Health Status and Behaviors
among Cancer Survivors in Idaho, 2014

November 2016

CCAl

Comprehensive Cancer
Alliance for Idaho

P @

CD RI Ca n _Ce r Data . Q IDAHO DEPARTMENT OF HEALTH & WELFARE
Registry of Idaho i DIVISION OF PUBLIC HEALTH




ACKNOWLEDGMENTS

This work was supported in part under cooperative agreements from the U.S. Centers for Disease Control and
Prevention for the National Program of Cancer Registries (#5U58DP003882: ClJ), the Behavioral Risk Factor
Surveillance System (#5U5850000055: CFM, MR), and the National Comprehensive Cancer Control Program
(#5U58DP003881: CC). The findings and conclusions in this report are those of the authors and do not
necessarily represent the official position of the Centers for Disease Control and Prevention.

The Idaho Department of Health and Welfare would like to thank the citizens of Idaho who have participated in
the Behavioral Risk Factor Surveillance System (BRFSS).

The Cancer Data Registry of Idaho (CDRI) and the Division of Public Health, Idaho Department of Health and
Welfare, wish to thank the Comprehensive Cancer Alliance for Idaho for their continued partnership and for
using CDRI and BRFSS data to plan, implement, and assess cancer control and prevention activities.

SUGGESTED CITATION:

Johnson CJ, Murphy CF, Rich M, Cariou C, Mastalski K. Health Status and Behaviors among Cancer Survivors in
Idaho, 2014. Boise, ID: Cancer Data Registry of Idaho; November 2016.

COPYRIGHT INFORMATION:

All material in this report is in the public domain and may be reproduced or copied without permission; citation
as to source, however, is appreciated.

CANCER DATA REGISTRY OF IDAHO
P.O.Box 1278
Boise, Idaho 83701-1278
208-489-1380 (phone)
208-344-0180 (fax)
http://www.idcancer.org



http://www.idcancer.org/

November 2016
Table of Contents
T 1 ageTe [V 4T ] o DU T T TSP POPTO PSRRI 1
=i g To e [T O TSP POPOTOUPPROT 2
RESUIES ettt ettt ettt e bt e s bt s h et s at e et e e bt e bt e e ae e s at e e a bt e bt e b e e b et eh et eaR e et e e bt e bt e eheenabeeabeeabe e beennees 3
DT a0 =d =T o] o1 1ol ST 3
Health-Related QUAlLY OF LIfE .....ioi et e e e et e e e s abe e e s e abe e e e e ateeeeenbeeeeennnes 4
HEAITN Car@ ACCESS «..veeiiiieite ettt ettt ettt s e sttt e sat e e s be e e bt e e s ubeesabte e bteesabeeesabeesabeesasaeesabeesseesnnbeesneeesasaens 6
HEAITI BERAVIOIS .ttt et ettt st e s bt e s bt e s bt e e s bt e e s bt e e sabeesabeesabaeesabeesabaeesnbeesabeeesaseanns 7
(0 Y Tol=] Yol £ =TT o1 o T~ PP PPPPPPPP 7
DISCUSSION ..ttt sttt e st e e s e b et e st et e e s e b et e e s e ba e e e s e b et e e s e b et e e s e b et e e s e b et e e s e baeeesereeeesaans 8
(6e] 3Tl (V11T EPA ST P PSSP PR UPPRN 11
RETEIENCES ...ttt ettt ettt st e s bt e sttt e s bt e s bt e e bt e e s be e e ab e e sa bt e s b et e s bee e bt e e nbe e s beeenabeesabeeebeeenbeeeane 14

Health Status and Behaviors among Cancer Survivors in Idaho, 2014



8,000

new cancer
cases annually
in Idaho

2,700

cancer deaths

annually in
ldaho

More than

70,000

Idahoans have
a history of
invasive cancer

Introduction

Cancer is one of America's greatest public health concerns. About 40 percent of men
and 30 to 40 percent of women in the United States will be diagnosed with cancer
sometime in their life.' Cancer is the second leading cause of death in the United
States.’ In Idaho, cancer has been the leading cause of death since 2008, and accounted
for about 22 percent of deaths in 2014. Each year in Idaho, there are approximately
8,000 new cases of cancer (invasive and in situ) and 2,700 cancer deaths.” As the
population of Idaho grows and continues to age, we can expect more cases of cancer in
the future. Total annual cancer cases will likely double in the United States by 2050.”

The term cancer survivor refers to a person who has been diagnosed with cancer, from
the time of diagnosis throughout his or her life. In the U.S., approximately 15.5 million
adults with a history of invasive cancer were alive on January 1, 2016, including 70,970
Idahoans.® Including in situ disease, there are more than 81,000 cancer survivors living
in Idaho today.’” These estimates exclude basal and squamous cell skin cancers, which
are not reportable to cancer registries. Because adults are living longer after being told
they have cancer due to advances in early detection and treatment, the number of
cancer survivors is expected to increase at a faster rate than incidence, to approach 18
million in the United States by 2022.%° Sixty-four percent (64%) of cancer survivors have
survived at least 5 years after diagnosis; 40% have survived 10 years or more; and 15%
have survived 20 years or more.?

Cancer survivorship encompasses the physical, emotional, economic, and social issues
associated with cancer from diagnosis until the end of life. There are several phases
associated with cancer survivorship, including the time from diagnosis to the end of
initial treatment, the transition from treatment to extended survival, and long-term
survival.'® Many survivors, including those who are cancer-free, are faced with long-
term effects of treatment and fear of recurrence. Cancer survivors are also at greater
risk for developing second cancers and other health conditions. It is noteworthy that not
everyone who has had a cancer diagnosis may identify with the term ““cancer survivor.”

Data collected from the 2013 and 2014 Behavioral Risk Factor Surveillance System
(BRFSS) are used in this report to describe cancer survivors in Idaho and compare health
status and selected health behaviors between cancer survivors and adults who have
never been diagnosed with cancer. It is hoped this information will help inform cancer
program planning and implementation activities for cancer survivors in Idaho.



Methods

The Idaho BRFSS is a telephone survey of non-institutionalized residents aged 18 and ‘ ‘)
older, which is conducted under a cooperative agreement between the Bureau of Vital '

Records and Health Statistics (BVRHS), Division of Public Health, Idaho Department of

Health and Welfare, and the Centers for Disease Control and Prevention. Details of the The Behavioral Risk
BRFSS methodology have been published elsewhere.™** Idaho has conducted telephone Factor Surveillance
BRFSS surveys since 1984 of random samples of adult Idahoans to measure population System (BRFSS)
prevalence of health-related risk behaviors and events, chronic health conditions, and collects state data
use of preventive services. Surveys are administered throughout the year, and about health-related

risk behaviors,
chronic health
conditions, and use

of preventive
sampling by public health district, and interviews are conducted by telephone, both services.

guestionnaire content changes from year to year. After annual data collection is
complete, data are weighted to be representative of Idaho’s adult population, and
analysis is performed on the weighted data. Idaho uses disproportionate stratified

cellular and land-line, using computer-assisted telephone interviewing (CATI) software
to record responses.

In 2013 and 2014, two questions were included in the BRFSS pertaining to cancer
prevalence:

Now | would like to ask you some questions about general health conditions. Has a
doctor, nurse or other health professional EVER told you that you had any of the
following? For each, tell me “Yes,” “No,” or you’re “Not sure.”

C1. Ever told you had skin cancer?
1Yes

2 No

7 DON’T KNOW/NOT SURE

9 REFUSED

C2. Ever told you had any other types of cancer?
1Yes

2 No

7 DON’T KNOW/NOT SURE

9 REFUSED

The specific health status, cancer screening, and risk factor measures were selected to
assist in monitoring Comprehensive Cancer Alliance for Idaho (CCAI) objectives.” All
results included in Tables 1 and 2 (pages 12 and 13) use 2014 BRFSS data, except for
fruit and vegetable consumption, which uses 2013 BRFSS data.

Basal and squamous cell carcinomas of the skin are not reportable by law to state
cancer registries. There is no way to differentiate between these cancers and melanoma
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of the skin using the 2013 and 2014 BRFSS data. The analyses in this report compare
respondents who indicated having cancer other than skin cancer (Yes to question C2) to
those who reported they had not been told they had other types of cancer (No to
guestion C2). Throughout the report, these groups are referred to as cancer survivors
and no history of cancer even though the latter group may include adults with a history
of skin cancer.

All percentages listed in the tables and text are weighted estimates for adult Idahoans.
Cancer rates generally increase with age, and age is related to many of the health status,
cancer screening, and risk factor measures selected for analysis. In order to compare the
prevalence of the selected measures between cancer survivors and adults with no
history of cancer while accounting for the confounding effects of age, age-adjusted
estimates are also presented. The estimates were standardized to the 2000 U.S.
standard population using the following age groups: 18-29, 30-39, 40-49, 50-64, 65-74,
and 75 and older. For the Pap test cancer screening measure, the age groups 21-29, 30-
39, 40-49, and 50-65 were used. For the colorectal cancer screening measure, the age
groups 50-64 and 65-75 were used. For the breast cancer screening measure, the age
groups 50-64 and 65-74 were used.

Data management was conducted using SAS V9.3 (SAS Institute Inc., Cary, NC) and
statistical analyses were conducted using SAS and SAS-callable SUDAAN (Research
Triangle Institute, Research Triangle Park, NC). Wald chi-square statistics were used to
test for independence of the cancer survivors and no history of cancer groups and the
selected measures, taking into account the complex survey design. The SAS
SURVEYLOGISTIC procedure was used to test differences in the prevalence estimates of
the selected measures between the cancer survivors and no history of cancer groups,
adjusting for differences in age distribution and accounting for the complex survey
design. Confidence intervals are based on logit transformations, which yield asymmetric
intervals that have better coverage properties for small and large proportions.

Results

In the 2014 Idaho BRFSS, 7.1% of adults responded that they were ever told by a doctor,
nurse or other health professional they had skin cancer, and 6.8% responded that they
were ever told they had any other type of cancer. In the 2013 Idaho BRFSS, these
percentages were about the same (7.1% and 6.3%, respectively). In 2014, there were
about 81,641 adult cancer survivors in Idaho. Including all types of skin cancer, there
were about 152,309 cancer survivors in Idaho.

Demographics

Table 1 (page 12) shows weighted prevalence estimates of demographic variables for
cancer survivors and adults with no history of cancer. Two-thirds (66.6%) of cancer



survivors in Idaho were female, 47.0% were aged 65 or older, and the majority was non-
Hispanic White. Cancer survivors were significantly older (p<.001) than adults with no
history of cancer. Although the percentage of White, Non-Hispanic adults among cancer
survivors was 5.5% higher than among adults with no history of cancer, the difference
was not significant (p=0.061); Cancer survivors were significantly less likely (p<.001) to
be employed and more likely to be retired (41.7% versus 16.0%) or unable to work
(12.5% versus 3.8%). There was no significant difference in education or income
distributions between cancer survivors and adults with no history of cancer (p=0.257
and p=0.459, respectively), nor was there a significant difference in body mass index
(BMI) category (p=0.359).

As with crude data, differences between age-adjusted distributions of cancer survivors
and adults with no history of cancer were significant for sex (p<.001) and employment
status (p=0.001). Cancer survivors were significantly more likely to be unable to work
(16.4% versus 3.7%; p<.001, age-adjusted data).

Differences between age-adjusted distributions were not significant for race/ethnicity
(p=0.510), education (p=0.500), income distribution (p=0.313), or BMI category
(p=0.644).

Cancer survivors were more likely to be older, female
and unable to work

No History of Cancer Cancer Survivors
40.8 18-39 . 161
16.2 40-49 e 111
25.7 50-64 I 25.7
10.6 65-74 I 23.8
6.7 75+ I 23.2
50.8 Male I 22.6
49.2 Female . 77.4
62.1 Employed meesssssssssssssm 4179
4.2 Unemployed mm 7.5
33.7 Other I 447

Results by sex and employment status are age adjusted.

Health-Related Quality of Life

Table 2 (page 13) shows weighted prevalence estimates for cancer survivors and adults
with no history of cancer of health-related quality of life measures, health care access
measures, cancer-related health behaviors, and cancer screening behaviors. Cancer



survivors were more than twice as likely as adults with no history of cancer to report
having fair or poor health (compared to good, very good, or excellent; 27.7% versus
12.0%; p<.001) and more than twice as likely to report having poor physical health in 14
or more of the previous 30 days (19.6% versus 8.9%; p<.001). Cancer survivors were
nearly twice as likely as adults with no history of cancer to report having poor mental
health in 14 or more of the previous 30 days (15.9% versus 8.8%; p=0.031).

Cancer survivors were about twice as likely as adults with no history of cancer to report
activity limitations because of physical, mental, or emotional problems (37.5% versus
19.1%; p<.001) and more than twice as likely to have a health problem that requires
them to use special equipment, such as a cane, a wheelchair, a special bed, or a special
telephone (14.5% versus 6.1%; p<.001).

Similar to the crude percentages, age-adjusted percentages for cancer survivors, when
compared with adults having no history of cancer, were more than twice as high for
having fair or poor health (p<.001), having poor physical health in 14 or more of the
previous 30 days (p<.001), and having poor mental health in 14 or more of the previous
30 days (p=0.001). Age-adjusted percentages for cancer survivors having activity
limitations because of physical, mental, or emotional problems or having health
problems requiring use of special equipment, such as canes, wheelchairs, special beds,
or special telephones were 87% higher (p<.001) and 48% higher (p=0.020), respectively,
than for adults with no history of cancer.

A greater percentage of cancer survivors had
health-related quality of life issues than those with

No History of Cancer Cancer Survivors

Activity limitations @
General health is fair or poor @ @

Poor mental health @

Poor physical health _@

Health problems @
require special

equipment

0% 10% 20% 30% 40%

Age-adjusted percentages



Health Care Access

Cancer survivors were not significantly more likely to have health care
coverage/insurance (87.7% versus 83.2%; p=0.093), but cancer survivors were
significantly more likely to have a personal doctor or other health care provider (87.2%
versus 69.4%; p<.001), and significantly more likely to have had a routine health check
up in the past year (71.1% versus 57.1%; p<.001). There was no significant difference
between cancer survivors and adults with no history of cancer in the proportion
reporting they could not see a doctor because of cost in the past 12 months (17.2%
versus 15.7%; p=0.651).

When age-adjusted percentages were compared, there were no significant differences
between cancer survivors and adults with no history of cancer in the proportions with
health care coverage (p=0.399) or who had a routine health check up in the past year
(p=0.189). After age-adjustment, cancer survivors were significantly more likely to have
a personal doctor or other health care provider (p=0.013), but cancer survivors were
almost twice as likely to report they could not see a doctor because of cost in the past
12 months (p=0.032).

Although cancer survivors were more likely to have
a health care provider, they were twice as likely to
report that they could not see a doctor because of
cost in the past 12 months

No History of Cancer Cancer Survivor

15.9 Could not see a doctor - 30.5
due to cost

68.7 Have a personal doctor [N 77.1

Age-adjusted percentages
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Cancer survivors
were twice as likely
to be current
smokers than
those with no
history of cancer.

Cancer survivors
were more likely
to be current on

colorectal cancer
screening

Health Behaviors

Cancer survivors were not significantly more likely to be a current smoker (22.2% versus
15.5%; p=0.065) but were significantly less likely to engage in binge drinking in the past
30 days (7.5% versus 15.4%; p<.001). There were no significant differences between
cancer survivors and adults with no history of cancer in the proportions who were heavy
drinkers (4.0% versus 5.1%; p=0.409), who participated in leisure time physical activity
during the past 30 days (21.2% versus 18.5% did not participate in leisure time physical
activity; p=0.318), or who ate five or more servings of fruits and vegetables every day
(2013 BRFSS; 16.0% versus 17.3%; p= 0.609).

The age-adjusted percentage for cigarette smoking among cancer survivors was over
twice the percentage among adults with no history of cancer (36.7% vs. 15.8%,
respectively, p<0.001). There were no significant differences between cancer survivors
and adults with no history of cancer in age-adjusted percentages for binge drinking
(p=0.243), heavy drinking (p=0.862), participating in leisure time physical activity
(p=0.863), or eating five or more servings of fruits and vegetables per day (2013 BRFSS;
p=0.993).

Cancer Screening

Cancer survivors were significantly more likely to be current with colorectal cancer
screening guidelines (80.1% versus 58.9%; p<.001). There were no significant differences
between cancer survivors and adults with no history of cancer in the proportion current
for mammography to screen for breast cancer (74.2% versus 68.3%; p=0.203) or Pap
testing for cervical cancer (74.7% versus 76.6%; p=0.783).

After age-adjustment, there were no differences between cancer survivors and adults
with no history of cancer in the proportions who were current for screening for breast
cancer (p=0.280) or cervical cancer (p=0.763). Adjusting for age, cancer survivors were
significantly more likely to be current for colorectal cancer screening (p<.001).

Cancer screening among cancer survivors
and those with no history of cancer

Breast Cancer Cervical Cancer Colorectal Cancer
(significantly different)

Age-adjusted percentages



Discussion

The results showing that cancer survivors in Idaho are predominately older, non-
Hispanic White, and female are consistent with national data.* These findings are
sensible because cancer incidence rates increase with age for most cancers, the non-
Hispanic White population in Idaho has an older age distribution than other
racial/ethnic groups, and non-Hispanic White females have higher incidence rates of
several common cancers, such as breast cancer.” Also, the incidence rates of several
sites/types of cancer associated with greater survival are higher among non-Hispanic
Whites (e.g. breast, melanoma, thyroid). Despite the fact that crude and age-adjusted
rates of cancer incidence are higher among males,” the majority of cancer survivors
(66.6%) were female. This is due in part to differences in primary site distribution
between males and females, and the survival rates for those sites.

The results in this report are consistent with previous studies describing poor health-
related quality of life, activity limitations, inability to see a doctor due to cost, and
higher smoking rates among different populations of cancer survivors.”*® Because
cancer survivors are, on average, older than the remainder of Idahoans, they are more
likely to have other health conditions and activity limitations due to older age, in
addition to those related to their cancer. In this analysis, the health-related quality of
life deficits among cancer survivors were not ameliorated when adjusting for age,
meaning the differences may largely be attributable to the diagnosis of cancer. As part
of its 2016-2020 strategic plan, CCAl will continue to routinely monitor objectives to
increase the physical and mental health-related quality of life of cancer survivors,
seeking 10% improvements from 2011-2012 baseline data."

Common effects of cancer and its treatment that may persist after active treatment can
include pain, a reduction in bone density, a wide range of cardiovascular diseases, and
cognitive deficits, depending on treatment modalities.® Fatigue is the most common side
effect of active cancer treatment, reported in 80-90% of those receiving chemotherapy
or radiation.” For treatment of some cancers, pulmonary dysfunction, sexual
dysfunction, and infertility are also concerns.® Regular medical care after active
treatment is vital for cancer survivors because of possible lasting and delayed effects of
treatment in addition to risks of recurrences and new primary cancers. Results of the
health care access measures showed that a substantial proportion of cancer survivors
could not see a doctor due to cost sometime in the past year. Tai et al. showed a similar
result for adolescent and young adult cancer survivors.”® When age-adjusted data were
compared, cancer survivors were no more likely than adults with no history of cancer to
have health care coverage or a routine health check-up in the past year, but were more
likely to have a personal doctor or other health care provider.

Cancer survivors are at greater risk for recurrence and for developing second cancers
due to the effects of treatment and lifestyle behaviors and other factors that



contributed to the first cancer. For many cancers, being overweight and obesity have
been associated with increased risk of recurrence and lower survival rates, while
physical activity after active cancer treatment has been associated with increased
overall and recurrence-free survival.”* It has been recommended that cancer survivors
limit alcohol use due to potential mutagenic effects that increase the risk for second

cancers or late effects.**

Smoking increases the risk of more than 15 different types of
cancer and accounts for at least 30% of all cancer deaths.”® In addition, smoking
interferes with some common cancer treatments. However, age-adjusted prevalence of
smoking was more than twice as high among cancer survivors than among adults with

202728 gt dies have

no history of cancer. This finding is consistent with other reports.
demonstrated that smoking cessation is more successful if begun soon after cancer

diagnosis.”

The CCAIl age-adjusted target for screening for breast cancer was not achieved among
cancer survivors (at least 81.1% of women aged 50-74 will report having had a
mammogram in the prior two years). Similarly, the CCAl age-adjusted target for
screening for cervical cancer was not achieved among cancer survivors (at least 93.0% of
women aged 21-65 who have not had a hysterectomy will report having had a Pap test
in the prior three years). Idaho consistently has among the lowest overall breast and
cervical cancer screening rates in the U.S., and this study showed this for both cancer
survivors and adults with no history of cancer. The 80% by 2018 age-adjusted target for
colorectal cancer screening established by the National Colorectal Cancer Roundtable,
and also used as the CCAIl target (at least 80.0% of Idahoans aged 50-75 will report
receiving a blood stool test in the past year, sigmoidoscopy in the past 5 years and blood
stool test in the past 3 years, or a colonoscopy in the past 10 years), was not achieved
among cancer survivors or adults with no history of cancer.*

CCAIl screening goals were not met for any
measure among cancer survivors

93.0%

81.1% 80.0%

Breast Cervical Colorectal

Age-adjusted percentages



This report has several limitations. BRFSS data are self-reported and may be subject to
several types of biases, including recall and social desirability, and the direction of bias
may vary by primary site.*** Idaho BRFSS data from 2011-2014 do not include
information on self-reported primary site or treatment modalities. Medical record
review to confirm cancer diagnosis or other responses was not conducted. Because the
BRFSS is a survey of the non-institutionalized adult population, cancer survivors who are
in institutions are not represented. If having cancer is a reason for their being
institutionalized, this could be an additional source of potential bias.

Adults with skin cancer, including melanoma, are included in the “no history of cancer”
category. Thus, differences between cancer survivors and adults with no history of
cancer may be different than presented. Because the proportion of skin cancers that is
melanoma is relatively small, this is unlikely to be an important limitation and would not
be anticipated to meaningfully change the results.

The BRFSS is not an appropriate source of information for tracking improvements in
cancer prognosis. The Cancer Data Registry of Idaho (CDRI) collects incidence and
survival data on all Idaho residents and residents of other states who are diagnosed or
treated for cancer in Idaho. Population-based cancer registries such as CDRI can provide
direct information about trends in cancer survival.

There are some aspects of cancer survivorship not covered by this report, including pain
management, use of treatment summary and survivorship care plans, and needs for
palliative care. Several recent studies have described health status, health behaviors,
and quality of life among cancer survivors diagnosed with specific cancers, such as

1.3*° Other recent studies of cancer survivors have

breast, prostate, and colorecta
focused on topics of the impact of time since diagnosis on behaviors and adult
survivorship of adolescent and young adult (AYA; aged 15-39 at diagnosis) cancers. For
example, among breast cancer survivors, smoking prevalence, excessive alcohol
drinking, and obesity increased with time since diagnosis.*® The chronic disease
questions included in the Idaho BRFSS since 2011 do not support such analyses, but if
Idaho utilizes the BRFSS Cancer Survivorship Module in the future, it will be possible to
address some of these topics. Meanwhile, it is important to acknowledge that certain
groups of cancer survivors are at higher risk and persistent efforts are needed to
encourage survivors to practice healthy behaviors. Program standards from the
Commission on Cancer of the American College of Surgeons include measurement of the
proportion of cancer patients who receive treatment summary and survivorship care
plans when they complete their active phase of treatment. The impact of cancer on
family members, friends, and caregivers of survivors is also acknowledged as part of
survivorship.
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Conclusion

In terms of public health and health care needs, cancer survivors in Idaho face many of
the same challenges as the remainder of the population, including difficulties accessing
health care, insufficient screening, and continued cancer risks associated with
modifiable behaviors. In addition, cancer survivors have health-related quality of life
problems in excess of those among adults with no history of cancer. It is hoped that this
report will be a useful resource for identifying needs and planning services, such as

targeted tobacco cessation, for the large and increasing number of cancer survivors in
Idaho.
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Table 1. Prevalence of cancer survivors in Idaho and distribution of cancer survivors and person not diagnosed

with cancer by select demographic variables, 2014.

Weighted Prevalence

Age-Adjusted Weighted Prevalence®

Cancer Survivors

No History of Cancer®

Cancer Survivors

No History of Cancer®

Pct 95% Cl Pct 95% Cl AA Pct 95% Cl AA Pct 95% Cl
Sample Size 508 4964
Sum of Weights 81,641 1,120,646
Idaho overall 6.8 ( 6.0, 7.7) 93.2 (92.3,94.0) 6.4 (5.6, 7.3) 93.6 (92.7,94.4)
Age p<.001
18-39 16.1(10.2,24.4) 40.8 (38.7,42.9)
40-49 11.1 ( 7.4,16.4) 16.2 (14.7,17.9)
50-64 25.7 (20.8,31.3) 25.7 (24.1,27.3)
65-74 23.8 (19.4,28.8) 10.6 ( 9.7,11.5)
75+ 23.2 (18.7,28.4) 6.7 ( 6.0, 7.4)
Sex p<.001 p<.001
Male 33.4 (27.8,39.5) 50.8 (48.7,52.8) 22.6 (16.8,29.8) 50.8 (48.6,52.9)
Female 66.6 (60.5,72.2) 49.2 (47.2,51.3) 77.4 (70.2,83.2) 49.2 (47.1,51.4)
Race/Ethnicity p=0.061 p=0.510
White, non-Hispanic 91.6 (87.2,96.1) 86.1(84.3,87.8) 88.3 (78.6,93.9) 85.9 (84.0,87.6)
Other race, non-Hispanic 3.8 (0.8, 6.7) 5.2( 4.2, 6.3) 5.5 ( 1.9,15.0) 5.1 (4.1, 6.3)
Hispanic (all races) 4.6 (1.1, 8.1) 8.7 ( 7.2,10.2) 6.2 (2.7,13.8) 9.0 ( 7.6,10.6)
Education p=0.257 p=0.500
K-11 13.1 ( 8.8,19.0) 11.8 (10.2,13.5) 19.1 (11.6,29.7) 12.1 (10.5,14.0)
High School Grad 23.5 (18.7,29.0) 29.2 (27.4,31.0) 17.2 (11.4,25.1) 29.0 (27.2,30.9)
Some College 40.7 (34.3,47.5) 36.6 (34.6,38.7) 43.7 (33.5,54.5) 36.4 (34.3,38.5)
College Grad 22.8 (18.5,27.8) 22.4(20.9,23.9) 20.0 (15.2,25.9) 22.5 (21.0,24.1)
Employment p<.001 p=0.001
Employed 33.5 (27.3,40.3) 61.4 (59.5,63.3) 47.9 (36.8,59.2) 62.1 (60.3,63.9)
Unemployed 4.5 ( 2.4, 8.5) 43 ( 3.5, 5.2) 7.5 ( 3.2,16.3) 4.2 (3.5,5.1)
Other 62.0 (55.2,68.4) 34.3(32.5,36.1) 44.7 (34.3,55.5) 33.7 (32.0,35.4)
Income p=0.459 p=0.313
Less than 15k 11.2 ( 7.4,16.6) 9.1 (8.0,10.2) 15.8 ( 8.4,27.8) 9.1 ( 8.0,10.3)
15k to 24.9k 21.4 (16.2,27.7) 19.2 (17.5,21.0) 23.5 (15.2,34.4) 19.5 (17.8,21.3)
25k to 34.9k 13.9 ( 8.9,21.0) 12.4(11.1,13.9) 149 ( 7.3,28.0) 12.6 (11.2,14.1)
35k to 49.9k 17.5 (12.9,23.4) 17.0 (15.4,18.7) 15.9 ( 9.9,24.5) 16.8 (15.1,18.5)
50k to 74.9k 16.3 (12.2,21.4) 17.0 (15.4,18.7) 10.2 ( 7.0,14.6) 16.8 (15.2,18.6)
75k+ 19.7 (15.1,25.2) 25.4 (23.5,27.3) 19.8 (14.3,26.7) 25.2 (23.3,27.2)
BMI p=0.359 p=0.644
Underweight 0.8 ( 0.4, 1.8) 1.5( 1.1, 2.1) 0.4 (0.2, 0.8) 1.5 (1.1, 2.1)
Normal Weight 31.0 (24.8,38.0) 32.9(30.9,35.0) 34.7 (24.2,47.0) 33.4 (31.3,35.5)
Overweight 37.4 (31.4,43.8) 36.7 (34.8,38.8) 30.6 (23.5,38.7) 36.3 (34.3,38.5)
Obese 30.7 (25.0,37.1) 28.8 (26.9,30.8) 34.4 (24.5,45.7) 28.8 (26.9,30.9)

Abbreviations: Pct, Percent; Cl, confidence interval; AA, age-adjusted.

! Also includes cancer survivors with skin cancer (see methods section).
2 Age-adjusted to 2000 U.S. standard population.
Percentages may not sum to 100% due to rounding.
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Table 2. Prevalence estimates of health-related quality of life, health care access, health behaviors, and cancer screening measures among cancer
survivors and adults not diagnosed with cancer, Idaho 2014.

Weighted Prevalence Age-Adjusted Weighted Prevalence’
Cancer Survivors No History of Cancer' Cancer Survivors No History of Cancer®
Pct 95% ClI p-value Pct 95% ClI AA Pct 95% ClI p-value AA Pct 95% ClI

Health-related quality of life

General health status is fair or poor 27.7 (22.5,33.6) <.001 12.0 (10.8,13.4) 28.6 (19.9,39.3) <.001 12.1 (10.8,13.5)

Poor physical health in 14+ of the previous 30 days 19.6  (15.1,25.2) <.001 8.9 (79, 9.9) 20.5 (13.3,30.1) <.001 88 (7.8, 9.9)

Poor mental health in 14+ of the previous 30 days 15.9 (10.7,23.0) 0.031 8.8 (7.7,9.9) 25.0 (14.9,38.8) 0.001 8.8 ( 7.7,10.0)

Activity limitations due to health problems 375 (31.6,43.7) <001 19.1 (17.7,20.6) 352 (25.9,45.7) <.001 18.8 (17.3,20.3)

Health problems require special equipment 14.5 (11.0,18.8) <.001 6.1 (5.3, 71) 9.2 ( 6.5,12.9) 0.020 6.2 (5.3, 7.2)
Health Care Access

Have health care coverage/insurance 87.7 (81.6,92.0) 0.093 83.2 (81.5,84.7) 75.4 (63.9,84.1) 0.399 82.8 (81.0,84.4)

Have personal doctor or other health care provider 87.2 (81.6,91.3) <.001 69.4 (67.4,71.4) 77.1 (65.2,85.9) 0.013 68.7 (66.6,70.7)

Could not see a doctor due to cost sometime in pastyear 17.2 (11.7,24.5) 0.651 15.7  (14.2,17.3) 30.5 (22.2,40.2) 0.032 159 (14.4,17.6)

Routine health check-up in past year 71.1 (64.6,76.9) <.001 57.1  (55.1,59.2) 60.8 (50.2,70.4) 0.189 56.4 (54.3,58.5)
Health Behaviors

Current smoker 222 (16.2,29.7) 0.065 155 (14.0,17.0) 36.7 (27.1,47.4) <.001 15.8 (14.2,17.5)

Binge drinking in past 30 days 7.5 (4.6,12.1) <.001 15.4 (13.8,17.1) 9.7 (5.0,18.2) 0.243 15.8 (14.1,17.6)

Heavy drinking, past 30 days 40 (22, 7.3) 0.409 5.1 (4.2, 6.2) 33 (1.6, 6.8) 0.862 5.3 (4.2, 6.5)

No leisure time physical activity in past month 21.2  (16.6,26.6) 0.318 18.5 (17.0,20.2) 16.8 (11.0,24.8) 0.863 18.7 (17.1,20.5)

Consumed 5+ servings fruits & vegetables per day3 16.0 (11.8,21.3) 0.609 17.3 (15.8,18.9) 18.0 (11.5,27.1) 0.993 17.3 (15.7,19.0)
Cancer Screening Measures

Mammogram within past 2 years, women aged 50-74 74.2 (64.9,81.8) 0.203 68.3 (64.9,71.6) 72.6 (62.5,80.9) 0.280 68.3 (64.9,71.6)

Pap test within past 3 years, women aged 21-65 74.7 (59.2,85.7) 0.783 76.6  (73.5,79.5) 73.4 (57.6,84.8) 0.763 76.5 (73.4,79.4)

Colorectal cancer screening, ages 50-75 80.1 (73.8,85.2) <.001 58.9 (56.2,61.6) 76.8 (69.1,83.0) <.001 59.3 (56.7,61.9)

Abbreviations: Pct, Percent; Cl, confidence interval; AA, age-adjusted.

! Also includes cancer survivors with skin cancer (see methods section).

? Age-adjusted to 2000 U.S. standard population (distributions vary by measure; see methods section).
® Results based on 2013 BRFSS data.
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