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Pre-test (required for CMEs)

1) In the largest published study evaluating the potential value of stool obtained
by digital rectal examination (DRE) for CRC screening, what proportion of
colorectal cancers were detected by performing fecal occult blood testing on a
single sample of stool obtained by DRE?

a) 10% b) 25% c)50% d) 60%

2) Which of the following describes the expected rate of detection of
adenomatous polyps (adenoma detection rate) in an average risk screening
population?

a) 20% in both men and women b) 30% in both men and women
c) 20% in women and 30% in men d) 30% in women and 40% in men

3) Which of the following test methods is not recommended for colorectal
screening by the ACS or the USPSTF?

a) Hemoccult Il b) Hemoccult Sensa
c) Fecal Immunochemical Test (FIT) d) Stool DNA test

Colorectal Cancer Screening:
The Science Behind the Guidelines




Colorectal Cancer (CRC)

3rd most common cancer & 2" most common
cause cancer death in US & North Dakota (2016)

Colorectum
Estimated new cases / AlL U.S. combined
134,490
Estimated deaths /All U.S. combined
49,190

Colorectum

Estimated new cases / North Dakota

310

Estimated deaths / North Dakota
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CRC Incidence — North Dakota
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Trends in Colorectal Cancer Death Rates* by Race/Ethnicity
and Sex, US, 1975-2010
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CRC Incidence — North Dakota

Overall ND Colorectal Cancer Incidence, 2004-2013
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Source: North Dakota Statewide Cancer Registry

Overall CRC death rate decline in the US

CRC mortality decline per decade:

4% 1% 15% 27% (2000-2011)

* \
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Siegel et al, CEBP 2015

Trends in US CRC Death Rates - AlI/AN Males

Age-adjusted Colorectal Cancer Death Rates and Joinpoint Trend
Lines in CHSDA Counties, 1990-2009, Males
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Trends in US CRC Death Rates - AlI/AN Females

Age-adjusted Colorectal Cancer Death Rates and Joinpoint
Trend Lines in CHSDA Counties, 1990-2009, Females
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Decline in CRC Incidence and Mortality

Decline due to:
Improvements in treatment
Screening > earlier cancer detection = improved survival

Survival Rates by Disease Stage*

100 1 90.3%
%0
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10
0
Local Regional Distant

Stage of Detection

* 42% of N.Dakota CRC cases diagnosed at late stage

Decline in CRC Incidence

Decline due to:
Screening > polyp removal = prevention

Recent study estimates that screening has
prevented approximately 550,000 cases of
colorectal cancer in the US over the past
three decades

Yang, Cancer 2014

80% in Every Community

NATIONAL

L olorectal
Cancer

ROUNDTABLE —

> 1%

Let’s unite to reach our shared goal:
80% in Every Community.

CRC mortality under 2 screening scenarios

8
.8 )
5 Baseline
Difference: -1%
i
£
2 =
H Batect ST SRR
2 8
°
2010 2015 2020 2025 2030
Calendar year
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80% screening rate by 2018 yields:
* 43,000 averted cases and 21,000 averted cancer deaths/yr
* 277,000 cases averted and 203,000 total averted deaths
from 2013 through 2030
Meester, Cancer 2015




CRC Screening: National Rates

In 2012, 65.1% of US
adults were up to date with
screening.

» The percentages of blacks
and whites up-to-date with
screening were equivalent.

» Lower rates for Hispanics
and Native Americans

« Lowest rates among the
uninsured
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CRC Screening: North Dakota
2014

2014 Colorectal Cancer Screening Rates
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CRC Screening: North Dakota
2021

Colorectal Cancer (CRC) in North Dakota

» 2" |gading cause of cancer death in the US and in ND
* Incidence rates have steadily declined over the past 20 years

However, CRC is on the rise in younger people. Incidence rates have increased
bv 51% since 1994 in individuals age 20— 49
* North Dakota is a hot spot for this trend

* Despite significant progress in screening, 33% of eligible North Dakotans are
still not up to date with CRC screening.
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but there is still much improvement needed.
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CRC Screening: North Dakota
2021
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Who's Not Screened?

Testing status

@ Never tested

Insurance status
of never tested

of adults aged adults aged

50-75 years 50-75 years
Up-to-date CRC testing Insured

@ Tested but not uptodate @ Uninsured

SOURCE: Behavioral Risk Factor Surveillance System, 2012
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Who Should Be Screened

Incidence of Colon Cancer by Age

Iquide/pdfs/ACT3M.PDF.

550
CRC usually develops »
after age 50. £
Increasing rate in the § *
under-50 population )
Reasons unclear § 150
i
Risk persists through !
remaining years.
P
o
o » w w w
-
ducation.nih. 1/cancer

Guidelines near-unanimous for CRC screening starting at age 50 (avg risk)
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Increased and High Risk

Personal history of
Adenomatous Polyps
Colorectal cancer
Inflammatory bowel disease

Ulcerative colitis

Crohn’s disease

Family history
Colorectal cancer or adenomas
Hereditary syndrome (FAP, Lynch Syndrome,...)

Colonoscopy is the only recommended screening test for
people with these conditions.

Recommended Screening Tests for
Average Risk (ACS and USPSTF)

Colonoscopy
High Sensitivity Fecal Occult Blood Testing
High Sensitivity Guaiac Tests

Fecal Immunochemical Tests

6/4/2021

ACS Screening Guidelines

Options for Average risk adults age 50 and older:
Tests That Detect Adenomatous Polyps and Cancer
Colonoscopy every 10 years, or

Flexible sigmoidoscopy (FSIG) every 5 years, or

Double contrast barium enema (DCBE) every 5 years, or

CT colonography (CTC) every 5 years

Tests That Primarily Detect Cancer

Guaiac-based fecal occult blood test (gFOBT) with high test
sensitivity for cancer, or

Fecal immunochemical test (FIT) with high test sensitivity for
cancer, or

Stool DNA test (sDNA), with high sensitivity for cancer

Key Quality Indicators*

Prep Quality
Cecal Intubation Rate

Adenoma Detection Rate

*Many endoscopists are unaware of their
performance on these measures since most facilities
do not track and report their data.

26
Why Colonoscopy is NOT gold standard
Evidence does not support “best test” or “gold
standard”
Colonoscopy misses ~ 10% of significant lesions in
expert settings
More costly on a one-time basis
Higher potential for patient injury than other tests
Wide variation in quality (when data are captured and
available)
28

Adenoma Detection Rate (ADR)

ADR - rate of detection of adenomatous polyps at
screening colonoscopy in population age 50+

At least one adenoma should be found 30% of the time
in men, and 20% of the time in women (25% composite)

Studies indicate wide variation in ADR, even among
clinicians in same practice
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ADR and Outcomes: Kaiser

Data from 314,872 colonoscopies performed between
January 1, 1998 and December 31, 2010
136 gastroenterologists

To be included Gl had to have completed > 300
colonoscopies and 75 or more screening examinations
during the study period

ADRs ranged from 7.4% to 52.5%.

Corley et al. NEJM 2014: 370: 1298-1306

ADR and Risk of Interval Cancer

A Risk of Interval CRC

Adjusted Hazard Ratio
2 5K
.
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Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5
HR=1.00 HR=093 HR=0.35 HR=0.70 HR=0.52
(reference) (95%C1,070-123)  (95%CI, 0.65-1.06)  (95%C1,0.54-091)  (35% Cl, 0.39-0.69)
No. of CRCs 18 144 139 167 3

Quintile 1 — ADR < 20% Quintile 5 — ADR > 33%

Corley et al. NEJM 2014: 370: 1298-1306
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ADR and Risk of Fatal Cancer

C Risk of Fatal CRC

Adjusted Hazard Ratio
s g =
.
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Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5

HR=100 HR=102 HR=080 HR=051 HR=033

reference) (95%C1,065-161) 859 C1,055-1.17)  (95%C1,033-0.81)  (95%Cl,0.22-0.65)
No. of Deaths B 35 29 2 12

Quintile 1 — ADR < 20% Quintile 5 - ADR > 33%

Corley et al. NEJM 2014: 370: 1298-1306

Why Colonoscopy is NOT gold standard

Greater patient requirements for successful completion

Requires a bowel prep and facility visit, and often a
pre-procedure specialty office visit

Access
Limited by insurance status, local resources

Patient preference

Many individuals don’t want an invasive test or a test
that requires a bowel prep

33

Types of Stool Tests*

A) Tests that detect aberrant DNA

One test (Cologuard) available in U.S.
Combines DNA mutation test with FIT
Cleared by FDA
Medicare reimbursement

Very limited use at present

B) Tests that detect blood (Fecal Occult Blood Tests)
Two types (but multiple brands, variable performance)
Guaiac-based FOBT
Immunochemical (FIT)

*Stool tests are only appropriate for average risk patients

35

PCP Beliefs and Preferences

FOBT/FIT widely used, but:
Effectiveness questioned by many clinicians

Lack of knowledge re: performance of new vs. older
forms of stool tests, other quality issues

Colonoscopy viewed as the best screening test, but
many patients face barriers or not willing

Often recommended despite access or other
challenges

Patient preferences rarely solicited

Focus on colonoscopy associated with low
screening rates in a number of studies
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Patient Preferences

80 P<001

67%

Participants, %
3

FOBT Arm Colonoscopy Arm

Inadomi, Arch Intern Med 2012

Patient Preferences

Diverse sample of 323 adults given detailed side-by-side description of
FOBT and colonoscopy (DeBourcy et al. 2007)

53% preferred FOBT
Almost half felt very strongly about their preference

212 patients at 4 health centers rated different screening options with
different attributes (Hawley et al. 2008)

37% preferred colonoscopy
31% preferred FOBT

Nationally representative sample of 2068 VA patients given brief
descriptions of each screening mode (Powell et al. 2009)

37% preferred colonoscopy
29% preferred FOBT

FOBT/FIT

Look for hidden blood
in stool

Two major types (but
multiple brands)

Guaiac Tests

Most common type in U.S.
Solid evidence (3 RCT’s) [
30 year f/u (NEJM Oct 2013)

Need specimens from 3 bowel
movements

Non-specific

Results influenced by foods
and medications

Better sensitivity with newer
versions (Hemoccult Sensa)

Older forms (Hemoccult 1) not
recommended!

40

Fecal Immunochemical Tests (FIT)

Specific for human blood
and for lower Gl bleeding

Results not influenced by
foods or medications

Some types require only
1 or 2 stool specimens

Higher sensitivity than
older forms of guaiac-
based FOBT

Costs more than guaiac
tests (but higher
reimbursement)

FOBT/FIT: Accuracy

Annals of Internal Medicine ‘ REVIEW

Accuracy of Fecal Immunochemical Tests for Colorectal Cancer
Systematic Review and Meta-analysis
Jefey K. Lo, D, MAS:ElzbethG. L, MO, MCR: then Ben, WD; Theodore . Lavin, MD: and Douglas A Crey, MD, PO

Background: Performance characteristc of fecal immunochemical  geneity between studies in both the pocled sensitity and spec-
tests (FT5) to screen for coloectal cancer (CRC) have been  fity estmates. Statfing by cutoff value fo a positve test resut
inconsistent or removal of discontinued FIT brands resulted in homogeneous

sty estimats. Sensitity for CRC improved with lower assay
Purpose: To synthesze data about the dagnostic accuracy of  cutof values for a postive test result for example, 0.89 1, 080
FITs for CRC and ientfy factors affectig %5 perfomance o.0.95] at a cutoff vae Jess than 20 ug/g vs. 070 [C, 055 to
characteristis. 0811 at cutoff values of 20 10 50 ug/g) but with a corresponding

lecrease i specificty. A sngle-sample FIT had similar sensitiity

Data Sources: Oriine databases, incuing MEDUINE and EMBASE,
. and specifcy as several samples, independent of FIT brand.

and biblographies of included studies from 1996 to 2013.
Limitations: Only Englh-language artces were included. Lack of

Study Selection: Al studies evaluatng the diagnostc accuracy of
' ik ada 3 data prevented complete subgroup anayses by FIT brand.

FITs for CRC in asymptomatic, average-isk aduls

Data Extracion: Two eviewers independenty extracted data and  Conclusion: Fecl immunochericl tets are moderatly sensitve,

el are highly specifi, and have high overall diagnostc accuracy for
Sotec tudy quely detecting CRC. Diagnostc performance of FITs depends on the
Data Synthesis: Nineteen efigble studies were incuded and meta-  cutoff vaue for a positive test result
ed. The pooled sensitvty, specificy, positve lkeihood rati,
nd negative bkebiood ratio of FITs 079 5% ¢, Primary Funding Source: Nationa Isttute of Diabetes and Diges-
060 1086, 054 (01, 09 10 095, 13.10 (G, 1045 t 1635y, e and Kicey Diseases and National Cancer Instute.
023 (€1, 0.15 to 033), respectively, wi I diagnostic

m e 2014160171-181, o

accuracy of 95% (Cl, 93% to 97%). There was substantial hetero-

42
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Figure 2. Pooled sensitivity and specificty for fecal tests for the d of colorectal cancer for all * .
o FOBT/FIT: Efficacy (USPSTF 2015)

Author,Year (Reference) senstiy 9% 1) spectfity (9% €1
Sohn etal, 2005 (14)  —e—— 025(0.05-057) 3 099 (0.98-0.99) Draft: Figure. Benefits, Harms, and Burdens of Recommended Screening Strategies Over a
Levetal, 2011 19) — = 1n0sei0 . 088086050 Eifetive i
Allson et 1996 31 -t 063050080 054(034-09%)
Allison et al, 2007 32) ——fe— 086057098 057 096-097) A.Benefit: Life Years Gained, per 1,000 Screened
W 2006) et — 057005099 = 083073090 300
Cheng tl, 2002 630) —le— omoaosm o 091030052 3 o i 57 S 270
Morikawa et o, 2005 35) - 066054-076) 03505409 k3 (@ae0) ey (@627 L)
Nakama et l 1999 36) e 056031078) 057096097 §g
Naama et . 1596 07 ——  omosmom 096055090 :o»
Launoy et a, 2005 38) —t—  ose0er0s0 054034-09%) E
o e, 1996 (39 b omo7sosy 095 095-09%) FT1y GFOBTY | sIG1y | coLtoy
Noazato ctal, 2006 40)  ——+—— 053025076) . 087 086059 +FIT 1y
Pk sl 2010.600) - 0770046099) 094(092-095) B. Benefit: Colorectal Cancer Deaths Averted, per 1,000 Screened
doWikersooth et 3, 2012 (@) ———t— 075035097 095093096 5
Paralanco et l, 2010 43) e 10077100 093091059 .g@ o
Chiuetal, 2013 40 ——fe—  osswssosm - 05209105 55
Chiang et 2011 49) % ossomrom = s 0ss08m S8
e sl e v gz o
SroerandTio, 2013 06)  ———t 08032080 055034099 88 s

Combined 079065086) 034052099 0

Q=5705:P=000 Q= 120046:P=000 F Ly, PFOBTYY e coL oy
7 acads £ =9850% * *
o oo —r 5% C1.9821%4-5879%)
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Making the Best Use of Scarce Resources:
Advantages of Stool Tests Screening colonoscopy vs. FIT

® Represents 20 patients

Less expensive Screening colonoscopy FIT testing (2,000 patients)

No bowel preparation. fer 1,000 patients)

Done in privacy at home.
No need for time off work or

Eligible

assistance getting home after the population. tigioie
procedure. population
Non-invasive — no risk of pain, — Patient Patients with
bleeding, perforation rsfusal. no apositiveFiT
Limits need for colonoscopies —

required only if stool blood testing is

o 00 .
abnormal. 055%" I i caoncscopes
- } 1 cancerin 20
colonoscopies
courtesy of Dr. G.Coronado
46
Stool Test Quality Issues FIT Quality Issues

Stool tests are appropriate only for average risk (no
family history, no history of adenomas,...) All FIT are not created equal

FDA clears guaiac FOBTs and FITs only for
“detection of blood” — no assessment of cancer
= Patient should be aware of potential cost sharing if detection capability is required

stool test is initial screening method

= All positive tests must be followed up with colonoscopy

Recent study found 56 FITs cleared for use in US,

= “Throw in the toilet bowl!” tests not recommended and 23 currently marketed
= Very little data, and existing studies show poor = Only ~1/4 of FDA-cleared FITs have published data
sensitivity for cancer on their performance for detection of CRC or
adenoma

= DRE samples not recommended

) . ) Some tests are currently marketed as “single
= Missed 19 of 21 cancers in one large study of guaiac sample” tests with no performance data on this use

FDA is updating clearance criteria

48



FITs With Published Data*
Available in the US

ame e |

Hemoccult-ICT/Flexsure OBT Beckman-Coulter
Hemosure One Step WHPM, Inc.

InSure / ColoVantage Clinical Genomics

0OC-Sensor / OC FIT-CHEK Polymedco
OC-Auto Micro Polymedco
OC-Light Polymedco
*This list may not be comprehensive 49
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High Quality Stool Testing

Clinicians Reference: FOBT
One page document designed
to educate clinicians about
important elements of colorectal
cancer screening using fecal
occult blood tests (FOBT).

Provides state-of-the-science
information about guaiac and
immunochemical FOBT, test
performance and characteristics
of high quality screening
programs.

Clinician's Reference: Hoalth ca
Fecal Occult Blood Testing For Sl hians
Colorectal Cancer Screening S

Available at
www.cancer.org/colonmd
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Stool DNA Test (sDNA)

Fecal occult blood tests
detect blood in the stool —
which is intermittent and
non-specific

Colon cells are shed
continuously

Polyps and cancer cells
contain abnormal DNA
Stool DNA tests look for
abnormal DNA from cells that
are passed in the stool*

*All positive tests must be followed with colonoscopy

Stool DNA Test

" One test (Cologuard) currently available

" Combines tests for stool DNA markers
associated with cancer and adenomas plus
an FIT (OC FIT-CHEK, Polymedco)

The NEW ENGLAND JOURNAL of MEDICINE

” ORIGINAL ARTICLE H

Multitarget Stool DNA Testing
for Colorectal-Cancer Screening
Thomas F. Im le, M.D., David F. Ranschoff, M.D., Steven H. Itzkowitz, M.D.

Theodore R. Levin, M.D., Philip Lavin, Ph.D., Graham P. Lidgard, Ph.D.,
David A. Ahlquist, M.D., and Barry M. Berger, M.D.

ABSTRACT

BACKGROUND
An accurate, noninvasive test could improve the effectiveness of coloreetal-cancer
screening.

METHODS
We compared 2 noninvasive, multitarget stool DNA test with a fecal immunochem-
ical test (FIT) in persons at average risk for colorectal eancer. The DNA test includes
quantitative molecular assays for KRAS mutations, aberrant NDRG4 and BMP3 meth-
ylation, and B-actin, plus a hemoglobin immunoassay. Results were generated with

NEJM 2014

Table 1. Sensitivity and Specificity of the Multitarget Stool DNA Test and the Fecal Immunochemical Test (FIT)
for the Most Advanced Findings on Colonoscopy.

Colonoscopy Multitarget DNA Test AT
Most Advanced Finding (N=9989) (N=9989) (N=9989)
Positive Sensitivity Positive  Sensitivity
Results (95% Cl) Results (95% C1I)
no. no. % no. %
Colorectal cancer
Any 65 60 /923 (83.0-97. 48 /738 (615-84.0)
Stage o lll* 60 56 \933(83.8-982 44\ 733 (603-83.9)
Colorectal cancer and 104 87 STEErw2) 66 635(535°72.7)
high-grade dysplasia
Advanced precancerous lesions{ 757 321 124 (389-460) 180
Nonadvanced adenoma 2893 498 2(15.9-186) 220
Specificity
(95% CI)
All nonadvanced adenomas, 9167 1231 866 (859-87.2) 472 94.9(94.4-953)

non-neoplastic findings,
and negative results on
colonoscopy

Negative results on colonoscopy 4457 455 89.8(88.9-907) 162 964 (95.8-96.9)

are associated with an increased rate of cure.
1 Advanced precancerous lesions include advanced adenomas and sessile serrated polyps measuring 1 cm or more.

* These stages of colorectal cancer, as defined by the system recommended by the American Joint Committee on Cancer,

NEJM 2014




Cologuard

" FDA cleared for marketing as CRC screening test

" Every 3 year testing interval recommended by
manufacturer

" CMS has agreed to cover Cologuard for Medicare
beneficiaries age 50 — 85 yrs

® Medicare reimbursement ~ $500 q 3 yrs
" Private insurance coverage — limited

All positive tests must be evaluated by colonoscopy
(may be subject to cost sharing)

Included in current ACS guideline

Status is ambiguous in USPSTF draft guideline
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Other CRC Screening Tests

" Limited FDA clearance for marketing as
CRC screening test

" Not currently included in any guidelines
o Plasma test (e.g. BeScreened CRC)

» Approved for use in patients who have
repeatedly failed to adhere to screening
recommendations

o Pill-cam
» Approved after failed colonoscopy

Colorectal Cancer Screening:
Tools for Practice Change

North D_akotaé i
Comprehensive Cancer Control Program

CONTACT US

EDUCATION &
EVENTS.

North Dakota Colorectal Cancer Roundtable

Society and the

North Dukota Departiment af Hoalth, i o shateusi organizations dedicated 1o redcing the

plasing, i 2 bl i 10 increase s

n sddition chock st the ¥ e Roundisble
veebsite: for the atest and greatest resourees.

Colorectal Cancer Screening During the COVID-19 Pandemic

19 Pandernic: A Playbook

OVID-1
American Cance Soctesy)
« cav ff Hostet
- L e N B ) S Py

http://www.ndhealth.gov/compcancer/cancer-programs-and-projects/80-
by-2018/

55
Current ACS AND USPSTF Recs
‘L Amedican 2018 Colorectal Cancer Screening Guideline
i sucierie for men and women at average risk
@ TESTING OPTIONS
S| @QOD: &9
Ages 45 =75 Ages 76 - 85 Age85+ ;;’;?;;“?{;"Q‘i‘
Get screened. Several Talk to your doctor People should no rectum for pol
us\;ﬂﬂeswﬂ(ﬁs can be about whether you should longer get wlnleinl
iy i s
rsiall by o
screening istory,
M| positiverei s
Take
57

Improve Cancer Screening Rates
Using the Four Essential Strategies

Be clear that screening is important. Involve your staff to make screening
Ask patients about their needs and more effective.
preferences.

1 p.

Makea  Developa
Recommendation  Screening Policy

-
COMMUNICATION

4

Measure your progress to tell if you
are doing as well as you think.

Create a simple tracking system that
will help you follow up as needed.

#1: Make a Recommendation

Be clear that screening is important.
Ask patients about their needs and
preferences.

1

Assess a patient’s risk status
and receptivity to screening.

Make a
Recommendation

Determine screening
messages you and your staff
will share with patients.

10



Address Potential Barriers to Screening*

#1 reason
* “| do not have health insurance among 50-64
#1: and would not be able to afford year olds &
Affordability this test. | do not feel the need Hispanics
to have it done.”
#2: Lack of ¢ “Doctors are seen when the uninsured
symptoms are evidently
symptoms presumed, not before.” #1 reason
among 65+
year olds

e “Never had any problems and
my family had no problems, so
felt it wasn't really necessary.”

*Based on 2014 consumer surveys

61

#2: Develop a Screening Policy

Involve your staff to make screening
more effective.

Create a standard course of
action for screenings, document

2 it, and share it.

Ensure patient education & follow-
up

Develop a
Screening Policy

Address Potential Barriers to Screening*

LU UER  « “ do not think it is a good idea
about the to stick something where the
unpleasantness

sun don’t shine. The yellow

of the test Gatorade | cannot stomach.” #1 reason
among
LEHOLGIACICE o ) fear it will be uncomfortable. Black/African
not My doctor has never mentioned Americans;
recommend it it to me, so | just let it go.” #3 reason
among
. Hispanics

“l just turned 50 and | am
dealing with another health
issue, so it's on the back
burner.”

*Based on 2014 consumer surveys

62

Steps #2: Develop Screening Policy

* There is no evidence from randomized *
controlled trials that one screening
method is the “best”

Years of life saved through an annual high-
quality stool blood screening program are
COMPARABLE to a high-quality colonoscopy-
based screening program when positive stool
tests are followed by colonoscopy

#3: Be Persistent with Reminders

Determine how your practice
will notify patient and physician

when screening and follow up is
You may need to remind
patients several times. due.

‘Track test results, and follow up
with providers and patients.

before they follow
through.

Ensure that your system tracks test
results and uses reminder prompts

R L e Ul  for patients and providers.
will help you follow up as needed.

Why are Reminder Systems So
Important?

Opportunistic (i.e., coincidental) preventive care
is inherently unproductive

Encounter based, not population based
Situational context of encounter is a limiting factor

High potential for omission or error (preoccupation,
forgetfulness, lack of familiarity with
recommendations,

or non-evidence based policy)

Partial adherence is more likely than complete
adherence

More complex situations (follow-up, greater risk, etc.)
are less likely to be properly addressed

6/4/2021
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#4: Measure Practice Progress

. Measure Discuss how your screening
Practice Progress system is working during regular
staff meetings and make
adjustments as needed.

4

Have staff conduct a screening
audit.

Measure your progress to tell if you
are doing as well as you think.

Mailed Outreach

Mailed invitations to CRC screening to
patients from safety net hospital clinic
who were not up to date with screening

Group 1 —mailed no-cost FIT kit

Group 2 — mailed invitation to no-cost
colonoscopy

Group 3 — usual care, consisting of
opportunistic PCP visit—based screening

FIT and colonoscopy outreach groups
received telephone follow-up to promote
test completion.

FIUFOBT/FIUFIT Campaigns

Potential Benefits of “Flu-FOBT” or “Flu-FIT” Programs:

Reaches patients at a time each year when they are
already thinking about prevention

Creates a seasonal focus on cancer screening that may
add to other screening efforts

Time-efficient way to involve non-physician staff in
screening activities

Educates patients that “just like a flu shot, you need
FOBT/FIT every year”

Slide courtesy of M. Potter, MD

6/4/2021

Tracking Practice Progress

Determine your baseline
Set Realistic Goals

Chart audits or other tracking measures (i.e. EHR
reports)

Track and report physician/team specific feedback on
performance (monthly if possible)

Seek patient feedback

Identify strengths and weaknesses, barriers,
opportunities to improve efficiency

Track progress and periodically reassess goals

Figure 2. CRC Screening Participation For Usual Care,
Colonoscopy Outreach, and FIT Outreach
P<.001
50
P<.001
P<.001 *
= 40 « =
g
g
-
£ 30
1 24.6
2
& 20
2
g 12.1
3 10 I
Usual Care Colonoscopy Outreach FIT Outreach
(n=3898) (n=479) (n=1593)
CRCindicates colorectal cancer; FIT, fecal immunochemical test.
JAMA Int Med 2013
FIUFOBT/FIUFIT Campaigns
FIUFOBT/FIUFIT Interventions
Has been tailored and results replicated in:
(1) primary care underserved settings,
(2) high volume managed care flu shot clinics
(3) commercial pharmacies where flu shots are
increasingly provided
Can be done with limited resources
Leads to higher screening rates
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San Francisco General Hospital Randomized Trial
(Flu shot clinic attendees randomized to Flu Only vs. Flu + FOBT on different dates —
included telephone follow-up for FOBT recipients)

FLU Only days FLU+FOBT

days
(268 patients) (246 patients)
Up-to-Date Before Flu 52.9% 54.5%
Season
Up-to-Date After Flu Season 57.3% 84.3%

Change: (p<0.001)
points

+4.4 points +29.8

Ann Fam Med, 2009
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Post-test (required for CMEs)

1) In the largest published study evaluating the potential value of stool obtained
by digital rectal examination (DRE) for CRC screening, what proportion of
colorectal cancers were detected by performing fecal occult blood testing on a
single sample of stool obtained by DRE?

a) 10% b) 25% c)50% d) 60%

2) Which of the following describes the expected rate of detection of
adenomatous polyps (adenoma detection rate) in an average risk screening

population?
a) 20% in both men and women b) 30% in both men and women
c) 20% in women and 30% in men d) 30% in women and 40% in men

3) Which of the following test methods is not recommended for colorectal
screening by the ACS or the USPSTF?

a) Hemoccult Il
c) Fecal Immunochemical Test (FIT) d) Stool DNA test

b) Hemoccult Sensa

Evaluation (required for CMEs)

https://und.qualtrics.com/jfe/form/SV_ePB9rHj7OWycbm6.
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