Equity Issues with Lung Cancer Screening

Prevent Cancer - Quantitative Imaging Workshop

November 5 -6, 2018
Alexandria, VA

Mary Pasquinelli, MS, APRN, FNP-BC
Pulmonary and Thoracic Medical Oncology
Director, Lung Cancer Screening Program

[
© M. PASQUINELLI




No Disclosures




Equity Issues with Lung Cancer
Screening: Today’s Focus

* Discuss UIC’s lung cancer screening program and how it relates to health
disparities.

* ldentify components of a successful screening program for minority and
underserved populations.

* Discuss screening eligibility and how it may need to be altered for programs
that serve primarily minority populations.
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Lung Cancer Screening and Health Disparities



Lung Cancer and Health Disparities

Smoking
* Rates are highest among:

> Race/Ethnicity: American Indians and Alaskan Natives 26.1%, White 19.4%, Black/African Americans
18.3%, Hispanics 18%

o Education Status: no diploma 27.1%, high school 21.7%, some college 20%, college degree 9.1%
o Poverty Status: Below poverty level 26%, at or above poverty level 14%
* Cigarette advertising is targeted at minorities

* Minorities are least likely to be screened for smoking by primary care providers and receive smoking
cessation resources

Lung Cancer
* Black/African Americans (AA):
> AA men have the highest incidence and mortality of lung cancer
° More likely to smoke longer in years but less cigarettes per day
o More likely to smoke menthol (more addictive)
o More likely to be diagnosed at a late stage
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Social Determinants of Health
Interplay Between Host, Agent, And Environment
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UIC’s Lung Cancer Screening Program



Disparities in Chicago
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Lung Cancer Mortality and UIC’s
Service Area
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History of Lung Cancer Screening
Program at UIC

CMS Approves Coverage for
Lung Cancer Screening

|

2013 - 2014 2/2015 2015 2018
$99 Lung Lung Cancer Screening Program Using USPSTF Guidelines:
Screening

Age 55-80, smoking history of >30 pys, current smokers or
quit within the past 15 years

(Grade B Recommendation)

© M. PASQUINELLI 10




History of Lung Cancer Screening
Program at UIC

CMS Approves Coverage for
Lung Cancer Screening

|

2013 - 2014 2/2015 2015 2018
$99 Lung Lung Cancer Screening Program Using USPSTF Guidelines:
Screening

Age 55-80, smoking history of >30 pys, current smokers or
quit within the past 15 years

(Grade B Recommendation)

© M. PASQUINELLI 11




History of Lung Cancer Screening
Program at UIC

CMS Approves Coverage for
Lung Cancer Screening

|

2013 - 2014 2/2015 2015 2018
$99 Lung Lung Cancer Screening Program Using USPSTF Guidelines:
Screening

Age 55-80, smoking history of >30 pys, current smokers or
quit within the past 15 years

(Grade B Recommendation)

4 750+

© M. PASQUINELLI 12




Lung Screening Models
Decentralized vs Centralized

DECENTRALIZED CENTRALIZED

Referring
Shared Decision LDCT provider
Makir]:g V.iSit by > performed notified 4
referring
5 growdii Y Results to
raerwritten referring Patient > Eligibility
provider & called referred for Determined
or mailed to screening (call)
patient
g [ elighle ]
Cessation
resources Shared
provided Decision
Making Visit
Patient recalled Referring 3 -
forf/ub . ) creening
radioI{)gy\ér »  provider LDCT Screening Center
referring responsible for performed —_ Centgr | > responsible
i critical findings with someday responsible for critical
provider in-person visit recall and f/u findings

© M. PASQUINELLI 13




Current UIC’s Lung Cancer Screening
Workflow
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Physician Engagement — A Key to Lung
Cancer Screening

Get Physicians/APNs/PA/RNs involved early, listen to them
Give them the Big Picture

Support with Structure and Resources

Listen and Communicate

Continue to Evolve the Process

Keep them Informed of the Process and Outcomes
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UIC
From Patient to Community Engagement




Low-Dose Lung Screen Order Embedded
with Criteria, Template
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\Template made for EMR note

Lung Cancer Shared Decision Making Visit:

Smoking Status Current Former. If former
quit (year)

Smoked ciﬁarettes/day X years.
_____pack-year history

Discussed current USPSTF (or CMS) guidelines and
eligibility for annual lung cancer screening with low-
dose CT. Discussed risks/benefits including false
positives, over-diagnosis, possible need for further
testing, radiation exposure. Counseled on
importance of smoking cessation and adherence to
annual lung cancer screening until patient no longer
meets criteria, co-morbidities prevent a patient from
being screened, or by patient choice. Pt is
asymptomatic of lung cancer and willing to undergo
further testing and treatment if lung cancer is
detected.




Quality Improvement Project to Improve Knowledge
and Lung Cancer Screening in Primary Care Clinics

Interventions:

* Faculty meetings, lecture series, Grand

O Rounds

- _ _
- * Lung Cancer Screening “Champion” at
resident and attending level
-

* Placing Lung Cancer Screening information
- flyers/resources in clinics

* Reminder emails

*Lung cancer navigators in Mile Square Clinics
(Ul Health’s FQHC clinics)
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Successful Learning by Primary Care Providers:
Pre- and Post- Educational Interventions




Successful Learning by Primary Care Providers:
Pre- and Post- Educational Interventions




Results of UIC Lung Cancer Screening
°rogram




UIC’s LDCT Screening Cohort
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Outcomes From a Minority-Based Lung Cancer Screening Program vs
the National Lung Screening Trial

PASQUINELLI M, KOVITZ K, KOSHY M, MENCHACA M, LIU L, WINN R, FELDMAN L. OUTCOMES FROM A MINORITY-BASED LUNG
CANCER SCREENING PROGRAM VS THE NATIONAL LUNG SCREENING TRIAL. JAMA ONCOLOGY. 2018;4(9):1291-1293.
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Outcomes From a Minority-Based Lung Cancer Screening Program vs
the National Lung Screening Trial
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Outcomes From a Minority-Based Lung Cancer Screening Program vs
the National Lung Screening Trial

Discussion Points:

* Consistent with the goal of screening, both cohorts had greater than 50% of lung cancer cases
detected at an early (stage 1) curable stage (UIC [7 of 13] and NLST [155 of 266]).

* The magnitude of the disparity in lung cancer mortality between African American and white
individuals has been widening.

* Screening that is skewed toward the white population could paradoxically increase racial
disparities in lung cancer outcomes.

* These real-world differences are in accordance with a secondary analysis from NLST that
showed that reduction in lung cancer mortality was greatest among African American

participants.

* Refining risk-based guidelines would improve the beneficial results of LDCT screening.
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Meeting the Goal of Early Detection: Results of UIC’s Lung
Cancer Screening Program (N = 500)
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Targeted Lung Cancer Screening- Current
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2019: APN Led Lung Screening Clinic
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2019: APN Led Lung Screening Clinic

* Consistent messaging to patients

* Patients see their screen — nodules, emphysema, coronary calcification: teachable moment
* In depth smoking cessation counseling, provide follow up and resources

* Screen for head and neck cancers— same high-risk population

* Assist with overcoming barriers to care and follow up - lung navigator

* Streamlines patient tracking and follow-up LDCT process

* Partnership with lung cancer researchers — obtain bio-samples for biomarker research
Goal of program: Save lives from tobacco related diseases

and reduce health disparities
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Conclusions and Future Directions

* Lung cancer screening with low-dose CT scan can be successfully accomplished
in minority and underserved communities.

* High risk communities may benefit most by lung screening and help to decrease
health disparities.

* New model of APN led lung screening clinic can improve outcomes

* We are examining our patients diagnosed with lung cancer to determine best
available models for establishing screening eligibility criteria.

* Eligibility criteria for screening may need to be tailored to specific communities
that are being screened.
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