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« Main message: Addressing disparities
and inequities requires fostering
partnerships with communities and their

Presentation providers.
Outline + Outline

» CRC screening guidelines and statistics

» Challenges to screening uptake and
follow-up

Regional solution for increasing CRC
rates

COVID-19 impact on CRC screening
Potential opportunities for EDRN




CRC Screening: US Preventive Services Task Force Recommendation

“The USPSTF
recommends
screening for
colorectal cancer
starting at age 50
years and
continuing until
age 75 years”

Table. Characteristics of Colorectal Cancer Screening Strategies®

Screening Method Frequency® Evidence of Efficacy Other Considerations
Stool-Based Tests
gFOBT Every year RCTs with mortality end points: Does not require bowel preparation, anesthesia,
High-sensitivity versions (eg, Hemoccult SENSA)  or transportation to and from the screening
have superior test performance characteristics examination (test is performed at home)
than older tests (eg, Hemoccult II)
FITE Every year Test characteristic studies: Does not require bowel preparation, anesthesia,
Improved accuracy compared with gFOBT or transportation to and from the screening
Can be done with a single specimen examination (test is performed at home)
FIT-DNA Every 1or 3y Test characteristic studies: There is insufficient evidence about appropriate
Specificity is lower than for FIT, resulting in more  longitudinal follow-up of abnormal findings after
false-positive results, more diagnostic a negative diagnostic colonoscopy; may
colonoscopies, and more associated adverse potentially lead to overly intensive surveillance
events per screening test due to provider and patient concerns over the
Improved sensitivity compared with FIT genetic component of the test
per single screening test
Direct Visualization Tests
Colonoscopy® Every10y Prospective cohort study with mortality end point Requires less frequent screening
Screening and diagnostic follow-up of positive
findings can be performed during the same
examination
CT colonography® Every5y Test characteristic studies There is insufficient evidence about the potential
harms of associated extracolonic findings,
which are common
Flexible sigmoidoscopy Every5y RCTs with mortality end points: Test availability has declined in the United States
Modeling suggests it provides less benefit
than when combined with FIT or compared
with other strategies
Flexible sigmoidoscopy Flexible sigmoidoscopy RCT with mortality end point (subgroup analysis)  Test availability has declined in the United States
with FIT® every 10 y plus FIT Potentially attractive option for patients who
every year want endoscopic screening but want to limit

exposure to colonoscopy

JAMA .2016;315(23):2564-2575.doi:10.1001/jama.2016.5989
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CRC Screening Trends |fbe DG

Change in CRC Screening from 2008 to 2016
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CRC Screening: Regional Diffe biaraet ooy

California (71.6%)

Screening and Risk Factors for United States by State

(Directly Estimated 2016 BRFSS Data) Estim R reening T
FOBT in last year and/or flex sig in last 5 years and FOBT in last 3 years stimated CRC Scree 4 est Use bv
and/or colonoscopy in last 10 years County, 2014

All Races (includes Hispanic), Both Sexes, Ages 50+

Legend

FOET in last year [ state Boundaries

andjor flex sig in Any Test, Mean (%)*
last 5 years and [140.1-61.2
FORT in last 3 years [J61.3-64.2
andor colonoscopy 1 64.3-66.8
in last 10 years - 66.9 - 69.7
Bl 69.8- 798

(Percent of Respondents)

Quantile Intenal

B 5750 to 6354
E > s to s6e0 CRC screening test use, by race/ethnicity:
nd > 0
—+ [ > 6960 to 71.84

i 1 0,
Bl > 718 to 7628 African Americans (77.5%)

United States
el Whites (77.3%)
Healthy People 2020
Goalite Hispanic/Latinos (55.6%)
Puerto Rico CRC screening test use, by insurance status:

Notes:

Note: Alaska, DC, Hawaii and Puerto Rico are not drawn to scale. | d 67 30/

BRFSS Survey Data is the source for this data collected by the Behavioral Risk Factor Surveillance System (BRFSS) sponsored by the Centers for Disease nsure ( . 0)
Control and Prevention. Data for the US is a median and not a percent.

BRFSS Prevalence estimates presented here may vary from other published estimates due to differences in the methodology used to generate estimates.
Healthy People 2020 Goal C-16 : Increase the proportion of adults who receive a colorectal

cancer screening to 70.5. 7 7t V& -
Healthy People 2020 Objectives provided by the Centers for Disease Control and Prevention . ((?)) (\S) (@ Uninsured (344%)

Data for the United States does not include data from Puerto Rico

Source: https://www.cdc.gov/cancer/ncccp/screening-
rates/pdf/colorectal-cancer-screening-california-508.pdf 5



CRC Screening Pre- and Post-Affordable Care Act Dy

Multiracial/other
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5.8% 13.6%

6.5% 9.6%

12.4%
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Colorectal cancer screening uptake (%)

[ Pre-ACA screening (2008) [l Post-ACA implementation increases (2016)  [] Remaining gap to 80% in every community

Demb & Gupta, et al. Clin Gastroenterol Hepatol. 2019 Nov 28. pii: S1542-3565(19)31382-5. doi: 10.1016/j.cgh.2019.11.042.



Partnerships with Community Health Centers

Partnerships have been fostered over several
years and cover the entire region

* Health Center Partners

* 17 FQHC systems serving ~895,000 patients
annually in San Diego County

°
« Race/ethnicity: 60% Hispanic; 5% API; 5% Black; (7
1% American Indian/Alaska Native

. . HEALTH CENTER PARTNERS
* Includes urban, rural, US-Mexico border, Native

of §outhern California

American and Pacific Islander Centers

* Family Health Centers of San Diego
+ Serves 190,000 patients in San Diego County

@] Vista
Community
Clinic

A

FAMILY HEALTH CENTERS
OF SAN DIEGO

SAN YSIDRO £ Samahan

HEALTH CENTERS

g .u\un,hl’r
MOUNTAIN A% LAMAESTRA e——
HEALTH ;6293 COMMUNITY HEALTH CENTERS _—
- E < Il’”| ~ & CityHeights - ElCajon - National City - Lemon Grove
C AR 5 TR

NEIGHBORHOOD HEALTHCARE
a californiahealfhit center
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Mailed FIT strategy for CRC Screening: It works!

MOORES CANCER CENTER

Meta-analysis of 7 RCTs demonstrates absolute

i . : ! : CRC screening completion
28% increase in screening with mailed FIT

vs. usual care

Strategy

Jager et al., Dig Dis Sci 2019,;64:2489-2496 % Point
# Screening Completed / # Randomized RR (95% CI) Difference
Study Intervention Control RD (95% Cl) % Weight
. Mailed outreach 2.28 (1.74-2.97) 22%
Singal, 2016 1410/2400  355/1199 - 0.29 (0.26, 0.32) 24.09 . . P .
Gupla, 2013 648/1593  471/3898 - 0.29 (0.26, 0.31) 27.28 VISIt based FIT dIStrIbUtlon (eg 216 (172_270) 16%
Goldman, 2015 84/210 47/210 — 0.18 (0.08, 0.26) 7.86 Fl u FlT)
Subtotal 214214203  873/5307 <> 0.27 (0.23, 0.31) 59.23
(+squared = 67.2%, p = 0.048) Patient navigation without fecal
FOBT . ae . . _ 119
s 22008 1590 e 02501058 477 test distribution (e.g. offering 1.62 (1.32-1.98) 10-11%
Coronado, 2011 431168 4/167 —— 0.23 (0.16, 0.30) 10.87 colonosco py or ch0|ce)
Goldberg, 2004 24/59 3160 — e 036(0.22,049) 365
Green, 2013 659/1169  301/1166 —— 0.31(0.27,0.34) 21.48 . . o
Subtotal 766/1500 3231491 <> 0.28 (0.23, 0.33) 40.77 Patlent educatlon alone 1'20 (1'06_1'36) 4A)
(I-squared = 43.2%, p = 0.152)
OB o, O ToATE & 0230200 10000 Patient reminders alone 1.20 (1.02-1.41) 3%
T T T Dougherty MK et al. JAMA Int Med 2018; Issaka RB et al. Prev Med 2018; Gupta S et al. CA
Favors Usual Care Favors Mailed Outreach Cancer J Clin 2020

Next Steps

» Evidence-based interventions include mailed outreach offering FIT, one-on-one education, and others
« Unclear which is best for our regional US-Mexico border population
* Led to NCI U54 Academic-Community Partnership funded 4 arm RCT
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Outreach and Inreach Strategies for Colorectal
Cancer Screening Among Latinos at a Federally
Qualified Health Center: A Randomized
Controlled Trial, 2015-2018

Sheila F. Castaiieda, PhD, Balambal Bharti, PhD, Marielena Rojas, BA, Silvia Mercado, BA, Adriana M. Bearse, MS, Jasmine Camacho, BS,
Manuel Song Lopez, BA, Fatima Murioz, MD, MPH, Shawne O'Connell, MSW, Lin Liu, PhD, Gregory A. Talavera, MD, MPH, and
Samir Gupra, MD, MSCS

Objective:

To compare usual care, inreach consisting of one-on-one education, mailed outreach
offering a fecal immunochemical test (FIT), and a combination of outreach and inreach
for promoting CRC screening

San Diego State University - UC San Diego Moores Cancer Center

PARTNERSHIP &

doi:10.2105/AJPH.2019.305524




Outreach and Inreach Strategies for Co
Cancer Screening Among Latinos at a F
Qualified Health Center: A Randomized
Controlled Trial, 2015-2018

Sheila F. Castaieda, PhD, Balambal Bharti, P, Mariclena Rojas
Mamuel Song Lopez, BA, Fatima Muwiioz, MD, MPH, Shawne O'Connell, MSW, Lin Liu, PhD,

Giregory A, Tala
Samir Gupta, MD, MSCS

Assessed for eligibility
(n=3183)

lorectal
ederally

BA, Silvia Mercado, BA, Adriana M. Bearse, MS, Jasmine Camacho, BS,
wera, MDD, MPH, and

Excluded (n=2510)

% Other(n=555)

= | % Up-to-date with CRC screening (n=1955)

673
Randomized

| L |

L

168 Inreach 171 Outreach 167 Combination

167 Usual care

166 received allocated
intervention

87 received allocated
intervention (CRC

168 received allocated
intervention (mailed

167 received allocated
intervention

: : Both (n=96)/Mailed only (opportunistic CRC
screening education FIT
E ) ) (n=67)/CRConly (n=3) screening)
167 Analyzed 166 Analyzed
1 Excluded from 171 faabyeed 1 Excluded from analysis - 167 Analyzed
analysis - Opted out - Opted out
| Final sample size N=671 |

Demographic Characteristics
« All Hispanic/Latino

* 86% preferred Spanish; 49% men; 67% Medicaid

UCSan Diego

MOORES CANCER CENTER

doi:10.2105/AJPH.2019.305524

Primary Outcome: CRC Screening at 6 months
77% 79%
53%

28%

Usual care Inreach Outreach Combination

p<0.001 for all between-group comparisons
except outreach vs. combination

SAN YSIDRO
HEALTH

San Diego State University - UC San Diego Moores Cancer Center

PARTNERSHIP & (
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Helping FQHCS Understand their CRC Screening and Follow-up Rates { G Earemarir

Effectiveness of stool-based testing (e.g., FIT) is contingent upon successful colonoscopy
completion for those with positive test results. Evaluation must consider the entire process.

CRC Screening in San Diego County CHCs ACS Colonoscopy after Abnormal FIT in CHCs, 2018
Goal
CHC8 s 18% 73%
CHC13 S 37% o
CHC12 —— 5% CHC7 i 3100 — 8e%
CHC11l e 40% CHC6 w 79%
CHC10 T 50% ?
CHCO I 54 CHOS i Dh0p | —— 93%
CHCS msssssEEESEsssss—— 31% CHC4 m 87%
CHC7 T 58% °
CHC6 I 51% CHC3 m 93%
CHCS e  40%
96%

CHCA  m— 20% CHC? s 41%
CHC3 s 40% CHC1 # 95%
CHC2 e 19%
CHC1 eSS 40% 0% 20% 40% 60% 80% 100%

0% 10% 20% 30% 40% 50% 60% 70% 80% = Referral m Completion

Ref: HRSA, UDS 2017 Ref: Bharti et al, Cancer 2019. doi: 10.1002/cncr.32440.



Key Unanswered Questions

* Can these interventions be
implemented regionally?

 How can the interventions be
improved and scaled up?

- What are effective strategies
for abnormal FIT follow-up?
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Cancer Moonshot Grant o e

ACCSIS

To assess the implementation and effectiveness of a multilevel intervention =« 1.
to increase colorectal cancer screening, follow-up, and referral-to-care in “%‘
San Diego County

Years 2-5
UH3
(Implementation)

Year 1
UG3

Planning/Explorato
( g/Exp ry) i Fx@[ﬁ

\D

» Effectiveness
* Implementation
+ Scalability & Sustainability

* Feasibility
 Acceptability
* Preliminary Outcomes

Funding: UG3CA233314 & 4UH3CA233314-02
Martinez, Gupta, Castafieda, MPls

ACCSIS 2019 Annual Meeting
UCSD: E Martinez, S Gupta, J Nodora
2 < SDSU: S Castafieda
e HQP: J Covin, K Ortwine

HEALTH CENTER
PARTNERS 1 3

O
UC San Diego

MOoORES CANCER CENTER




UG3 (Planning) Phase UCSanDiego

MOORES CANCER CENTER

- AIM: Use mixed methods to pilot test
the feasibility, acceptability, and
preliminary outcomes of a multilevel

intervention for CRC screening, follow- : IS,HCt Y  CHC
a iviaestra Neighborhood
gg{igrr]\tds referral-to-care among CHC i el
- HQP, the Hub, provides centralized " Health
team to: Quality
- . Part
— Deliver mailed FIT outreach and armers
reminders; o CHC CHC
— Coordinate navigation for abnormal San Ysidro Vista
FIT follow-up and referral-to-care; (12 clinics) (6 clinics)

— Provide expert advice on
implementation of evidence-based
interventions to member CHC
organizations, the spokes.

Timeline: 2019-2020

14



COVID-19 Pandemic

* Regional level
« Stay-at-home mandates

« System- and clinic level
¢ Clinic shut-downs
» Consults switching to telemedicine
- Staff layoffs and furloughs

« Patient level
* Fear
* Anxiety
* Economic

» Exacerbated inequities, disparities,
racism




Impact of COVID-19 Pandemic: Lessons Learned & Call to Action

UCSan Diego
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Nodora et al., JNCI 2020 https://doi.org/10.1093/jnci/djaa117

Strategy Lessons Learned COVID-19 Adaptations

Mailed FIT CHCs can deliver Assess & accommodate real-world
Screening mailed FIT experiences

Patient Uniform delivery is Shift activities to virtual. Adopt train-
Navigation for | possible by the-trainer model.

Abnormal FIT | telehealth.

Follow up

Colonoscopy

Colonoscopy

Survey community gastroenterologists.

Completion capacity challenge. Grassroots advocacy to
Patients may not be | gastroenterologists
willing to undergo Patient prioritization based on signs
colonoscopy. and symptoms.
Telehealth Visits largely phone Enhance telemedicine capacity and
Capability & based, few video capability.
Capacity calls. Support change in policies for

telehealth reimbursement.

Conclusion:

Mailed FIT is a pandemic-adaptable method for
delivering CRC screening

Call to Action
 Establish COVID-adapted Best

Practices for Implementing Mailed FIT
Programs in CHCs

Implement Grassroots Advocacy to
I[dentify Community
Gastroenterologists who Commit to
Performing Colonoscopies for CHC
Patients

Assess Cancer Prevention Priorities
Among Individuals in Underserved
Communities

Assess Regional CRC Screening and
Follow-up Barriers and Solutions

16



Mailed FIT: An ideal COVID-adapted approach for maintaining UC San Diego

CRC Screer"n 9 MOORES CANCER CENTER

Cancer Screeningsin the U.S.

- 7020 2019 2018 07 === Mean Weekly Screening Volume 2017-Jan 19,2020
Colon Cancer Screenings
15,000 95,000 ¢ Estimated Missed Screenings

10,000

5,000

0

0 Weekin Year 10 20 30 40 50

Network EHR. Delayed Cancer Screenings. A Second Look. https://ehrn.org/delayed-cancer-screenings-a-second-look/. Accessed September 28, 2020

Screening rates have plummeted

Predicted to result in increased CRC incidence and mortality
— 4,500 excess CRC deaths between 2020 and 2030 (Science 2020;368(6497):1290-1290)
— 15.3-16.6% increase in CRC deaths over 5 years (doi.org/10.1016/S1470-2045(20)30388-0S)

Patients may continue to be reluctant to attend in person visits

Mailed FIT can mitigate impacts of COVID-19
— No visit required for invitation, FIT distribution/return, reminders
— No visit required for initial colonoscopy coordination for abnormal FIT



. . UC San Diego
Case for Quantitative FIT heoanLie
* FIT screening reduces CRC Lee et al., JNCI J Natl Cancer Inst (2017) 109(5): djw269
mortality. —
. . . —@— Referrals (reference)
® EffeCtlveneSS IS Contlngent upon 90 "| == Nonreferrals and f-Hb 20-49 (aRR = 1.31, 95% Cl = 1.04 to 1.71)

successful COIOnOSCOpy Completion 80 -| ——Nonreferrals and f-Hb 50-99 (aRR = 2.21, 95% Cl = 1.55 10 3.34)
for those with positive test results.

0 —&— Nonreferrals and f-Hb 2100 (aRR = 2.53, 95% CI = 1.95 t0 3.43)
7 -

* Rates of colonoscopy follow up after § 60 -
abnormal FIT are low, especially 2 s0-
among underserved populations. 5 40
* Could a system be developed to §
target colonoscopy completion on £ 2
individuals with the highest risk of 10 -
developing CRC based on 0 . A—
quantitative FIT? o 1 2 3 4 5 6 7 8

Follow-up time, y

* Could we do better? . e mortal fed by s

igure 4. Cumulative mortality rates of the nonreferral group, stratified by risk

score. Based on age- and sex-adjusted f-Hb, the noncolonoscopy group was cate-

gorized into three risk groups of f-Hb 20-49 (n =5361), f-Hb 50-99 (n =2149), and

f-Hb 100 + (n = 3268). The data was analyzed using the Cox proportional hazards
regression model.

18



Discussion for EDRN

- Addressing disparities and inequities in CRC screening and
early detection
» To make impact, regional challenges and solutions need to be identified
* Engaging with and involving regional communities and their providers
is essential
+ Identify and implement sustainable solutions
* ldentify and implement solutions during challenging times (i.e., COVID-19)

» Consider blood-based biomarkers, perhaps partnering with biotech

companies
» Must ensure that testing of these involves underserved, racial/ethnic
diverse populations (e.g., oversample certain groups)

+ Test must be affordable and accessible to all individuals
+ Assess implementation of the biomarker in diverse populations
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