2019 Manitoba Cancer System Performance Report

Errata — First Printing

November 8, 2019
(Version 12)

The following errata provide a list of important corrections that have been made since the first

printing of the 2019 Manitoba Cancer System Performance Report. We have published the most

current version on the CancerCare Manitoba website. The published electronic version 12 is up to
date as of November 8, 2019.
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Correction

Table 3. Summary of cancer risk factors.
Number of Canadians who currently smoke was updated from 4.2 million to 3.7 million
based on data from the 2016 Canadian Community Health Survey.

Subheading above Table 4 and Figure 12.
The timeframe identified in the subtitle above the two figures was corrected to 2016
only. It now reads: MOST COMMON CANCER DIAGNOSES IN MANITOBA, 2016.

Figure 20. Diagnostic imaging wait times, 2016-2017.
Lung cancer: The number of tests for 2016 and 2017 has been corrected to show n=455
for 2017 and n=358 for 2016.

Figure 20. Diagnostic imaging wait times, 2016-2017.
The x-axis title (Days) was shifted back into place aligning with the x-axis.

Figure 22. Referral wait times, 2016-2017.
The 2016 90" percentile for Gastrointestinal was corrected to 36 days (not 40) and the
2017 90" percentile for Breast was corrected to 40 days (not 36).

Bottom of page.
Wording was corrected in the first sentence at the bottom of this section cover page to
read: Patients often experience mixed emotions at the end of their cancer treatments.




PREVENTION AND RISK FACTORS
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PREVENTION STRATEGIES CAN HELP TO REDUCE CANCER RISK

Evidence shows that up to 50% of cancers could be prevented through lifestyle changes.” In fact, new Canadian research has shown
that about 70,200 cancer cases were attributable to lifestyle and environmental factors in 2015, as well as infections.” In Manitoba, at
least 2,500 cancer cases could have been prevented in 2015.” These cancers can be prevented through healthy living, risk reduction
interventions, policies, and public health campaigns.” The researchers have projected that by 2042 over 100,000 cancers will be
diagnosed in Canada that are related to preventable risk factors if there are no changes to risk reduction strategies. For ideas on what
you can do to reduce your risk of cancer visit the Risk Reduction page on the CancerCare Manitoba Foundation website.

Table 3. Summary of cancer risk factors.
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i)

Up = trend is increasing by
10% or more

. Green = trend is good

Yellow = trend is neutral

l::> Horizontal = no change

‘ Red = trend needs to improve

@ Down = trend is decreasing by 10% or more




DETECTION AND DIAGNOSIS OF CANCER

NUMBER OF NEW CANCER CASES

Incidence tells us how many new cases of cancer are diagnosed
within a given time frame. The table below shows the average
number of cancer cases seen each year, as well as a list of
the most common cancers diagnosed. We also show age-
standardized incidence rates (ASIR). Age-standardization allows
us to compare rates between different populations even if they
have different age distributions. This is particularly important
because cancer is more common in older adults and one

MOST COMMON CANCER DIAGNOSES IN MANITOBA, 2016

Table 4. Number of new cancer cases and
age-standardized incidence rate (per 100,000)
for the twenty most common cancer sites, 2016.

MANITOBA

RATE
NUMBER (per
100,000)

SITE
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population may appear to have a higher rate of cancer simply
because they have more people who are older, not because they
are unhealthier or exposed to risk factors more than another
population. We select a standard population and produce
incidence rates for each population based on this standard. In
this way, the ASIR provides a measure of how many new cancer
diagnoses we saw out of every 100,000 Manitobans, accounting
for age differences.

Figure 12. Distribution of the number of cancer cases for the ten most
common cancer sites by sex, 2016.

Prostate 23%
Allinvasive cancers 6,481 467.0
Breast 27%
Breast (female only) 873 121.6
Colorectal 15%
Lung and bronchus 856 61.1 Lung and
bronchus 14%
Colorectal 848 61.0
Lung and
Prostate 728 110.2 bronchus 13%
Colorectal 11%
Non-Hodgkin
|ymphoma 335 24.1 Non—Hodgkin
c reri lymphoma 6% Corpus uteri 9%
orpus uter 293 408 Kidney 5% Non-Hodgkin
(female only) Melanoma of the skin 4% lymphoma 5%
; Bladder 4% Melanoma of
Melanoma of the skin 237 173 Pancreas 3% the skin 3%
Kidney 219 159 Stomach 39% Ovary 3%
P 177 12.7 Chronic lymphocytic Thyroid 3%
ancreas 0 leukemia 2% Pancreas 3%
Bladder 150 10.9 Kidney 2%
All other invasive . .
Thyroid 132 9.9 cancers 24% All other invasive
cancers 20%
Stomach 125 9.0
ChI’OI’]IC' lymphocytic 13 8.1
leukemia
Ovary (female only) 99 13.7
Multiple myeloma 95 6.8 MALE FEMALE
Other digestive system 76 55 (n=3,229) (n=3,252)
Brain 75 5.5
Esophagus 68 4.9
Liver 56 4.1 .
. Lung cancer is the most common
. . 51 3.8 .
(including heart) cancer among all Canadians.®

Note: This report highlights female breast cancer only. Please

note that male breast cancer occurs at a rate of about 1%

compared to female breast cancer.

chee t?chnical appendix for data sources and methodological
etails.

13% of Manitobans with cancer
have lung cancer.
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WAIT TIMES: TIMETO DIAGNOSIS

Waiting for test results can be anxiety provoking and a difficult time for patients. At CancerCare Manitoba (CCMB), we work with
the regional health authorities, diagnostic facilities, and Shared Health to monitor the time between the date tests were ordered
by the physician or specimens were collected to the date test results were reported. Each quarter these wait times are compared
to agreed targets to identify any areas of concern that require focused quality improvement. Wait times for diagnostic imaging
reflect a two-year period (January 1%, 2016 to December 31, 2017). On the next page you can see wait times for pathology for the
same period as shown below.

MEDIAN: The number of days by which half the patients received a specific cancer service (i.e., test, visit, or treatment).

DIAGNOSTIC IMAGING WAIT TIMES

Figure 20. Diagnostic imaging wait times, 2016-2017.

Wait times are calculated as the number of days between a) the date the requisition for diagnostic imaging was received and
b) the date a result was reported.
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Note: For diagnostic imaging, wait time is reported for each diagnostic test separately. Wait time data for breast cancer diagnostic mammograms from private clinics are not
available. * Two targets are identified for lung cancer diagnostic imaging. The first (7 days) is for CT, CT guided, and lung fluoro biopsies. The second (14 days) is for PET scans.
Data shown in the above figure is provincial with the exception of Brandon, which is excluded. All targets were initially identified by the Cancer Patient Journey Initiative (CPJI)
and continue to be assessed.

See technical appendix for data sources and methodological details.
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WAIT TIMES: WAITING TO SEE A MEDICAL ONCOLOGIST

Referrals to CancerCare Manitoba (CCMB) are processed by the Provincial Cancer Referral and Navigation Service. This team triages
referrals efficiently to minimize the time patients wait before their first consult with a medical oncologist.

REFERRAL WAITS

Figure 22, Referral wait times, 2016-2017.

Wait times are calculated as the number of days patient waited between a) their referral to CCMB and b) their first consultation
with a medical oncologist.
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Note: Data excludes delays caused by factors outside the control of CCMB, including delays due to missing documentation, medical delays (e.g., cancer diagnosis

confirmation, lab and imaging test results, surgery and recovery time, etc.) or personal decisions to wait (e.g., travel, timing).
See technical appendix for data sources and methodological details.

We're working hard to report wait times for other cancer types.
Keep watching the CCMB website for new information!

Patient-Reported Wait Times

In the 2016 Ambulatory Oncology Patient Satisfaction Survey (AOPSS), a standardized patient satisfaction survey used across
Canada, 65% of respondents told us they perceived waiting 2 months or less for treatment after their initial cancer screening test
or appointment with their family doctor where they voiced their initial health concerns. Furthermore there was little variation
between regions (ranging 61% - 69% selecting 2 months or less).
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SURVIVORSHIP

Qhe day | was diagnosed with cervical cancer changed my life forever...I remember telling my
family that | would never let this disease consume my life. But treatment was a full time job that
consumed me, healing and recovery was a full time job that consumed me, it started to define
me. And, although | am a 2.5 year cancer survivor, it’s a full time job not allowing the fear of this
terrible disease consume me. The fear will never go away, but not allowing it to define me helps
me live my life to the fullest
- CCMB patient.

Patients often experience mixed emotions at the end of their cancer treatments. There is a sense of

relief, yet also worry about whether there will be a recurrence and concern about the impact of the

experience on their everyday lives. CancerCare Manitoba has supports in place for both the physical
and psychological care patients may need.
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