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Abstract

Objective: In this study, we examine factors associated with the use of the emergency room (ER) as an entry point into the
health-care system to initiate a cancer diagnosis among Puerto Rico’s Government Health Plan (GHP) patients and compare the
1-year survival of GHP patients that initiated cancer diagnosis in the emergency room (ER) presentation with those that initiated
the diagnosis in a physician’s office.

Methods: Data for patients with colorectal cancer (CRC) aged 50 to 64 years and diagnosed in 2012 were obtained from the
Puerto Rico Central Cancer Registry and linked to the Puerto Rico Health Insurance Administration database (n ¼ 190). Crude
odds ratio, adjusted odds ratio, and their 95% confidence intervals were reported. We used the Kaplan-Meier method to generate
survival curves. Multivariate Cox regression analysis was performed to evaluate the association between ER presentation and
1-year cause-specific survival.

Results: We found that 37.37% of the study population had an ER presentation. Male patients had a higher occurrence of having
an ER presentation (66.20%), while 76.06% of the patients with an ER presentation were diagnosed in late stage. Emergency room
presentation was a highly predictive factor for cancer mortality in the year following the diagnosis. These patients had between
3.99 to 4.24 times higher mortality risk than non-ER presentation patients (P < .05).

Conclusion: Late presentation for CRC diagnosis through an ER visit is a significant concern that influences negatively on the
patient’s outcome. Efforts at increasing primary care visits and routine screening tests among GHP beneficiaries could improve
survival.
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Introduction

Having the first contact with the health-care system for a cancer

diagnosis through the emergency room (ER) may be indicative

of scarce proper screening or a patient who waited too long

before seeking health-care services. Patients presenting in ERs

tend to have shortest diagnosis delays but have a more

advanced disease at the time of diagnosis.1-4 Consequently, it

has been suggested that emergency presentation is an indicator

of preventable diagnostic delay in colorectal cancer (CRC).5

Diagnosis of cancer is usually performed before the patient has

symptoms through the recommended screening, through an
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incidental finding or after going to the doctor with the presen-

tation of symptoms related to cancer. Therefore, a delay in the

diagnosis of cancer may occur when an individual does not

attend the recommended screening tests, does not recognize a

symptom of cancer, does not seek routine medical services, and

when a health professional fails to detect a cancer or does not

properly act to an incidental finding.6 It has been found that

CRC screening at primary care setting can significantly reduce

the number of ER presentations.7 Indeed, ER presentation has

been associated with a poor 5-year survival in previous

research.8

In Puerto Rico, the Government Health Plan (GHP) operates

through a managed care delivery system since 1994. The ben-

eficiaries are limited to the Medicaid, Medicare eligible, and

medically indigent citizens with incomes below 200% of the

federal poverty level. The Puerto Rico Health Insurance

Administration (PRHIA) acts as the administrative body of the

GHP. The objective of the GHP is to ensure access to health

services for medically indigent citizens.9 Through the GHP,

primary care physicians (PCPs) assumed the responsibility for

coordinating the care of more than 40% of the island’s popu-

lation (approximately 1.6 million).9,10 Government health plan

beneficiaries are assigned to a PCP who determines whether

their health condition requires referrals to specialists, diagnos-

tic tests, or medications. The PCP has to be within a primary

medical group (PMG) and has to be in the same region as the

beneficiary. Thus, the entry point to the health care system is

through a PCP, who provides services as part of a PMG.

Therefore, PCPs are an important source of care for patients

with cancer and may be responsible for initiating orders for

screening services or care coordination. Knowing the pattern

of use of the ER for diagnosing CRC and its impact on patient

survival provides an understanding of the lack of use of appro-

priate primary care. Exploring the patient pathways to a cancer

diagnosis can give us a better comprehension of what barriers

affect access to cancer care among GHP enrollees.

The objectives of this study are to investigate GHP patients’

individual and health-care factors associated with ER presenta-

tion and to compare the 1-year survival of these patients to

those utilizing a physician office (non-ER presentation) instead

of the ER.

Methods

Data Source

We conducted a secondary data analysis using data from the

Puerto Rico Central Cancer Registry (PRCCR) and the PRHIA.

The study design and analyses can be described in 2 phases.

First, the analysis of health-care factors associated with ER

presentation followed a cross-sectional study design. Second,

the analysis to compare survival of patients by ER presentation

status (ER presentation versus non-ER presentation) followed a

retrospective cohort design.

The CRC cases (diagnosed between January 1, 2012, and

December 31, 2012) with an in situ and invasive CRC

diagnosis, excluding hematologic malignancies and sarco-

mas, between 50 and 64 years (n ¼ 548) are included. We

excluded patients younger than 50 years because screening is

not recommended. To evaluate only GHP patients, we

excluded patients older than 64 years because most of them

have Medicare and thus have a different insurance coverage.

We also excluded patients reported to the PRCCR by the

death certificate or autopsy and patients with unknown

method of confirmation and those with unknown stage at

diagnosis (n ¼ 35). Also, patients who had another cancer

diagnosis 1 year before the CRC diagnosis were excluded

(n ¼ 12).

To identify GHP patients, we linked the PRCCR and the

PRHIA databases using a probabilistic linkage algorithm with

Link Plus v.2.0 software. For linkage purposes, we selected

only GHP beneficiaries, excluding dual eligible beneficiaries

(Medicare and Medicaid dual coverage). Patients not enrolled

in the GHP for the 12 months prior to the cancer diagnosis were

also excluded (n ¼ 53).

A dichotomous variable was created to indicate whether the

patient’s first contact with the health-care system for a cancer

diagnosis was through the ER (ER presentation vs non ER

presentation). The first time the patient entered the health sys-

tem was defined as the first office visit or ER visit with CRC

symptoms (abdominal pain, constipation, anemia, altered

bowel, weight loss, rectal bleeding, fatigue, and diarrhea) prior

to CRC diagnosis. This does not imply that the patient was

admitted due to a cancer diagnosis. The CRC symptoms are

based on the symptoms used in other studies.5 In the absence of

this type of claims, we selected the date of the visit previous to

the first gastrointestinal investigation before the CRC diagno-

sis. The first gastrointestinal investigation included abdominal

radiological imaging, lower gastrointestinal endoscopy, and

fecal occult blood test.

The primary cancer site was categorized as colon and rec-

tum; stage at diagnosis was dichotomized using the Derived

SEER Summary Stage 2000 as early stage (in situ and loca-

lized) and late stage (regional and distant). Sociodemographic

characteristics such as age (grouped into 3 categories: 50-54,

5-59, and 60-64 years) and sex were considered. Marital status

at diagnosis was classified as married (included common law or

domestic partner) and unmarried (included single, separated,

divorced, and widowed). Comorbidity was measured using the

Charlson comorbidity index. This index considered 17 comor-

bidities and assigned a weighted score to each comorbid con-

dition.11 We used the algorithm developed by Quan et al12 and

a Stata module to calculate the index.13 We classified the

Charlson index score as 0, 1, and �2.

To evaluate health delivery system characteristics, we

examined whether the type of primary care had an effect with

emergency presentations among GHP patients with CRC.

Patients were classified according to the type of PMG to which

they belonged. Federally Qualified Health Centers (FQHC)

were compared to the other PMGs (non-FQHC).

Diagnosis delay was defined as the time in days between the

patient’s first contact with the health-care system to the time of
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a cancer diagnosis. Government health plan regions were clas-

sified according to gastroenterologist supply. The PRHIA

divided the island into 8 different health regions covering all

78 municipalities. The gastroenterology capacity was evalu-

ated as the gastroenterologist’s rate per 10 000 individuals for

each region. Each GHP region was then categorized as having

high (�8.00), medium (4.00-7.99), and low (0-3.99) gastroen-

terologist’s rate (per 10 000).

Statistical Methods

We used w2 tests to assess the difference among patient’s

characteristics by types of first presentation to diagnosis.

Logistic regression models were used to examine the factors

associated with the ER presentation. Crude odds ratio (OR),

adjusted OR (aOR), and their 95% confidence intervals (CIs)

were reported.

We used the Kaplan-Meier method to generate survival

curves. Differences between curves were analyzed using the

log-rank test. Crude and adjusted Cox regression analysis was

performed to evaluate ER presentation related to 1-year

cause-specific survival. The proportionality assumption was

evaluated using Schoenfeld residuals. Statistical analyses were

performed using Stata/SE version 13.1 statistical software

(Stata Corp, LP, College Station, Texas).

Results

From a total of 548 cases of CRC who were diagnosed in

Puerto Rico between the ages of 50 and 64 years in 2012,

190 patients were eligible for the study. Of these patients,

37.37% had an ER presentation. Table 1 presents the charac-

teristics of GHP patients by initial presentation of CRC diag-

nosis. Male patients had a higher occurrence of having an ER

presentation. Among patients with CRC with ER presentation,

66.20% were males and 76.06% were diagnosed in late stage.

Regarding the symptoms presented, those who had an ER pre-

sentation 18.31% (n ¼ 13) had rectal bleeding, 46.48%
(n ¼ 33) had abdominal pain, 9.86% (n ¼ 7) had anemia/fati-

gue/weight loss, 15.49% (n¼ 11) had constipation/obstruction,

and 9.86% (n ¼ 7) had altered bowel/others. Related to symp-

toms presented, no statistical difference (P > .05) was observed

between ER presentation patients and non-ER presentation

patients (data not shown).

Table 2 presents the logistic regression models to examine

the factors associated with an ER presentation. No significant

interaction terms were observed (P > .05). In the adjusted

model, compared to males, females had half the possibility of

an ER presentation (aOR: 0.47, 95% CI: 0.25-0.90). Mean-

while, patients diagnosed at late stage had 2.59 times the pos-

sibility of an ER presentation compared to patients diagnosed

at early stage (P < .05). Patients in the 60 to 64 age group had

Table 1. Characteristics of GHP Patients by Initial Presentation of Cancer Diagnosis, Puerto Rico 2012.

Characteristics ER, n (%) Non-ER, n (%) Total, n (%) w2 P Value

Overall 71 (37.37) 119 (62.63) 190 (100.00) -
Age group (years) .446

50-54 11 (15.49) 27 (22.69) 38 (20.00)
55-59 26 (36.62) 43 (36.13) 69 (36.32)
60-64 34 (47.89) 49 (41.18) 83 (43.68)

Sex .019
Male 47 (66.20) 58 (48.74) 105 (55.26)
Female 24 (33.80) 61 (51.26) 85 (44.74)

Marital status .389
Unmarried 38 (53.52) 56 (47.06) 94 (49.47)
Married 33 (46.48) 63 (52.94) 96 (50.53)

Charlson comorbidities index .357
0 19 (26.76) 31 (26.05) 50 (26.32)
1 15 (21.13) 36 (30.25) 51 (26.84)
�2 37 (52.11) 52 (43.7) 89 (46.84)

Primary site location .336
Colon 53 (74.65) 81 (68.07) 134 (70.53)
Rectum 18 (25.35) 38 (31.93) 56 (29.47)

Stage at diagnosis .009
Early 17 (23.94) 51 (42.86) 68 (35.79)
Late 54 (76.06) 68 (57.14) 122 (64.21)

Type of primary center .377
Non-FQHC 65 (91.55) 104 (87.39) 169 (88.95)
FQHC 6 (8.45) 15 (12.61) 21 (11.05)

Region gastroenterologist rate .983
High rate (�8.00) 11(15.49) 18 (15.13) 29 (15.26)
Medium rate (4.00-7.99) 24 (33.80) 39 (32.77) 63 (33.16)
Low rate (0-3.99) 36 (50.70) 62 (52.10) 98 (51.58)

Abbreviations: ER, emergency room; FQHC, Federally Qualified Health Centers; GHP, government health plan.
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2.13 times the possibility of an ER presentation compared to

patients in the 50 to 54 age group, with marginal statistical

significance (P ¼ .10). No significant differences were found

in other variables analyzed (P > .05).

To assess variations between groups in the health-care deliv-

ery system variables, we used a multilevel generalized linear

mixed-effects model to determine the potential effects of the

health system variables on ER presentation. The multilevel

models proved to have no significant effect (P > .05; data not

shown).

Survival Analysis

One-year survival of GHP patients with CRC was 86.24%.

However, when stratified by ER presentation, 1-year survival

was 93.25% for non-ER presentation patients and 74.38% for

ER presentation patients. Figure 1 shows cancer-specific sur-

vival in GHP patients by initial presentation of cancer diagno-

sis. According to the log-rank test, the experience of survival of

the ER presentation group was statistically different from the

non-ER presentation group (P < .05).

The hazard ratios for survival after diagnosis for patients

with ER presentation are shown in Figure 2. In the unadjusted

model (model 1), ER presentation patients had 4.24 times

higher mortality risk than non-ER presentation patients

(P < .05). When we evaluated the other 2 adjusted models,

we found similar results than the unadjusted model. Model 2

was adjusted for the individual characteristics. Meanwhile,

model 3 was adjusted for both the individual and health system

characteristics.

Discussion

This study found that 37.37% of the study population had an

ER presentation as their first contact with the health-care sys-

tem for a cancer diagnosis; this is higher than other similar

studies2,14,15 where ER presentation was around 23% to 26%.

Patients who had an ER presentation were more likely to be

male and in the oldest group of age (60-64 years). This suggests

that intervention focused on males and older people could

reduce the ER presentation and improve the patient’s survival.

In addition, the experience of survival for the ER presenta-

tion group was statistically different from the non-ER presen-

tation group. Consistent with others analyses,2,5,8 ER

presentation was a highly predictive factor of cancer mortality

in the year following the CRC diagnosis. Likewise, ER pre-

sentation was strongly associated with 1-year excess mortality

even after adjusting for the considered confounders.

Table 2. Multivariate Logistic Regression Models of Factors Associated With ER Presentation Among GHP Patients With Colorectal Cancer,
Puerto Rico 2012.

Characteristics Univariate OR (95% CI) P Multivariate aOR (95% CI) P

Age group
50-54 1.00 (reference) 1.00 (reference)
55-59 1.48 (0.63, 3.48) .365 1.84 (0.74, 4.61) .190
60-64 1.70 (0.75, 3.89) .207 2.13 (0.86, 5.28) .101

Sex
Male 1.00 (reference) 1.00 (reference)
Female 0.49 (0.26, 0.89) .020 0.47 (0.25, 0.90) .023

Marital status
Unmarried 1.00 (reference) 1.00 (reference)
Married 0.77 (0.43, 1.39) .389 0.69 (0.37, 1.31) .260

Charlson comorbidity index
0 1.00 (reference) 1.00 (reference)
1 0.68 (0.30, 1.56) .362 0.61 (0.25, 1.49) .278
�2 1.16 (0.57, 2.36) .680 1.16 (0.53, 2.54) .706

Primary site location
Colon 1.00 (reference) 1.00 (reference)
Rectum 0.72 (0.37, 1.40) .337 0.88 (0.43, 1.77) .712

Stage at diagnosis
Early 1.00 (reference) 1.00 (reference)
Late 2.38 (1.24, 4.59) .009 2.59 (1.29, 5.22) .008

Type of primary center
Non-FQHC 1.00 (reference) 1.00 (reference)
FQHC 0.64 (0.24, 1.73) .380 0.71 (0.24, 2.05) .535

Region gastroenterologist rate (per 10 000)
High rate (�8.00) 1.00 (reference) 1.00 (reference)
Medium rate (4.00-7.99) 1.01 (0.41, 2.49) .988 1.08 (0.41, 2.83) .883
Low rate (0-3.99) 0.95 (0.40, 2.23) .907 0.95 (0.37, 2.39) .907

Abbreviations: aOR, adjusted odds ratio; CI, confidence interval; ER, emergency room; FQHC, Federally Qualified Health Centers; GHP, government health plan;
OR, odds ratio.
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Similar to others studies,2,8,14-16 ER presentation patients

were more likely to have advanced stage. These findings shed

a light on the consistent results of a more advanced disease1-4 in

patients with ER presentation. Having their first contact with

the health-care system for a cancer diagnosis through the ER

may be indicative of deficient use of appropriate primary care

among GHP beneficiaries. Studies have shown that lack of

visits to primary care is one of the most important factor that

increases the risk of an ER presentation.17,18 The results indi-

cate that timely PCPs visits may have not occurred. As well, it

may be indicative of patient delay that is defined as the interval

of time in which a patient becomes aware of symptoms before

seeking medical care.6 This is relevant since studies have found

that greater utilization of primary care before cancer diagnosis

improves health outcomes.19-22 Another factor to consider ER

presentation with advance cancer would be whether these

patients have tumors that are more aggressive. Further studies

are warranted to gain additional knowledge on the ER presen-

tation outcomes and predictors.

This study has several limitations. The study sample size

was limited since only 2012 data were available for analysis.

Nevertheless, this is a population-based sample that included

all GHP patients in Puerto Rico within the study period who

met the inclusions criteria. Also, we were not able to obtain the

CRC screening patterns before the cancer diagnosis, as only 1

year of data were available. In addition, claims data were used

to estimate a patient’s first contact with the health-care system.

Claims data are made for the purpose of reimbursement, not for

research. However, linkage between the PRHIA and the

PRCCR databases allowed us to validate the quality of the

claims data. Furthermore, we were unable to include variables

related to tumor aggressiveness to determine how these may

influence ER presentation.

A number of future research opportunities result from this

study in order to clarify and expand on the current findings. In

terms of treatment type, we didn’t evaluate it since the health

plan is the same for all, having the same resources, and the

Figure 1. Cancer-specific survival in government health plan (GHP) patients by initial presentation of cancer diagnosis, Puerto Rico 2012.

Figure 2. Hazard ratios with 95% confidence intervals (CIs) for sur-
vival after 1 year of colorectal cancer diagnosis for government health
plan (GHP) patients with emergency room (ER) presentation, Puerto
Rico 2012. Model 1: unadjusted model. Model 2: adjusted for sex and
age, marital status, comorbidities, primary site location, and stage at
diagnosis. Model 3: adjusted for sex, age, marital status, comorbidities,
primary site location, stage at diagnosis and type of primary center,
and region gastroenterologist rate.

Ortiz-Ortiz et al 5



treatments were similar. Although we assume that patients

enrolled in the GHP have similar treatments available to them

once diagnosed, it may be important to evaluate treatment pat-

terns in future studies. Future research includes extending the

study period and to include other clinical and health system

variables in the analyses. This will allows us to perform other

research studies, and future research studies should further

evaluate other methods as the propensity score match in order

to assess more information about the net influence of ER pre-

sentation versus non-ER presentation. These future studies

should also evaluate primary care and screening patterns before

the cancer diagnosis.

Conclusion

Late presentation for CRC diagnosis through an ER visit is a

significant concern for the GHP and influences negatively on

the patient’s outcome. Investigating the pathway of any clinical

interaction occurring prior to the ER presentation will be help-

ful in order to understand this issue.23 Similarly, to assess the

patient’s experience can help eliminate barriers in health ser-

vice access.

Scholefield and collegues7 found that screening for CRC

can significantly reduce the number of ER presentations. Gov-

ernment health plan provides preventive services, like color-

ectal screening tests without cost sharing, but the use of CRC

screening in Puerto Rico is very low. In Puerto Rico during

2012, the prevalence of adults aged 50 to 59 years and 60 to

64 years who had ever had a sigmoidoscopy or colonoscopy

was 34.1% and 51.5%, respectively,24 below the goal estab-

lished by Healthy People 2020 (70.5%). Therefore, making the

screening tests accessible must be accompanied by an

increased awareness for patients of the relevance of performing

these tests. Most of the studies are done with secondary data-

bases not capturing the patient’s experience; therefore, studies

that take into account the patient’s experience are necessary to

better understand the interplay factors that affect the patient’s

screening behavior and other health outcomes.

If cancer screening and adequate treatment are available

through GHP, why are they not being utilized in a timely man-

ner? Although more research is needed to understand this fact,

improving the continuity of care and the communication

between physicians and GHP patients is important for increas-

ing the likelihood of CRC screening. The GHP of Puerto Rico

should focus attention on not only improving access to CRC

screening but also changing attitudes about the importance of

screening. We can conclude that providing coverage of cancer

screening alone has not been sufficient to remove barriers to

health care among the GHP population. These findings can be

fundamental to implementing effective policies that can reduce

inequity and improve the efficiency of the GHP.
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lez MY, Ortiz AP. Effects of type of health insurance coverage on

colorectal cancer survival in Puerto Rico: a population-based

study. PLoS One. 2014;9(5):e96746.

10. Ortiz-Ortiz KJ, Ortiz-Martı́nez de Andino JJ, Torres-Cintrón CR,

et al. Effect of type of health insurance coverage on leukemia

survival in adults in Puerto Rico. P R Health Sci J. 2014;33(3):

132-135.

11. D’Hoore W, Bouckaert A, Tilquin C. Practical considerations on

the use of the charlson comorbidity index with administrative data

bases. J Clin Epidemiol. 1996;49(12):1429-1433. doi:10.1016/

S0895-4356(96)00271-5.

6 Health Services Research and Managerial Epidemiology

http://www.nrls.npsa.nhs.uk/resources/?EntryId45=69894
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=69894
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=69894


12. Quan H, Sundararajan V, Halfon P, et al. Coding algorithms for

defining comorbidities in ICD-9-CM and ICD-10 administrative

data. Med Care. 2005;43(11):1130-1139.

13. Stagg V. CHARLSON: Stata module to calculate Charlson index

of comorbidity. 2006. Web site. http://econpapers.repec.org/

RePEc:boc:bocode:s456719. Accessed March 14, 2015.

14. Gunnarsson H, Ekholm A, Olsson LI. Emergency presentation

and socioeconomic status in colon cancer. Eur J Surg Oncol.

2013;39(8):831-836. doi:10.1016/j.ejso.2013.04.004.

15. Elliss-Brookes L, McPhail S, Ives A, et al. Routes to diagnosis for

cancer—determining the patient journey using multiple routine

data sets. Br J Cancer. 2012;107(8):1220-1226. doi:10.1038/bjc.

2012.408.

16. Diggs JC, Xu F, Diaz M, Cooper GS, Koroukian SM. Failure to

screen: predictors and burden of emergency colorectal cancer

resection. Am J Manag Care. 2007;13(3):157-164. Web site.

http://www.ncbi.nlm.nih.gov/pubmed/17335359. Accessed April

19, 2015.

17. Scott NA, Jeacock J, Kingston RD. Risk factors in patients pre-

senting as an emergency with colorectal cancer. Br J Surg. 1995;

82(3):321-323.

18. Rabeneck L, Paszat LF, Li C. Risk factors for obstruction, per-

foration, or emergency admission at presentation in patients with

colorectal cancer: a population-based study. Am J Gastroen-

terol. 2006;101(5):1098-1103. doi:10.1111/j.1572-0241.2006.

00488.x.

19. Fisher KJ, Lee J-H, Ferrante JM, et al. The effects of primary care

on breast cancer mortality and incidence among Medicare bene-

ficiaries. Cancer. 2013;119(16):2964-2972. doi:10.1002/cncr.

28148.

20. Roetzheim RG, Ferrante JM, Lee J-H, et al. Influence of primary

care on breast cancer outcomes among Medicare beneficiaries.

Ann Fam Med. 2012;10(5):401-411. doi:10.1370/afm.1398.

21. Wilson RT. The role of primary care patterns in stage at diagnosis

outcomes among American Indian cancer patients: New Mexico

and Arizona, 1994-1997. ProQuest Diss Theses. 2000. Web site.

http://search.proquest.com/docview/304621650?accountid¼
44820. Accessed October 11, 2014.

22. Ferrante JM, Lee J-H, McCarthy EP, et al. Primary care utilization

and colorectal cancer incidence and mortality among Medicare

beneficiaries: a population-based, case-control study. Ann Intern

Med. 2013;159(7):437-446. doi:10.7326/0003-4819-159-7-

201310010-00003.

23. Savage P, Sharkey R, Kua T, et al. Clinical characteristics and

outcomes for patients with an initial emergency presentation of

malignancy: A 15-month audit of patient level data. Cancer Epi-

demiol. 2015;39(1):86-90. doi:10.1016/j.canep.2014.11.001.

24. Centers for Disease Control and Prevention, National Center for

Chronic Disease Prevention and Health Promotion, Division of

Population Health. BRFSS Prevalence & Trends Data: Adults

aged 50þ who have ever had a sigmoidoscopy or colonoscopy,

Puerto Rico 2012. http://wwwdev.cdc.gov/brfss/brfssprevalence/.

Accessed December 11, 2014.

Author Biographies

Karen J. Ortiz-Ortiz is an investigator of the Cancer Control and

Population Sciences Program, of the University of Puerto Rico Com-

prehensive Cancer Center. She is leading the efforts to develop the

Research Program on Cancer Care Delivery Research of the Univer-

sity of Puerto Rico Comprehensive Cancer Center. Her research inter-

ests include health service research, health system analysis and cancer

care delivery.

Ruth Rı́os-Motta is a professor and coordinator of the Public Health

Doctoral Program with specialty in Health Systems Analysis and

Management at the Puerto Rico Graduate School of Public Health,

and the Evaluation Coordinator for the University of Puerto Rico Post-

doctoral Master Program in Clinical and Translational Research. Her

expertise includes health program evaluation, health services research,

data management, secondary data analysis, and research methods.

Heriberto Marı́n-Centeno is an Economist and a professor at the

Department of Health Services Administration of the University of

Puerto Rico, Medical Sciences Campus, Graduate School of Public

Health. His various research interests include the role of mental ill-

ness, particularly depression, in work performance; the economic

aspects of Puerto Rico’s Health Care Reform; and the costs associated

with current drug policy in Puerto Rico. Over the past three years, he

has developed important research projects on service delivery related

to cancer, oral cancer and smoking, evaluation of laws on health out-

comes, health information exchange initiatives and health issues of the

uninsured in Puerto Rico.

Marcia R. Cruz-Correa is an associate professor of Medicine &

Biochemistry at the University of Puerto Rico and is the Scientific

Director of the University of Puerto Rico Comprehensive Cancer

Center. Dr. Cruz-Correa leads a Gastrointestinal Oncology Program

at the UPR Cancer Center, which is integrated by a multidisciplinary

team of clinicians, basic and clinical scientists, and epidemiologists

with an expertise in gastrointestinal cancer. Her research focuses in

gastrointestinal oncology, including the study of epigenetics and

genetics in gastrointestinal cancer, hereditary GI cancers, and chemo-

prevention of gastrointestinal neoplasia.

Ana P. Ortiz is an associate professor in Epidemiology at the Depart-

ment of Biostatistics and Epidemiology of the University of Puerto

Rico, Medical Sciences Campus, Graduate School of Public Health

and an Adjunct Professor at MD Anderson Cancer Center. She is also

an investigator of the Cancer Control and Population Sciences Pro-

gram, of the University of Puerto Rico Comprehensive Cancer Center.

Dr. Ortiz has more than 40 publications in areas that include women’s

health and cancer epidemiology and prevention.

Ortiz-Ortiz et al 7

http://econpapers.repec.org/RePEc:boc:bocode:s456719
http://econpapers.repec.org/RePEc:boc:bocode:s456719
http://www.ncbi.nlm.nih.gov/pubmed/17335359
http://search.proquest.com/docview/304621650?accountid=44820
http://search.proquest.com/docview/304621650?accountid=44820
http://wwwdev.cdc.gov/brfss/brfssprevalence/


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


