic status, behavioral health status, veteran/military 
status, geographic area, sexual orientation and gender identity.

• Illustrates rates of tobacco use, progress, and trends over time to identify specific areas for focus.
• Identifies existing policies, enforcement of policies, and tobacco prevention and control programs in 

different geographic areas and policies and programs targeted at eliminating disparities among different 
population groups. 

• Compares local data with national data to highlight key areas of need or lagging progress.
• Lays a foundation to measure progress over the life of the plan (e.g., baselines and goals).

It is best to use data from your own state, tribe, territory, or jurisdiction. In addition, national data can help 
you set goals by allowing you to compare your data with other locations and the nation.

There are multiple CDC sources that provide national, state, and local data on tobacco prevention and 
control. You can access them here. Examples of these data sources include:
• CDC’s STATE System: An interactive application that presents current and historical state-level data 

on tobacco prevention and control, such as national and state-specific tobacco use data, cessation 
coverage, and tobacco control program funding

• Behavioral Risk Factor Surveillance System (BRFSS)
• Tobacco-Related Morbidity and Mortality 

Weekly Reports (MMWRs): These reports 
summarize recent national data, including data 
gathered through the National Youth Tobacco 
Survey, the Youth Risk Behavior Survey, and 
the National Health Interview Survey.

Other data sources include:
• State Cancer Profiles
• National Cancer Institute (NCI) Cancer 

Trends Progress Report
• County Health Rankings: This site provides 

data on adult smoking rates in your state 
and counties. Overall, the site provides 
data, evidence, guidance, and examples to 
build awareness of the multiple factors that 
influence health and support community 
leaders working to improve health and increase 
health equity.
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https://www.cdc.gov/tobacco/data_statistics/index.htm
https://www.cdc.gov/statesystem
https://www.cdc.gov/brfss/index.html
https://statecancerprofiles.cancer.gov
https://progressreport.cancer.gov
https://progressreport.cancer.gov
https://www.countyhealthrankings.org/explore-health-rankings
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In addition to information on tobacco use, it is also important to see what tobacco prevention and control 
policies exist nationally, as well as in your state, tribe, or territory. Up-to-date policy information can be 
found at: 
• CDC’s STATE System: An interactive application that presents current and historical state-level data on 

state legislative activities.
• American Lung Association: This site provides state-specific legislative data, as well as summaries on 

specific policy topics.
• Public Health Law Center: This site provides 50-state reviews of legislation on specific topics, 

representative examples of state and local legislation on a range of issues, and policy guides and model 
language.

• American Nonsmokers’ Rights Foundation: This site provides comprehensive data on local, state, and 
tribal smoke-free policies and laws. 

• FDA’s Center for Tobacco Products: This site provides information about FDA’s regulatory actions to date.
• The National Association of City and County Officials has developed an Advocacy Toolkit, in which they 

identify the differences between advocacy, education, and lobbying.

In addition to these data sources, you can visit the American Cancer Society Cancer Action Network site, which 
provides information about current policy priorities. And the journal article, Understanding and addressing 
social determinants to advance cancer health equity in the United States: A blueprint for practice, research, 
and policy. Alcaraz et al. 2020. CA A Cancer J Clin, 70: 31-46 provides valuable context to see your cancer plan 
process through a health equity lens.
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https://www.cdc.gov/statesystem
https://www.lung.org/policy-advocacy/tobacco/slati/about-slati
https://publichealthlawcenter.org/topics/commercial-tobacco-control
https://no-smoke.org/materials-services/lists-maps
https://www.fda.gov/tobacco-products/products-guidance-regulations
https://www.naccho.org/uploads/downloadable-resources/Advocacy-Toolkit-February-2020.pdf
https://www.fightcancer.org/what-we-do/tobacco-control
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
https://doi.org/10.3322/caac.21586
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The questions in the worksheet at the end of this document can guide you through the data gathering, decision 
making, and priority setting processes. Think about the following as you work through the questions: 

• What is the best way to show the alignment of the tobacco control baselines and goals in our CCC plan with 
those in existing tobacco prevention and control plans?

• What data should we include? Take into consideration: partner input; local/national objectives, such 
as goals for decreasing rates of all kinds – combusted tobacco, smokeless tobacco, e-cigarettes/vaping; 
increases in attempts or actual cessation; and decreases in secondhand smoke exposure.

• Identify if there are priority areas based on data regarding specific (sub)populations.

It is helpful to show how your cancer plan goals contribute to national goals, such as Healthy People 2030 
cancer and tobacco goals. Work with your state tobacco control program and other tobacco control partners to 
select primary objectives that broadly address tobacco prevention and control and identify one or two other 
complementary health equity objectives that support specific needs within your communities, including 
a special focus on subpopulations that experience tobacco and/or cancer-related health disparities. These 
complementary objectives may focus on cancer-specific populations, networks, or services that do not appear 
in any existing tobacco or chronic disease plans.

You may want to consider including collaborative language in your cancer plan that illustrates your alignment 
with the tobacco plan. Examples include:

• This cancer plan goal and its objectives align with the State Tobacco Plan, in full support of the state 
tobacco program and the statewide coalition of tobacco prevention and control partners.

• The objectives laid out in this plan align with the priorities of the State Tobacco Cessation and Prevention 
Program.

• The State Tobacco Prevention and Control Program works with partners such as the state cancer 
coalition to carry out strategies to reduce tobacco use.

• The statewide tobacco coalition includes members from a variety of organizations including citizens, 
businesses, non-profit organizations, state and local agencies, and healthcare professionals. The 
coalition advocates and advances tobacco prevention, cessation, and control. The cancer coalition 
supports the coalition efforts and the implementation of the State Tobacco Prevention and Control Plan.
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https://health.gov/healthypeople/objectives-and-data/browse-objectives/cancer
https://health.gov/healthypeople/objectives-and-data/browse-objectives/tobacco-use
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Examples of primary objectives: 

• By 2025, adult cigarette smoking prevalence will decrease from 13% in 2018 to 8% (2018 BRFSS).
• Increase the percentage of adults who report that smoking is not allowed anywhere in their home from 

84% to 95% by 2025 (2018 BRFSS).

Examples of complementary health equity objectives, and objectives addressing social determinants 
affecting health:

• By 2025, decrease tobacco use among cancer survivors from 10% to 7% (BRFSS).
• By 2025, decrease the percentage of rural smoking rates from 25% to 17% (BRFSS).
• By 2025, increase the number of collaborative projects implemented with partners from different sectors 

(e.g., education, housing, health care, community development, or transportation) to expand proven 
interventions that address social determinants of health.

• By 2025, establish commitments from three organizations to offer smoking cessation services in a trusted 
setting identified by our population of focus.

Healthy People 2030 Objectives
Here are a few examples of the 25 tobacco objectives from HP2030:

DOWN TO

16.0% By 2030, reduce current use of any tobacco products by adults from 20% in 2018  
to 16% 

DOWN TO

10.5% By 2030, reduce current use of e-cigarettes among adolescents from 13.8% in 2018 
to 10.5% 

UP TO

66.6%
By 2030, increase the proportion of adult smokers who receive advice to quit from 
a health professional from 56.9% in 2015 to 66.6%

https://health.gov/healthypeople/objectives-and-data/browse-objectives#social-determinants-of-health
https://health.gov/healthypeople/objectives-and-data/browse-objectives#social-determinants-of-health
https://health.gov/healthypeople/objectives-and-data/browse-objectives/tobacco-use
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When choosing strategies, consult with the tobacco prevention and control coalitions and plans that already 
exist in your state, tribe, or territory. These established partnerships have typically already identified specific 
strategies that can help achieve shared priority objectives related to tobacco use. Work with them to identify 
which populations and strategies the CCC plan should include that will be a “value-add” to existing tobacco 
prevention and control efforts. Be intentional about tailoring your chosen strategies to reach both the 
general population AND your population of focus. The Health Equity in Tobacco Prevention and Control 
User Guide includes multiple strategies that seek to achieve health equity when planning, implementing, 
and enforcing tobacco control efforts.

Think about cancer-related networks, programs and services that you can leverage, enhance, or expand; 
available resources; and the impact the strategy will have on achieving the goals and objectives for all 
partnerships and plans. Examples include women’s cancer screening programs, mobile mammography 
in rural areas, farmer’s markets, sun safety programs, etc. Explore websites for CDC’s Networking2Save 
partners, who are focused on addressing disparities in tobacco-related cancers, for population-specific 
resources you can leverage. 

Some cancer plans specifically put collaborative strategies in the tobacco section of their CCC plan. 
Examples include:

Work with partners to educate policymakers and local leaders about the effectiveness of 
reducing smoking rates by increasing prices on tobacco products.

Work with tobacco control coalitions to educate the public on lung cancer screening and 
promote the tobacco quitline in priority locations.

Collaborate with the state Tobacco Free Coalition to develop and implement a tobacco 
counter-marketing campaign.
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https://www.cdc.gov/tobacco/stateandcommunity/best-practices-health-equity/index.htm
https://www.cdc.gov/tobacco/stateandcommunity/best-practices-health-equity/index.htm
https://www.cdc.gov/tobacco/about/foa/national-networks-nofo/coop-agreement
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Worksheet: Questions to Ask and Answer

Use this worksheet to help you and your cancer control and tobacco coalition partners to identify gaps, 
opportunities, and challenges that should be reflected in your cancer plan objectives and strategies. Record 
your answers and use the information to help inform your selection of objectives and strategies for your 
updated plan. 

1. What existing tobacco prevention and control coalitions/partners and programs are in our state?

• Are they part of our coalition – and these discussions – to update the CCC plan?

• If not, how can we involve them in our CCC plan update process?

2. Are there existing tobacco prevention and control plans or other relevant plans (such as chronic disease 
plans) for our state?

• How do we want to use and reference existing plans in our CCC plan? Note: How you answer this 
question will affect how much you need to analyze data and identify objectives and strategies. It 
is strongly suggested not to “re-invent the wheel” if an up-to-date tobacco prevention and control 
plan already exists for your state.
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3. Based on the data, are there any value-added objectives that should be included in the CCC plan that 
are or are not in current tobacco-related plans?

• If so, what primary objectives do we want to set given our analysis of this data?

4. What specific populations or communities experience tobacco-related disparities?  Do we know why?

• How can we engage populations experiencing disparities (or populations of focus) to identify 
solutions?

• Are there any value-added secondary objectives we want to identify given our analysis of this data?

5. What conditions in our environment (in which we are born, live, learn, work, play, worship, and age) are 
affecting our communities’ health?
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• Are people most affected engaged in planning the solutions?

• What objectives and strategies should we include to address these “upstream” social determinants 
of health?

6. How can the CCC plan complement, add value, and leverage the cancer voice for existing tobacco plans 
and tobacco control efforts?

7. What existing cancer-related services, networks, or programs could we leverage to help achieve our 
tobacco control objectives?

• What strategies should we select given the answers to the this question?

8. What tobacco control policies do we want to educate decision-makers about?
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• Are there strategies we should select related to the answers to this question?

9. What partners can we engage to support tobacco prevention and control efforts over time? Do we 
have existing connections with them? How can we engage these partners? Can we identify a champion 
within these partners? Why will they want to be involved? What is the “value add” for them?

• Are the populations of focus engaged in planning and implementing these changes?

• What strategies should we select given the answers to these questions?

10. What gets measured is what gets done: How can we best track our efforts in tobacco prevention and 
control? How do we know we are making progress along the way?

• Are there strategies we should select related to the answers to these questions?
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11. What is the unified message that we share with policymakers regarding our recommendations to 
decrease tobacco use and secondhand smoke exposure and to increase cessation efforts?

• Are there strategies we should select related to the answers to this question?

12. How will the strategies we selected elevate health outcomes for those who have historically 
experienced health outcome disparities (or populations of focus)?



How to Use This Tip Sheet
Tip Sheets are designed to help CCC program staff, coalition staff, and volunteers 
update CCC plans. Each tip sheet focuses on a specific topic (e.g., colorectal cancer 
screening, tobacco control, risk factors for cancer survivors). Follow the steps 
throughout the Tip Sheet to help guide your process in updating your cancer plan 
for that specific topic area. Some ideas: 

• Incorporate the Tip Sheet into your plan update process – share it with your 
coalition workgroups and use it to help guide your decisions.

• Identify a lead person to ensure that the Tip Sheet is used by the workgroup or 
team assigned to update the plan section that addresses each Tip Sheet topic. 

• Use the Tip Sheet to check that the topic is appropriately addressed in your plan 
and that the elements outlined on the next page are covered (objective, data, 
strategies).

• Use the worksheet at the end of this document with your partners to ask and 
answer critical questions related to the topic as you update your plan.  

COMPREHENSIVE 
CANCER CONTROL PLAN TIP SHEET

COLORECTAL CANCER

The Comprehensive Cancer Control National Partnership (CCCNP) is a 20+ year collaboration 
of diverse national organizations working together to build and strengthen Comprehensive 
Cancer Control (CCC) efforts across the nation. This Tip Sheet is part of a series offered 
through the CCCNP to assist Comprehensive Cancer Control (CCC) programs charged with 
developing, implementing, and evaluating cancer control plans tailored to their state/tribe/
territory/jurisdiction. CCC Plans focus coalition efforts on evidence-based interventions 
(EBIs) that impact cancer prevention and control across the cancer continuum.

This guide was produced and was supported through funding to the American Cancer Society from the Centers for Disease Control and Prevention Cooperative 
Agreement # 6 NU58DP006460. Content is solely the responsibility of the authors and does not necessarily represent the official views of the Centers for Disease Control 
and Prevention or the Department of Health and Human Services.



Definitions
• SMART Objective – is an objective in the cancer 

plan that is Specific, Measurable, Achievable, 
Relevant, and Time-bound.

• Evidence-Based Strategy – is a specific activity 
that is designed to achieve the objective and is 
based on evidence that the strategy is expected 
to work in your situation, i.e., it has been 
evaluated and shown to work.

• Crude vs. Age-adjusted Rates – Crude rates 
are influenced by the age distribution of the 
state’s population. Even if two states have 
the same age-adjusted rates, the state with 
the relatively older population will generally 
have higher crude rates because incidence 
or death rates for most cancers increase with 
age. Age-adjusting the rates ensures that 
differences in incidence or deaths from one 
year to another, or between one geographic 
area and another, are not due to differences in 
the age distribution of the populations being 
compared. Find out more here.

• Populations of Focus – are those groups 
experiencing the greatest cancer disparities 
in your region. Disparities might include 
higher cancer incidence or mortality; greater 
challenges accessing cancer screening, 
treatment, and/or survivorship care services; 
or populations experiencing bias in society 
and the health care system.

• Health Equity – occurs when every person 
has the opportunity to attain their full health 
potential and no one is disadvantaged 
from achieving this potential because of 
social position or other socially determined 
circumstances.

• Health Disparity – is a type of difference in 
health that is closely linked with social or 
economic disadvantage. Health disparities 
negatively affect groups of people who have 
systemically experienced greater social or 
economic obstacles to health. These obstacles 
stem from discrimination or exclusion that is 
historically linked to characteristics such as race 
or ethnicity, socioeconomic status, disability, 
sexual orientation, and many other factors.1

• Social Determinants of Health (SDoH) – 
are conditions in the environments in which 
people are born, live, learn, work, play, 
worship, and age that affect a wide range 
of health, functioning, and quality-of-life 
outcomes and risks.2

1 U.S. Department of Health and Human Services. The Secretary’s Advisory 
Committee on National Health Promotion and Disease Prevention Objectives 
for 2020. Phase I report: Recommendations for the framework and format 
of Healthy People 2020 [Internet]. Section IV: Advisory Committee findings 
and recommendations [cited 2010 January 6]. Available from: http://www.
healthypeople.gov/sites/default/files/PhaseI_0.pdf.

2 Healthy People 2030, U.S. Department of Health and Human Services, 
Office of Disease Prevention and Health Promotion. Retrieved 12/04/2020, 
from https://health.gov/healthypeople/objectives-and-data/social-
determinants-health.

https://www.cdc.gov/cancer/uscs/technical_notes/stat_methods/rates.htm#:~:text=Crude%20rates%20are%20influenced%20by,cancers%20increase%20with%20increasing%20age
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Tips for Updating Your CCC Plan
• Use your current cancer plan as a starting point: Think of this process as updating the current plan 

instead of starting a new plan from scratch.
• Be systematic: Assign workgroups to review and update certain sections of the plan. Create a process 

that is common across all workgroups tasked with updating the plan, which should include a standard 
set of criteria for the inclusion of plan goals, objectives, and strategies.

• Focus workgroups on assessing and updating the “guts” of the plan: the goals, objectives,  
and strategies.

• Identify someone to take the lead on writing the introduction, connecting text, and putting the 
document together for publication.

• Use data to determine the focus of the plan: Which cancers are most prevalent in the population? What 
subpopulations experience the most disparities?

• View through a health equity lens: Be intentional and proactive in keeping health equity issues at the 
forefront in every step of the cancer plan process – when engaging partners, collecting data, and setting goals. 
Include representatives from your population of focus in the writing of your cancer plan.

Use these resources to explore more cancer control planning tips and examples: 

• Nine Habits of Successful CCC Coalitions
• CCC Implementation Building Blocks (see page 7 of the Appendices for more tips on updating your plan)

Additional resources you can use: 

• Search other CCC plans to get ideas – CDC's CCC Plan Map and Search Tool
• CDC Cancer Plan Self-Assessment Tool
• GW State Cancer Plans Priority Alignment Resource Guide and Tool
• A Practitioner’s Guide for Advancing Health Equity: Community Strategies for Preventing  

Chronic Disease

Checklist for Updating Your CCC Plan

❒ Ensure that your workgroup is familiar with your current cancer plan.

❒ Create a systematic process for the workgroup to follow; a process that is 
intentional about addressing issues of health equity throughout.

❒ Use data to focus on the populations with the highest cancer burdens.

❒ Focus workgroups on assessing and updating goals, objectives, and strategies.

❒ Identify someone to write the introduction and assemble the final document.

https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Nine Habits of Successful Comprehensive Cancer Control Coalitions Updated 2019.pdf
https://www.cccnationalpartners.org/sites/cccnationalpartners.org/files/CCC Implementation Building Blocks Guide and Tools with Supplement.pdf
https://www.cdc.gov/cancer/ncccp/ccc_plans.htm
https://www.cdc.gov/cancer/ncccp/pdf/CancerSelfAssessTool.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/PriorityAlignmentToolCombined-FINAL_20150302.pdf
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COMPREHENSIVE CANCER CONTROL PLAN UPDATE TIP SHEET

Colorectal Cancer Screening

Why Colorectal Cancer is an Important Part of Your CCC Plan
• As of 2020, colorectal cancer (CRC) is the second-leading cause of cancer death in the US when men and 

women are combined, yet it can often be detected early or prevented through screening. 
• Screening can prevent colorectal cancer through the detection and removal of precancerous growths as 

well as detect cancer at an early stage, when treatment is usually less extensive and more successful. 
• About 1 in 3 adults ages 50 and older – around 38 million people – are still not getting screened as 

recommended.
• Groups who are less likely to be screened include men, Hispanic persons, American Indian persons, 

Alaska Native persons, people who are 50 to 64 years old, those who don’t live in a city, and those with 
lower education and income levels. 

• CCC coalitions have led the way in increasing CRC screening by engaging partners to increase screening 
to 80% in Every Community.

Testing saves lives, but only if people get screened.
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https://nccrt.org/80-in-every-community
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Engage CRC screening experts, organizations, and agencies who have access to the data you need, and 
partners who will be critical to implementing your CRC-related strategies. Be sure to include representatives 
from your populations of focus.

CCC Programs and Coalitions Insurers

• Coalition workgroup or advisory group 
members focused on CRC screening

• State health insurance commissioner’s office 
• Medical coders or billers (they are a link 

between patients, providers, and insurers)

Cancer Centers Registries

• Cancer centers and academic partners with an 
interest in CRC-related research

• National Program of Cancer Registries (NPCR)
• Surveillance, Epidemiology, and End Results 

(SEER) 

Organizations Community Representatives

• American Cancer Society 
• American Cancer Society Cancer Action 

NetworkSM 
• Community Health Centers

• Community members from your populations 
of focus

• Organizations who represent communities 
experiencing disparities in CRC

• Trusted community leaders with experience 
addressing health inequities in your 
community (e.g., people of color, people with 
disabilities, LGBTQ populations)

Clinicians

• Colorectal cancer screening program staff and providers 
• GI specialists or GI groups 
• Provider champions
• Primary care provider representative from a primary care association 
• American College of Surgeons (ACOS) Commission on Cancer (CoC) State Chair 
• ACOS CoC Cancer Liaison Physicians and the health systems they work in 

https://www.cdc.gov/cancer/npcr/index.htm
https://seer.cancer.gov
https://seer.cancer.gov
https://www.cancer.org
https://www.fightcancer.org
https://www.fightcancer.org
https://www.facs.org
https://www.facs.org/quality-programs/cancer/coc/clp/physician


38

Data is essential to your cancer plan in several ways, including: 

• Identifying populations that have higher incidence and mortality rates of CRC and lower screening rates. 
It is helpful to examine this at minimum by sex, race/ethnicity, health insurance status, geographic area, 
sexual orientation, and gender identity. 

• Identifying your CRC screening rate, progress, and trends over time to identify specific areas for focus .
• Identifying availability and type of providers, cancer services, and ancillary support (e.g., survivor 

programs, etc.) in different geographic areas and population groups to inform your objectives and 
strategies in this topic area. 

• Comparing local data with national data to highlight key areas of need or lagging progress. 
• Laying a foundation to measure progress over the life of the plan (e.g., baselines and goals).
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• The National Cancer Institute (NCI) Cancer 
Trends Progress Report summarizes advances 
against cancer in relation to Healthy People 
targets set by the Department of Health and 
Human Services.

• The PLACES Project  provides data (e.g., 
unhealthy behaviors, health outcomes, and 
prevention practices) for all counties, places, 
census tracts, and ZIP Code Tabulation Areas 
(ZCTAs) across the US.

• The Practitioner’s Guide for Advancing Health 
Equity: Community Strategies for Preventing 
Chronic Disease provides lessons learned from 
evidence- and practice-based strategies. The 
innovative ideas highlight how to maximize the 
effects of policy, systems, and environmental 
improvement strategies – all with the goal of 
reducing health disparities and advancing 
health equity.

• The Surveillance, Epidemiology, and End 
Results (SEER) program provides information 
on cancer statistics to help reduce the cancer 
burden among the US population.

• Journal article: Understanding and addressing 
social determinants to advance cancer health 
equity in the United States: A blueprint for 
practice, research, and policy. Alcaraz et al. 
2020. CA A Cancer J Clin, 70: 31-46. https://doi.
org/10.3322/caac.21586

• The US Cancer Statistics are the official 
government statistics on cancer and provide 
information on newly diagnosed cancer cases 
and cancer deaths for the whole US population.

• The US State Cancer Profiles characterize state 
cancer burdens in a standardized manner to 
motivate action, integrate surveillance into cancer 
control planning, and expose health disparities.

• The American Cancer Society Cancer Facts 
and Figures report provides the most current 
information about cancer, including projections 
of the number of cancer cases and deaths 
expected in each state and in the nation in the 
current year.

• The American Cancer Society Colorectal 
Cancer Screening Guidelines provide 
recommendations for people at average, 
increased, and high risk for colorectal cancer.

• The Centers for Disease Control and 
Prevention’s Achieving Health Equity by 
Addressing the Social Determinants of Health 
website provides strategies to address the 
conditions in which we are born, live, learn, 
work, play, worship, and age.

• The Behavioral Risk Factor Surveillance 
System (BRFSS) is the nation’s premier system 
of health-related telephone surveys that collect 
state data about US residents regarding their 
health-related risk behaviors, chronic health 
conditions, and use of preventive services.

• The County Health Rankings dataset provides 
data on county-level social and economic 
factors that may be associated with lower use of 
preventive health care.

• The Health Information National Trends 
Survey (HINTS) tracks the use of cancer-
related information by the American public 
and provides opportunities to understand and 
improve health communications.

• The National Program of Cancer Registries 
(NPCR) collects data on cancer occurrence 
(including the type, extent, and location of  
the cancer), the type of initial treatment,  
and outcomes.

Resources

https://progressreport.cancer.gov
https://progressreport.cancer.gov
https://www.cdc.gov/places/index.html
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/index.htm
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/index.htm
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/index.htm
https://seer.cancer.gov
https://seer.cancer.gov
https://www.cdc.gov/cancer/uscs/about/index.htm
https://statecancerprofiles.cancer.gov
https://www.cancer.org/research/cancer-facts-statistics.html
https://www.cancer.org/research/cancer-facts-statistics.html
https://www.cancer.org/cancer/colon-rectal-cancer/detection-diagnosis-staging/acs-recommendations.html
https://www.cancer.org/cancer/colon-rectal-cancer/detection-diagnosis-staging/acs-recommendations.html
https://www.cdc.gov/chronicdisease/programs-impact/sdoh.htm
https://www.cdc.gov/chronicdisease/programs-impact/sdoh.htm
https://www.cdc.gov/chronicdisease/programs-impact/sdoh.htm
https://www.cdc.gov/brfss/index.html
https://www.cdc.gov/brfss/index.html
https://www.countyhealthrankings.org
https://hints.cancer.gov
https://hints.cancer.gov
https://www.cdc.gov/cancer/npcr/index.htm
https://www.cdc.gov/cancer/npcr/index.htm
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The questions in the worksheet at the end of this document can guide you through the data gathering, decision 
making, and priority setting processes. Think about the following as you work through the questions: 

• Set goals for increases in CRC screening based on your data, stakeholder input, and local/national targets.
• Identify any priority areas based on data in specific populations.
• Consult Healthy People 2030 goals, your health department’s chronic disease plan, and BRFSS data to see 

what baselines and goals are already being used by your partners. Remember to cite your data sources.
• See CDC-reported state and territory screening rates to better understand current screening rates.

It is helpful to show how your cancer plan goals contribute to national goals. Create a primary objective that 
mirrors national priorities, such as those in Healthy People 2030, and identify one or two other complementary 
health equity objectives that support specific needs within your communities, including a special focus on 
subpopulations that experience health disparities. 

Examples of primary objectives:

• By 2025, increase the proportion of adults aged 50 to 75 years who are up to date on recommended 
colorectal cancer screening from 71% to 80% (BRFSS). 

• Increase risk-appropriate screening for breast, cervical, and colorectal cancers, with a separate baseline 
and goal for each cancer. For example, by 2025, increase CRC screening among men and women from 
60% to 80% (BRFSS). 

• By 2025, reduce mortality from colorectal cancer from 14.6 deaths per 100,000 to 13.1 deaths per 100,000 
(state cancer registry).

Example of complementary health equity objectives, and objectives that address social determinants 
affecting health:

• By 2025, increase CRC screening among rural communities from 45% to 60% (BRFSS). 
• By 2025, increase the number of collaborative projects implemented with partners from different sectors 

(e.g., education, housing, health care, community development, or transportation) to expand proven 
interventions that address social determinants of health.

• By 2025, establish commitments from three organizations to offer annual CRC screening in a trusted 
setting identified by our population of focus.

• By 2025, establish commitments from 10 primary care clinics and/or Federally Qualified Health Centers 
in our state to modify clinic hours to offer evening screening options.
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https://www.healthypeople.gov
https://www.cdc.gov/brfss/brfssprevalence/index.html
https://health.gov/healthypeople/objectives-and-data/browse-objectives#social-determinants-of-health
https://health.gov/healthypeople/objectives-and-data/browse-objectives#social-determinants-of-health
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When choosing strategies that can help address 
needs you have identified, think about what 
existing networks, programs, and services you 
can leverage, enhance, or expand; whether the 
strategy is realistic and feasible, given the political 
will around this issue and available resources; and 
the impact the strategy will have on achieving the 
objective you have set. 

For CRC screening, ensure that your strategies are 
supportive of nationally recognized CRC screening 
guidelines, such as the US Preventive Services Task 
Force recommendations. 

The following strategies are examples of evidence-
based strategies found in CCC plans. Tailor your 
chosen strategies to reach both the general 
population AND your population of focus. 

Strategies to Increase Community Demand

• Use community health workers or lay 
patient navigators, especially in underserved 
communities, for group education; 1:1 
education; client reminders for screening; and 
small media.

• Develop a statewide education campaign that 
includes 1:1 and small media patient education 
that can be tailored by partners.

Strategies to Increase Community Access

• Use community health workers or lay 
patient navigators, especially in underserved 
communities, to assist with reducing structural 
barriers by assisting with appointment 
scheduling, providing transportation and 
language translation, or providing child care. 

• Reduce barriers to access to screening by 
offering non-clinical settings for screening 
(communities, worksites) and by modifying 
clinic hours to offer evening screening options. 

Strategies for Health System Changes

• Client reminders to get their CRC screening 
• Provider reminder and recall 
• Provider assessment and feedback 
• Reduce structural barriers to screening by 

supporting patient navigation programs and/or 
simplifying patient access to screening by offering 
“one-stop shopping” such as FLU-FIT clinics.

Often times, using a combination of these strategies 
is more effective than implementing a single 
strategy. For health systems changes, establishing a 
relationship and shared outcomes with the system 
is important to consider upfront. It’s also helpful to 
have a clinical champion who can energize clinic 
staff and keep everyone focused on improving CRC 
screening rates. Periodically monitoring clinic-level 
CRC screening rates is an important activity when 
implementing health system interventions, so 
approaches can be adjusted as needed. Electronic 
health record (EHR) data may need to go through a 
validation process to ensure screening estimates are 
accurate, given that most EHRs are not optimized 
to produce screening estimates. Clinics may need 
to work with their IT or health informatics staff 
member to examine potential issues with data 
entry, documentation of completed colonoscopies/ 
FIT/FOBT tests, inclusion/exclusion criteria for 
numerators and denominators, and other issues.  

Where to find EBIs: The Community Guide, NCI’s 
Evidence-Based Cancer Control Programs, 
Cochrane Reviews.

For information and tools on adapting strategies 
to fit your location, start with the CPCRN site, 
including the training workshop, “Putting Public 
Health Evidence Into Practice.” 

More CRC Resources

• National Colorectal Cancer Roundtable
• CDC’s National Colorectal Cancer Control Program
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https://www.thecommunityguide.org/content/task-force-findings-cancer-prevention-and-control
https://rtips.cancer.gov/rtips/index.do
https://rtips.cancer.gov/rtips/index.do
https://www.cochrane.org
https://cpcrn.org/resources
https://nccrt.org
https://www.cdc.gov/cancer/crccp
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Worksheet: Questions to Ask and Answer

Use this worksheet to help you and your CRC coalition partners to identify gaps, opportunities, and 
challenges that should be reflected in your cancer plan objectives and strategies. Record your answers and 
use the information to help inform your selection of objectives and strategies for your updated plan. 

1. Overall, how are we doing in CRC screening compared to the national rates, our neighboring states, and 
our own rates in previous years?

• What primary objectives do we want to set given our analysis of this data? 

2. In what specific populations or communities are the screening rates lagging? Do we know why? If we 
don’t know why, how do we find out?

• How can we engage populations experiencing disparities (or populations of focus) to identify 
solutions?

• What secondary objectives do we want to set given our analysis of this data?
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3. What partners can we engage to help implement policy and system changes to support CRC screening 
uptake over time? Do we have existing connections with them? How can we engage these partners? 
Why will they want to be involved? What is the value proposition for them?

• Are the populations of focus engaged in planning and implementing these changes?

• What strategies should we select given the answers to the these questions?

4. Are CRC screening and/or diagnostic services easily accessible to all populations? Is there a geographic 
area or subpopulation with less convenient access or greater barriers to accessing services?

• Are people most affected engaged in planning the solutions?

• What strategies should we select given the answers to the these questions?
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5. What conditions in our environment (in which we are born, live, learn, work, play, worship, and age) are 
affecting our communities’ health?

• Are people most affected engaged in planning the solutions?

• What objectives and strategies should we include to address these “upstream” social determinants 
of health?

6. What existing services, networks, or programs could we leverage to increase CRC screening rates?

• What strategies should we select given the answers to the these questions?

7. What CRC policies do we want to advocate for or promote?

• What strategies should we select given the answers to the these questions?
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8. What gets measured is what gets done: How can we best track CRC screening outcomes? How do we 
know we are making progress along the way?

• What strategies should we select related to the answers to these questions?

9. What and how do we communicate to policy makers, regarding our unified recommendation for 
increasing rates? 

• Are there strategies we should select related to the answers to these questions?

10. How will the strategies we selected elevate health outcomes for those who have historically 
experienced health outcome disparities (or populations of focus)?



How to Use This Tip Sheet
Tip Sheets are designed to help CCC program staff, coalition staff, and volunteers 
update CCC plans. Each tip sheet focuses on a specific topic (e.g., colorectal cancer 
screening, tobacco control, risk factors for cancer survivors). Follow the steps 
throughout the Tip Sheet to help guide your process in updating your cancer plan 
for that specific topic area. Some ideas: 

• Incorporate the Tip Sheet into your plan update process – share it with your 
coalition workgroups and use it to help guide your decisions.

• Identify a lead person to ensure that the Tip Sheet is used by the workgroup or 
team assigned to update the plan section that addresses each Tip Sheet topic. 

• Use the Tip Sheet to check that the topic is appropriately addressed in your plan 
and that the elements outlined on the next page are covered (objective, data, 
strategies).

• Use the worksheet at the end of this document with your partners to ask and 
answer critical questions related to the topic as you update your plan.  

COMPREHENSIVE 
CANCER CONTROL PLAN TIP SHEET

ADDRESSING RISK FACTORS FOR CANCER SURVIVORS

The Comprehensive Cancer Control National Partnership (CCCNP) is a 20+ year collaboration 
of diverse national organizations working together to build and strengthen Comprehensive 
Cancer Control (CCC) efforts across the nation. This Tip Sheet is part of a series offered 
through the CCCNP to assist Comprehensive Cancer Control (CCC) programs charged with 
developing, implementing, and evaluating cancer control plans tailored to their state/tribe/
territory/jurisdiction. CCC Plans focus coalition efforts on evidence-based interventions 
(EBIs) that impact cancer prevention and control across the cancer continuum.

This guide was produced and was supported through funding to the American Cancer Society from the Centers for Disease Control and Prevention Cooperative 
Agreement # 6 NU58DP006460. Content is solely the responsibility of the authors and does not necessarily represent the official views of the Centers for Disease Control 
and Prevention or the Department of Health and Human Services.



Definitions
• SMART Objective – is an objective in the cancer 

plan that is Specific, Measurable, Achievable, 
Relevant, and Time-bound.

• Evidence-Based Strategy – is a specific activity 
that is designed to achieve the objective and is 
based on evidence that the strategy is expected 
to work in your situation, i.e., it has been 
evaluated and shown to work.

• Crude vs. Age-adjusted Rates – Crude rates 
are influenced by the age distribution of the 
state’s population. Even if two states have 
the same age-adjusted rates, the state with 
the relatively older population will generally 
have higher crude rates because incidence 
or death rates for most cancers increase with 
age. Age-adjusting the rates ensures that 
differences in incidence or deaths from one 
year to another, or between one geographic 
area and another, are not due to differences in 
the age distribution of the populations being 
compared. Find out more here.

• Populations of Focus – are those groups 
experiencing the greatest cancer disparities 
in your region. Disparities might include 
higher cancer incidence or mortality; greater 
challenges accessing cancer screening, 
treatment, and/or survivorship care services; 
or populations experiencing bias in society 
and the health care system.

• Health Equity – occurs when every person 
has the opportunity to attain their full health 
potential and no one is disadvantaged 
from achieving this potential because of 
social position or other socially determined 
circumstances.

• Health Disparity – is a type of difference in 
health that is closely linked with social or 
economic disadvantage. Health disparities 
negatively affect groups of people who have 
systemically experienced greater social or 
economic obstacles to health. These obstacles 
stem from discrimination or exclusion that is 
historically linked to characteristics such as race 
or ethnicity, socioeconomic status, disability, 
sexual orientation, and many other factors.1

• Social Determinants of Health (SDoH) – 
are conditions in the environments in which 
people are born, live, learn, work, play, 
worship, and age that affect a wide range 
of health, functioning, and quality-of-life 
outcomes and risks.2

1 U.S. Department of Health and Human Services. The Secretary’s Advisory 
Committee on National Health Promotion and Disease Prevention Objectives 
for 2020. Phase I report: Recommendations for the framework and format 
of Healthy People 2020 [Internet]. Section IV: Advisory Committee findings 
and recommendations [cited 2010 January 6]. Available from: http://www.
healthypeople.gov/sites/default/files/PhaseI_0.pdf.

2 Healthy People 2030, U.S. Department of Health and Human Services, 
Office of Disease Prevention and Health Promotion. Retrieved 12/04/2020, 
from https://health.gov/healthypeople/objectives-and-data/social-
determinants-health.

https://www.cdc.gov/cancer/uscs/technical_notes/stat_methods/rates.htm#:~:text=Crude%20rates%20are%20influenced%20by,cancers%20increase%20with%20increasing%20age
http://www.healthypeople.gov/sites/default/files/PhaseI_0.pdf
http://www.healthypeople.gov/sites/default/files/PhaseI_0.pdf
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
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Tips for Updating Your CCC Plan
• Use your current cancer plan as a starting point: Think of this process as updating the current plan 

instead of starting a new plan from scratch.
• Be systematic: Assign workgroups to review and update certain sections of the plan. Create a process 

that is common across all workgroups tasked with updating the plan, which should include a standard 
set of criteria for the inclusion of plan goals, objectives, and strategies.

• Focus workgroups on assessing and updating the “guts” of the plan: the goals, objectives,  
and strategies.

• Identify someone to take the lead on writing the introduction, connecting text, and putting the 
document together for publication.

• Use data to determine the focus of the plan: Which cancers are most prevalent in the population? What 
subpopulations experience the most disparities?

• View through a health equity lens: Be intentional and proactive in keeping health equity issues at the 
forefront in every step of the cancer plan process – when engaging partners, collecting data, and setting goals. 
Include representatives from your population of focus in the writing of your cancer plan.

Use these resources to explore more cancer control planning tips and examples: 

• Nine Habits of Successful CCC Coalitions
• CCC Implementation Building Blocks (see page 7 of the Appendices for more tips on updating your plan)

Additional resources you can use: 

• Search other CCC plans to get ideas – CDC's CCC Plan Map and Search Tool
• CDC Cancer Plan Self-Assessment Tool
• GW State Cancer Plans Priority Alignment Resource Guide and Tool
• A Practitioner’s Guide for Advancing Health Equity: Community Strategies for Preventing  

Chronic Disease

Checklist for Updating Your CCC Plan

❒ Ensure that your workgroup is familiar with your current cancer plan.

❒ Create a systematic process for the workgroup to follow; a process that is 
intentional about addressing issues of health equity throughout.

❒ Use data to focus on the populations with the highest cancer burdens.

❒ Focus workgroups on assessing and updating goals, objectives, and strategies.

❒ Identify someone to write the introduction and assemble the final document.

https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Nine Habits of Successful Comprehensive Cancer Control Coalitions Updated 2019.pdf
https://www.cccnationalpartners.org/sites/cccnationalpartners.org/files/CCC Implementation Building Blocks Guide and Tools with Supplement.pdf
https://www.cdc.gov/cancer/ncccp/ccc_plans.htm
https://www.cdc.gov/cancer/ncccp/pdf/CancerSelfAssessTool.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/PriorityAlignmentToolCombined-FINAL_20150302.pdf
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/pdf/HealthEquityGuide.pdf
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/pdf/HealthEquityGuide.pdf
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COMPREHENSIVE CANCER CONTROL PLAN UPDATE TIP SHEET

Addressing Risk Factors for Cancer Survivors

Why Addressing Risk Factors for Cancer Survivors is an Important Part 
of Your CCC Plan
• The number of cancer survivors living in the US continues to increase in part due to early detection and 

improved cancer treatment. An estimated 16.9 million people with a history of cancer were alive on 
January 1, 2019 and this number will likely increase to 22.1 million by January 2030.3 

• Factors like a person’s income, education, race, ethnicity, sexual orientation, gender identity, disability 
status, or where they live, work, and play can affect the choices a person makes, but more importantly, 
can affect a person’s opportunity to be as healthy as possible.

• Cancer survivors who minimize their exposure to cancer risk factors can help reduce the risk of cancer 
recurrence or progression and the incidence of additional cancers. This Tip Sheet is focused on the 
following risk factors for cancer survivors: 

 – Alcohol consumption
 – Tobacco use
 – Poor nutrition
 – Physical inactivity
 – Obesity/overweight  

• CCC coalitions have the ability and opportunity to leverage and adapt existing health behavior or lifestyle 
intervention programs to address cancer survivor needs.

The number of cancer survivors is increasing, and cancer survivors are living longer. Addressing cancer 
risk factors can improve quality of life for cancer survivors.
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3 American Cancer Society. Cancer Treatment & Survivorship Facts & Figures 2019-2021. Atlanta: American Cancer Society; 2019.
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Engage experts and organizations that focus on cancer risk factor reduction and those who focus on issues and 
concerns of cancer survivors. Include representatives from your populations of focus. Work with partners to 
leverage existing resources and adapt them for cancer survivor needs. Key Partners can be engaged in a variety 
of processes, such as looking at data; identifying objectives and strategies; setting priorities for the upcoming 
five years; and/or reviewing drafts. Some partners to engage include: 

• Academic researchers studying cancer 
survivorship and reducing cancer health 
disparities in survivors

• American Cancer Society
• Behavioral health programs and partners, 

including tobacco and alcohol use programs 
supported by the Substance Abuse and Mental 
Health Services Administration (SAMHSA)

• Cancer centers, specifically outreach and 
education staff and survivorship clinics/
programs

• Cancer Support Community 
• Cancer survivor support programs
• Cancer survivors, especially those in your 

populations of focus

• Trusted community leaders with experience 
addressing health inequities in your community 
(e.g., people of color, people with disabilities, 
LGBTQ populations)

• Dieticians 
• LIVESTRONG
• Local fitness centers and instructors
• Nutrition, physical activity, and obesity 

programs and coalitions 
• Patient navigators
• Primary care providers
• Tobacco control programs and coalitions, 

including state quitlines 
• Worksite wellness programs and employers
• YMCA

https://www.cancer.org/
https://www.samhsa.gov/programs
https://www.samhsa.gov/programs
https://www.cancersupportcommunity.org/
https://www.livestrong.org/
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/index.html
https://www.cdc.gov/tobacco/stateandcommunity/tobacco_control_programs/ntcp/index.htm
https://www.cdc.gov/tobacco/stateandcommunity/tobacco_control_programs/ntcp/index.htm
https://www.cdc.gov/tobacco/quit_smoking/cessation/faq-about-1-800-quit-now/index.html
https://www.cdc.gov/tobacco/quit_smoking/cessation/faq-about-1-800-quit-now/index.html
https://www.ymca.net/
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Data is essential to your plan in several ways, 
including:

• Identifying groups at higher risk of cancer, such 
as those with high rates of tobacco use, alcohol 
use, and obesity. It is helpful to examine this 
risk factor data by sex, race/ethnicity, health 
insurance status, geographic area, sexual 
orientation, and gender identity. 

• Further identifying risk factor data in cancer 
survivors. If your Behavioral Risk Factor 
Surveillance System (BRFSS) does not include 
the optional Cancer Survivorship Module (you 
can look here to see if Survivorship Questions 
have been included in your BRFSS in recent 
years), ask your BRFSS colleagues if they are 
able to perform a query to inform your planning. 
For those who answered “yes” to the BRFSS 
Core question “Has a doctor, nurse, or other 
health professional EVER told you that you had 
cancer?”, review the rates of obesity, overweight, 
smoking, sedentary lifestyle, etc. 

• Identifying progress in addressing cancer risk 
factors and trends over time to identify specific 
areas for focus.

• Identifying availability and type of providers, 
services, and support programs that can 
help address cancer risk factors in different 
geographic areas and within population 
groups, including cancer survivors. This type 
of information will help inform the selection of 
objectives and strategies in this topic area. 

• Comparing local data with national data to 
highlight key areas of need or lagging progress.

• Laying a foundation to measure progress over 
the life of the plan (e.g., baselines and goals).

It is best to use data from your own state, tribe, or 
territory, but national data can help you set goals 
by allowing you to compare your data with other 
locations and the nation as a whole.
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Local data sources: 

• BRFSS includes data on risk factors and cancer 
survivorship (check to see if survivorship has been 
included in the BRFSS survey).

• County Health Rankings from the Robert Wood 
Johnson Foundation include county- and state-
level data on several cancer risk factors. 

• Central cancer registry: National Program of 
Cancer Registries (NPCR) and  Surveillance, 
Epidemiology, and End Results (SEER)

• The PLACES Project  provides data (e.g., 
unhealthy behaviors, health outcomes, and 
prevention practices) for all counties, places, 
census tracts, and ZIP Code Tabulation Areas 
(ZCTAs) across the US.

• Programmatic data from cancer centers and/or 
other health systems regarding risk factors within 
cancer survivors; these partners may be willing to 
share de-identified data about risk factors such 
as overweight, obesity, or tobacco use among 
survivor populations within their catchment areas.  

National data sources: 

• BRFSS
• Chronic Disease Indicators
• ACS Cancer Facts & Figures
• US Cancer Statistics 
• State Cancer Profiles
• Cancer Trends Progress Report – Life after 

Cancer
• Cancer Support Community’s Cancer Experience 

Registry 

When working on risk factors for cancer survivors, 
don’t let lack of data hinder decision-making 
or progress; use the best data available and, if 
appropriate, include strategies in your plan focused 
on collecting data or information to help make 
decisions about what to focus on in the future.

https://www.cdc.gov/brfss/questionnaires/index.htm
https://www.cdc.gov/brfss/index.html
https://www.countyhealthrankings.org/
https://nccd.cdc.gov/dcpc_Programs/index.aspx#/3
https://nccd.cdc.gov/dcpc_Programs/index.aspx#/3
https://seer.cancer.gov/
https://seer.cancer.gov/
https://www.cdc.gov/places/index.html
https://www.cdc.gov/brfss/index.html
https://www.cdc.gov/cdi/index.html
https://www.cancer.org/research/cancer-facts-statistics/survivor-facts-figures.html
https://gis.cdc.gov/Cancer/USCS/DataViz.html
https://statecancerprofiles.cancer.gov/
https://progressreport.cancer.gov/after
https://progressreport.cancer.gov/after
https://www.cancersupportcommunity.org/2020CancerExperienceRegistryReport
https://www.cancersupportcommunity.org/2020CancerExperienceRegistryReport
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The questions in the worksheet at the end of this document can guide you through the data gathering, decision 
making, and priority setting processes. Think about the following as you work through the questions: 

• Set goals to help measure your progress in addressing cancer risk factors – rates of alcohol consumption, 
tobacco use, poor nutrition, physical inactivity, and obesity/overweight – based on your data, partner 
input, and local and national objectives.

• Identify priority areas or issues to address based on data in specific populations or geographic areas.
• For cancer risk factors, it is very important to consult other chronic disease risk factor plans to help align 

baselines and goals. Consult Healthy People 2030, your health department’s chronic disease plan, tobacco 
control plan, nutrition/physical activity/obesity plans, and BRFSS data to see what baselines and goals are 
already being used by your partners. Talk to subject matter experts regarding how you might modify these 
goals for your cancer survivor population. Remember to cite your data sources.
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https://health.gov/healthypeople
https://www.cdc.gov/brfss/brfssprevalence/index.html
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It is helpful to show how your cancer plan goals contribute to national goals. Create a primary objective 
that mirrors national priorities, such as those in Healthy People 2030, and identify one or two other 
complementary health equity objectives that support specific needs within your communities, including a 
special focus on subpopulations that experience health disparities. 

To address cancer risk factors, some CCC coalitions may create a general population objective (e.g., overall 
reduction in adult alcohol consumption) and then create a strategy that is specific to cancer survivors, 
especially if data specific to cancer survivors for a particular cancer risk factor are not available. 
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Examples of primary objectives: 

• By 2025, reduce the number of adults aged 18 
years and older who have ever been diagnosed 
with cancer and report that poor physical or 
mental health kept them from doing their usual 
activities, such as self-care, work, or recreation, 
on 14 or more of the past 30 days from 25% to 
20% (BRFSS).

• Decrease the obesity rate among cancer survivors 
from 66% to 60% by 2025 (BRFSS).

• Among adults ever diagnosed with cancer, 
increase the number who report consuming fruits 
and vegetables five or more times per day from 
16% to 18% by 2025 (unless contra indicated by 
their healthcare provider) (BRFSS).

• By 2025, decrease the percentage of adults (aged 
18 years or older) who report heavy or binge 
drinking within the past 30 days from 24% to 20% 
or less (BRFSS).

 – Specific cancer survivor strategy linked to 
this general population objective: Promote 
alcohol behavioral counseling referrals 
and interventions for cancer patients who 
continue to use alcohol at any stage during 
and after cancer diagnosis.

Examples of complementary health equity 
objectives and objectives addressing social 
determinants affecting health:

• By 2025, increase the percentage of cancer 
survivors residing in rural counties who report 
they were referred to a quitline from 60% to 70% 
(BRFSS).

• Reduce the percentage of low income (less than 
$35,000 annual income) adults who currently 
smoke from 26% to 21% by 2025 (BRFSS).

• By 2025, increase the percentage of Hispanic and 
Black participants in LIVESTRONG at the YMCA 
programs from 5% to 15% in our state (YMCA 
program records).

• By 2025, increase the number of collaborative 
projects implemented with partners from 
different sectors (e.g., education, housing, health 
care, community development, or transportation) 
to expand proven interventions that address 
social determinants of health.

• By 2025, establish commitments from three 
organizations to offer healthy survivorship 
interventions in a trusted setting identified by our 
population of focus.

• By 2025, establish commitments from 10 primary 
care clinics and/or Federally Qualified Heath 
Centers in our state to modify clinic hours to offer 
evening appointments.
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When choosing strategies that can help address needs you have identified, think about what existing 
networks, programs, and services you can leverage, enhance, or expand, such as existing lifestyle 
intervention and survivorship programs. Also consider whether the strategy is realistic and feasible, 
given the political will around this issue and available resources, and the impact the strategy will have on 
achieving the objective you have set. 

The following strategies are examples of evidence-based strategies found in CCC plans related to addressing 
risk factors in cancer survivors. Be intentional about tailoring your chosen strategies to reach both the general 
population AND your population of focus. 

• Train health systems providers to assess, advise, and refer cancer survivors to physical activity programs 
and to utilize ”exercise prescriptions” to improve fatigue, anxiety, depression, physical function, and 
quality of life.

• Promote alcohol behavioral counseling referrals and interventions for cancer patients who continue to 
use alcohol at any stage during and after cancer diagnosis, with a particular focus on LGBTQ populations 
who have historically used at higher rates.

• Collaborate with YMCAs across the state to increase participation in the LIVESTRONG at the YMCA 
program for cancer survivors through increased provider referrals and promotion through survivor 
support groups. 

• Provide assistance to the largest employers in the state to incorporate and promote evidence-based 
obesity, nutrition, and physical activity interventions into worksite wellness programs, with a specific 
focus on cancer survivors.

• Work with community partners and leaders to increase access to affordable, healthy foods in 
communities and places of work.

• Work with the state health department’s Nutrition and Physical Activity/Obesity Prevention Program 
to increase use of technology-supported multicomponent coaching and counseling interventions aimed at 
reducing weight/maintaining weight loss among cancer survivors.

• Advocate for funding to add survivorship analytics to the Behavioral Risk Factor Surveillance Survey.

You can find evidence-based interventions from the following sources:  

• The Community Guide
• NCI’s Evidence-Based Cancer Control Programs
• Cochrane Reviews

For information and tools on adapting strategies to fit your location, start with the Cancer Prevention and 
Control Research Network (CPCRN) site, including the training “Putting Public Health Evidence Into Practice.”
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https://www.livestrong.org/what-we-do/program/livestrong-at-the-ymca
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/index.html
https://www.thecommunityguide.org/content/task-force-findings-cancer-prevention-and-control
https://ebccp.cancercontrol.cancer.gov/index.do
https://www.cochrane.org/
https://cpcrn.org/resources
https://cpcrn.org/training
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More Resources to Address Risk Factors  
for Cancer Survivors 

• National Cancer Survivorship Resource Center is a collaboration between the American Cancer Society 
and the George Washington University Cancer Center funded by a five-year cooperative agreement 
from the Centers for Disease Control and Prevention and includes resources and tools for health care 
providers, patients and caregivers, and policy and advocacy communities. 

• The National Cancer Survivorship Resource Center Toolkit: Implementing Clinical Practice 
Guidelines for Cancer Survivorship Care provides resources to help with implementing American 
Cancer Society cancer survivorship care guidelines for colorectal, head and neck, and prostate cancers 
and the American Cancer Society/American Society of Clinical Oncology cancer survivorship care 
guideline for breast cancer. 

• ACS Nutrition and Physical Activity Guidelines for Cancer Survivors discuss nutrition and physical activity 
recommendations during the continuum of cancer care, focusing largely on the needs of individuals who are 
disease free or who have stable disease following their recovery from treatment.

• The National Cancer Institute (NCI) Office of Cancer Survivorship offers several resources specifically 
for cancer survivors, including Health and Well-Being After Cancer resources.

• National Comprehensive Cancer Network (NCCN) Survivorship Guidelines for Healthy Lifestyles 
includes guidelines for health care providers and survivors.

• The Advancing Patient-Centered Cancer Survivorship Care Toolkit  was developed by the GW 
Cancer Center to support training and technical assistance from Comprehensive Cancer Control 
Programs/Coalitions to health care providers/organizations in order to improve patient-centered cancer 
survivorship care in their state, tribe, or territory.

• CDC’s Talk to Someone Simulation features an avatar, Linda, who gives advice related to risk reduction 
for cancer survivors; also included is a guide for providers about how to use the tool.

• CDC’s A Practitioner’s Guide for Advancing Health Equity: Community Strategies for Preventing Chronic 
Disease includes strategies for tobacco-free living, healthy food and beverage, and active living.

• Journal article: Understanding and addressing social determinants to advance cancer health equity in 
the United States: A blueprint for practice, research, and policy. Alcaraz et al. 2020. CA A Cancer J Clin, 70: 
31-46. https://doi.org/10.3322/caac.21586

• The Comprehensive Cancer Control National Partnership offers a compilation of resources to address 
health behaviors for cancers survivors.

https://www.cancer.org/health-care-professionals/national-cancer-survivorship-resource-center.html
https://smhs.gwu.edu/gwci/survivorship/ncsrc/national-cancer-survivorship-center-toolkit
https://smhs.gwu.edu/gwci/survivorship/ncsrc/national-cancer-survivorship-center-toolkit
https://www.cancer.org/health-care-professionals/american-cancer-society-prevention-early-detection-guidelines/nupa-guidelines-for-cancer-survivors.html
https://cancercontrol.cancer.gov/ocs/resources/survivors.html
https://cancercontrol.cancer.gov/ocs/resources/health-after-cancer.html
https://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf
https://smhs.gwu.edu/cancercontroltap/resources/advancing-patient-centered-cancer-survivorship-care-toolkit
https://www.cdc.gov/cancer/survivors/life-after-cancer/talk-to-someone-simulation.htm
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/pdf/HealthEquityGuide.pdf
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/health-equity-guide/pdf/HealthEquityGuide.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Healthy Behaviors for Survivors Resources.pdf
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Worksheet: Questions to Ask and Answer

Use this worksheet to help you and your coalition partners to identify gaps, opportunities, and challenges 
that should be reflected in your cancer plan objectives and strategies. Record your answers and use the 
information to help inform your selection of objectives and strategies for your updated plan. 

1. Overall, how are we doing in addressing cancer risk factors (alcohol consumption, tobacco use, poor 
nutrition, physical inactivity, obesity/overweight) for the general population and/or cancer survivors 
compared to the national rates, our neighboring states, and our own rates in previous years? What 
are existing objectives for cancer-related risk factor programs, coalitions, or plans (e.g., tobacco or 
nutrition/physical activity plans) that we can adopt or adapt for cancer survivors?

• What primary objectives do we want to set given our analysis of this data and other risk factor plan 
objectives? 

2. What specific populations or communities are not seeing improvements in cancer risk factor reduction 
rates for the general population or cancer survivors? Do we know why? If we don’t know why, how do 
we find out?

• How can we engage populations experiencing disparities (or populations of focus) to identify solutions?

• What secondary objectives do we want to set given our analysis of this data and other cancer risk 
factor plan objectives?
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3. How can we partner with existing chronic disease risk factor programs and efforts in our state?

• What strategies should we select given the answers to this question? What is the CCC coalition’s 
“value added” effort, especially around adapting strategies for cancer survivors?

4. What other partners can we engage to help implement policy and system changes to support a 
reduction in cancer risk factor rates for cancer survivors over time? Do we have existing connections 
with them? How can we engage these partners? Why will they want to be involved? What is the “value 
add” for them?

• Are the populations of focus engaged in planning and implementing these changes?

• What strategies should we select, given the answers to the these questions?
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5. Are cancer risk factor reduction services easily accessible to all populations and specifically to cancer 
survivors? Is there a geographic area (e.g., rural counties) or subpopulations with greater barriers to 
accessing services?

• Are the populations of focus engaged in planning and implementing these changes?

• What strategies should we select, given the answers to the these questions?

6. What existing services, networks, or programs could we leverage to reduce cancer risk factors among 
cancer survivors?

• What strategies should we select, given the answers to the these questions?
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7. What conditions in our environment (in which we are born, live, learn, work, play, worship, and age) are 
affecting our communities’ health?

• What objectives and strategies should we include to address these “upstream” social determinants 
of health?

• Are people most affected engaged in planning the solutions?

8. What cancer risk factor reduction policies or systems changes do we want to advocate for or promote 
for the general population and/or cancer survivors?

• What strategies should we select, given the answers to the these questions?
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9. What gets measured is what gets done: How can we best track cancer risk factor outcomes for cancer 
survivors?  How do we know we are making progress along the way?

• What strategies should we select, given the answers to the these questions?

10. What is the unified message that we share with policymakers regarding our recommendation for 
reducing cancer risk factors in the general population and/or cancer survivors? And how do we share 
with policymakers?

• Are there strategies we should select related to the answers to these questions?

11. How will the strategies we selected elevate health outcomes for those who have historically 
experienced health outcome disparities (or populations of focus)?
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