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ACS 2018 Recommendations for CRC Screening

* The ACS recommends that adults aged 45 years
and older with an average risk of colorectal cancer
undergo regular screening with either a high-
sensitivity stool-based test or a structural (visual)
exam, depending on patient preference and test
availability.

* The recommendation to begin screening at age 45
y is a qualified recommendation.

* The recommendation for regular screening in
adults aged 50 y and older is a strong
recommendation.
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ACS 2018 Recommendations for CRC Screening

+* The ACS recommends that average-risk adults in good health
with a life expectancy of greater than 10 years continue
colorectal cancer screening through the age of 75 years.
(qualified recommendation)

+ The ACS recommends that clinicians individualize colorectal
cancer screening decisions for individuals aged 76 through 85
years, based on patient preferences, life expectancy, health
status, and prior screening history. (qualified
recommendation)

* The ACS recommends that clinicians discourage individuals
over age 85 years from continuing colorectal cancer
screening. (qualified recommendation)
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ACS 2018 Recommendations for CRC Screening

+ Options for CRC screening
« Stool-based tests:

— Fecal immunochemical test (FIT) every year

— High sensitivity guaiac-based fecal occult blood test (HS-gFOBT)
every year

— Multi-target stool DNA test (mt-sDNA) every 3 years
Structural (visual) exams:

— Colonoscopy (CSY) every 10 years
— CT Colonography (CTC) every 5 years
— Flexible sigmoidoscopy (FS) every 5 years

+ As a part of the screening process, all positive
results on non-colonoscopy screening tests
should be followed up with timely colonoscopy.
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CRC Screening Guidelines for Average Risk Adults:

ACS (2018); USPSTF (2016)
ACS, 2018

Recommendations

Age to start screening Age 45y
Starting at 45y (Q)

S-strong Q-Qualified Screening at aged 50y and older - (S)

Choice of test High-sensitivity stool-based test or a

structural exam.

Acceptable Test options EJIEELLTTEA

* HSgFOBT annually

* mt-sDNA every 3y

* Colonoscopy every 10y

* CTC every 5y

* FS every 5y

All positive non-colonoscopy tests
should be followed up with
colonoscopy.

Age to stop screening Continue to 75y as long as health is
good and life expectancy 10+y (Q)
76-85y individual decision making (Q)

>85y discouraged from screening (Q)

USPSTF, 2016

Aged 50y (A)

Different methods can accurately
detect early stage CRC and
adenomatous polyps.

* HSgFOBT annually

* FIT annually

* mt-sDNA (aka FIT-DNA) every 1 or3y
» Colonoscopy every 10y

* CTC every 5y

* FS every 5y

* FS every 10y plus FIT every year

76-85 y individual decision making (C)




What Informed the GDG Decisions? GRADE

* Quality of evidence

« Evidence on the burden of disease by age and race

« High-quality studies of test performance and effectiveness of
screening

» Modeling studies ( Same models used by USPSTF)

+ Balance between desirable and undesirable effects — for each
of the included screening modalities, benefits significantly
exceed harms.

+ Values and preferences —Since there is no single test that is
consistently preferred by adults in the U.S., the GDG
emphasized the importance of offering choice, rather than
ranking tests based solely on quality of evidence for individual
tests.
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The ACS relied on two reports commissioned for the 2016 USPSTF
CRC recommendation update

The ACS also:
US Preventive Services Task Force | EVIDENCE REPORT Task Force | g Examined diSeaSe

Scrgelliélg foé Colorectal Can;er Estimation of Benefits, Burden, and Harms
Updated Evidence Report and Systematic Review of Colorectal Cancer Screening Strategies I
for the US Preventive Services Task Force Modeling Study for the US Preventive Services Task Force b U rd e n d a ta & tre n d S | n

Jenifer 5. Lin, MD; Margaret A Pper, PD; Leshe A Percue, MPH; Caroyn M. Rtter, PhD; Ellzabth M. Wiebber, MS; Amy B.Knudsen, PhD; AT G. Zaubes, PHO; Carolyn M. Rutter, PRD; Steffe K. Nabes, MSc:

. . .
Elizabeth O'Connor, PhO; Ning Smith, PO; Evelyn P. Whtiock MD V.Paul Dorta-Rose, DV, Ph; Chester Pablriak, MS; Coldan Johanson, BA: Sara . Fisches, MPH <
s Lansdorp Vogelsar, PHO; Karen ML Kuntz, ScO

& edtorl page 2520

Clncal Review & Education
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than FIT, 2 : similar LYG (median LYG per 1000 across the models): colonoscopy every 10 years (270 LYG): o I era ure On rIS
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identification of extracclonic findings.

'CONCLUSIONS AND RELEVANCE Colonoscopy, CTc,

use, abiity JFI,and CTC every 5
sk kaduts. Although CRC screening has il i

“For all modalities, strategies with screening beginning at age 45 years predominated on the efficient frontier; that
is, these strategies generally provided additional LYGs at a lower number of additional colonoscopies than
strategies with screening beginning at later ages.” However, beginning screening at age 45 years while
maintaining the10-year screening interval, resulted in an increase in the estimated lifetime number of
colonoscopies. USPSTF judged the additional LYG as “modest”
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Rationale — Disease Burden of CRC by Sex

Colorectal cancer cases per 100,000 persons

Trends in Colorectal Cancer Incidence Rates by Age and Sex, 1975-2014
From 1994-2014 there is ~50% incidence in CRC in <50yo

Aged 20-49 years Aged 50+ years
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Source: Wolf AMD, Fontham ETH, Church TR, et al. Colorectal cancer screening for average-risk adults: 2018 guideline update from the
American Cancer Society. CA Cancer J Clin. 2018; 68: 000-000 [epub ahead of print]. URL to be:
https://onlinelibrary.wiley.com/doi/full/10.3322/caac.21457
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Rationale — Disease Burden of CRC in <50 yo by Race

Figure 1. Trends in Colorectal Cancer Incidence Rates in
Aigults Younger than Aged 50 years by Race, 1975-2014
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Source: Wolf AMD, Fontham ETH, Church TR, et al. Colorectal cancer screening for average-risk adults: 2018 guideline update from the
American Cancer Society. CA Cancer J Clin. 2018; 68: 000-000 [epub ahead of print]. URL to be:
https://onlinelibrary.wiley.com/doi/full/10.3322/caac.21457

Perelman
School of Medicine 11

UNIVERSITY of PENNSYLVANIA



CRC Incidence Among U.S. Adults Aged 45 & 50 Years,
__SEER, 1975-2015
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Some Observations about CRC in Adults aged 45-49

+|n 2018, an estimated 16,450 new CRC cases
will be diagnosed in adults younger than 50

*In 2014, approximately 43% of CRC cases
under age 50 were in ages 45-49

Source: Based on ACS estimated total cases in 2018 (140,250) and the
proportion of cases < 50 in SEER 9 registries during 2014 (0.117253).
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Percentage of Years of Potential Life Lost Due to Death from Colorectal Cancer by Age
at Diagnosis (incidence-based mortality 2010-14 with follow-up 20 years after diagnosis)

Both sexes

85+ years
80-84 years
75-79 years

70-74 years

65-69 years

60-64 years

55-59 years

~10 % of all LYL is due
to a diagnosis of CRC

4mm—— between ages 45-49

vs. 13% for ages 50-54

50-54 years

45-49 years

40-44 years

35-39 years

30-34 years

o

0.02 0.04 0.06 0.08 0.1 0.12 0.14 0.16 0.18 0.2
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Model-estimated Benefit CRC Screening by Starting Age

Model-estimated Life Years Gained from CRC Screening
Starting at Aged 45y vs 50y, per 1000 Screened Over a
Lifetime
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Among 9 efficient and 5 near-efficient colonoscopy strategies, the strategy recommended by the
model under the increased-risk scenario was screening every 10 years from ages 45 to 75 years,
which, compared with screening every 10 years from ages 50 to 75 years, had 6.2% more LYGs
and 17% more colonoscopies per 1000 adults over a lifetime of screening

Source: Wolf AMD, Fontham ETH, Church TR, et al. Colorectal cancer screening for average-risk adults: 2018 guideline update from the

American Cancer Society. CA Cancer J Clin. 2018; 68: 000-000 [epub ahead of print]. URL to be:
https://onlinelibrary.wiley.com/doi/full/10.3322/caac.21457
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Two CISNET Microsimulation Models (MISCAN & SImCRC) Were Used to
Examine Outcomes by Age, Race/Ethnicity, and Sex Under Assumptions of
Stable and Increasing Incidence

Original Article

The Impact of the Rising Colorectal Cancer Incidence in Young
Adults on the Optimal Age to Start Screening: Microsimulation
Analysis | to Inform the American Cancer Society Colorectal
Cancer Screening Guideline

Elisabeth F.P. Peterse, MSc (2'; Reinier G.S. Meester, PhD (2% Rebecca L. Siegel, MPH?; Jennifer C. Chen, MPH%;
Andrea Dwyer, BS®®; Dennis J. Ahnen, PhD7; Robert A. Smith, PhD (2%, Ann G. Zauber, PhD*; and
Iris Lansdorp-Vogelaar, PhD'

Original Article

Optimizing Colorectal Cancer Screening by Race and Sex:
Microsimulation Analysis Il to Inform the American Cancer
Society Colorectal Cancer Screening Guideline

Reinier G. S. Meester, PhD {2'2; Elisabeth F. P. Peterse, MSc {2'; Amy B. Knudsen, PhD?>; Anne C. de Weerdt, BS';
Jennifer C. Chen, MPH%; Anna P. Lietz, BA3; Andrea Dwyer, BS®%; Dennis J. Ahnen, MD%7; Rebecca L. Siegel, MPHE;
Robert A. Smith, PhD (£

S, Ann G. Zauber, PhD?; and Iris Lansdorp-Vogelaar, PhD'
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Starting CRC Screening at Age 45: Conclusions

* Modeling convincingly demonstrates that, due to the
rising incidence of CRC in younger individuals,
screening all average-risk persons between the ages
of 45 and 75 reduces mortality from CRC with an
acceptable risk (as measured by number of
colonoscopies per LYG).

* The trend of increasing CRC incidence in
successively younger birth cohorts suggests that
the recommended starting age of 45 will continue to
be appropriate.

* The benefit-burden balance strongly favors changing
the starting age from 50 to 45.
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Screening for CRCS in <45 yo is cost-effective
¢+ Initiating screening colonoscopies at age 45 years
averted four CRCs and two deaths due to CRC per
1,000 persons. It resulted in a gain of 14 quality-
adjusted life years (QALYs) at a cost of $33,900 per
QALY gained.

* Fecal immunochemical test (FIT), followed by
colonoscopies for abnormal results, and found that
initiating FIT at age 45 years instead of 50 years would
cost $7,700 per QALY gained.

« Ladabaum U. Cost-effectiveness and National Effects of Initiating Colorectal Cancer Screening
for Average-risk Persons at Age 45 Years Instead of 50 Years. Gastroenterology 2019, in press.
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Criticism of Reducing the Age to Begin CRCS

Annals of Internal Medicine

IDEAS AND OPINIONS

From Colorectal Cancer Screening Guidelines to Headlines: Beware!

Michael Bretthauer, MD, PhD; Mette Kalager, MD, PhD; and David S. Weinberg, MD, MSc

n 30 May 2018, scores of media outlets ran head-

lines like "Cancer Group Calls for Colorectal Cancer
Screening Starting at Age 45" in response to updated
guidelines for colorectal cancer (CRC) screening from the
American Cancer Society (ACS). Whereas nearly all previ-
ous guidelines recommended screening beginning at
age 50 years, the ACS added the qualified recommenda-
tion that an additional 22 million Americans aged 45 to 49
years also participate in screening (1).

Screening for CRC starting at age 50 years can
reduce CRC incidence and mortality (2, 3). The ACS
advocates any of several screening tests, either fecal-
based (guaiac, immunochemical, or DNA) or structural
(colonoscopy, sigmoidoscopy, or computed tomogra-
phy colonography) (1). Despite wide variation in effect
size and evidence quality among tests, the ACS argues
that screening participation may be enhanced when
patients can choose a test that aligns with their
preferences (1).

What new evidence prompted this age shift?
Screening participation may partly explain why CRC in-
cidence rates for persons aged 54 years or older have
steadily decreased in the United States since the early
1990s (4). However, CRC incidence in younger persons
has increased over the same time frame. The ACS cites

Figure. CRC incidence and mortality rates per 100 000
person-years and percentage of persons aged 20 to 49
years screened for CRC, United States, 1975 to 2015.
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als.org on 10 July 2018.
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What concerns have been raised about the new guideline?

* What concerns have been raised about the new
guideline?

¢+ CRC is a different disease in adults under 50

+ Burden of disease is very small in this age group; high costs and
many harms for a small benefit

+* No empirical evidence; recommendations based on modeling
+ Important to concentrate further on adults 50+

* The new guideline will worsen existing disparities

* The new guideline will strain existing capacity

* Insurance coverage may not be available for adults 45-49
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New Decision Aids for CRC Screening

Summary for Clinicians

Conversation Cards

Patient Decision Aid

American Cancer Society Guideline for Colorectal
Cancer Screening: A Summary for Clinicians

THE AMERICAN CANCER SOCIETY RECOMMENDS: DEFINITIONS
» Adults ages 45 and olderwith RC) should "oge
creening! ahigh t stool-based testora bowel
dtest availabily A diseas, orconfirmed orsuspected erediary
partof the screening Y

adenomatous polyposisorLynch syndrome;

should be olled up withimey olonoscopy: iy s

5

Stongecommendain: Comeysthe
duls ages 50 and old
T ot forreguar isastuong comensusthtthebnftsof acherence o
fecommendaton thatintervention cutueigh theundesiable
. erageisk adults ngood helth with e xpectancy of e than 10years et thatmay el o scrsing
5.0
» lorectal reening decisions for gesT6 clear
through 85, based on patient preferences, life expectancy, health status, and prior lesscertainty about the balance of benefits:

‘and harms, or about patients' values and

screening histoy. (Qulifed recommendator)
preferences, which could lead to different

» Cl Ider than.
screening (Qualfied ecommendaton)

RECOMMENDED TESTS AND SCREENING INTERVALS

ffer your patient; high- hasedtest and
High-sensitiity Stookbased Tests Structural (Visual) Eoms
FecalImmunochemical - » Eidence ofsuperor peformance Colonoscopy »Offersboth erly detection and
Test (FIT) d p
Interval: Every year ‘compared to HSgFOT »Risks: bowel perforation - 4in
»Highnonadherence (especaly i the 10,000 major bleding- 8in 10,00;
‘absence of annual reminder systems] ‘cardiovascular event (due to sedation)
Wigh-eratity Gusinc. » Higher il gostv tethan I s 24 A Themtia bt
basedFecal Occult o more colonoscopies) Gt
Blood Test(HSEFOBT) Highnonadherence (especally inthe »Laativepreparation may notbe
i done properly,leaing tosuboptimal
ey visualization.
»Requiresavidanceof nonsteridal (c1c) cokonoscopy n dentfying cancar
i 7days;and "
avoidance ofvitamin ., red meat, and procedurd ik of ok omopy
enucerous vegetabls or3days prior »Exposure tolow-dose adiaton
Mukitarget Stool DNA » Eidence ofsuperor peformance ""‘“.‘"""’,:“"'“"““"""5”""
Test (MT-sDNA) in cancer and adenoma detection "““"“: P . 0
compared vith HSgFOBT and FIT. »Maynotbe covered by insurance(nct
Henk ety (PR covedby Ndireathis e
d Jsesslesemated ol e Scme m
compared ootherstoolbasedtests  (FS) forreducing CRC mortltyand incidence
Higherfal (lads 1in10000;
to more colonescopies) majorbleding-2in 10,000
»Uncertainty inmanagement of »Selfadministaton of enemas may not
positive rests followed bya negative bedoneproperly,leading o suboptimal
colonoscopy viualzaton.
»Newtest, needs performance » issescancers and polypsinthe
‘monitoring over time procimal colon

UNDERSTANDING COLORECTAL CANCER SCREENING
Using Conversation Cards to Help
Your Patients Select an Option for
Colorectal Cancer Screening

» These Conversation Cards How to use the cards:
ar with patient Step 11 Prior to the appolntment, cliniclan eliminates cards for
S be_ used patents any tests that they do nat recommend or that are not avallable
not previously screened or not tothe patient,
Up—to-date with screenin, g Step 21 Cliniclan presents remalning cards to patlent. Options
p hould Inc based and
» Each Conversation Card features structural visua) tests.
| " Step 3: Cliniclan and patient review the cards, clarify any Information,
ri e
theattributes of a dife ?m and discuss the patlent’s preferences for testing based on the
colorectal cancer screening attributes of each test.
test option. Step 4 Cliniclan helps patient select ascreening testand then
orders the test.
High y Mult
Test (FIT) (HSEFOBT) ( A

ettt ot
‘

Tiow

ancerorg| 1302212385 2016 American Cance Socey,nc.

UNDERSTANDING COLORECTAL CANCER SCREENING

Colorectal Cancer Screening:

Which test is right for you?

» COLORECTAL CANCER IS THE SECOND-LEADING CAUSE OF DEATH FROM CANCER

INTHE U.5. FOR MEN AND WOMEN COMBINED. The best way to prevent Whoisthis

death from colorectal cancer is to stay current with screening.

» THERE ARE MANY SCREENING TESTS FOR COLORECTAL CANCER. You and your
health care provider have a decision to make about which screening test

decision aid for?

is right for you. The test you choose will depend on your preference and e
which tests are available tolyou. No matter which testyou use, the most Are 5 years of
important thing s to get tested. ageor older
» THE AMERICAN CANCER SOCIETY RECOMMENDS that adults ages 45 and (0
older with an average risk of colorectal cancer get screened regularly Are ataverage

with a stool test or a visual test. Part of screening Is having a follow-

up colonoscopy for positive results on any screening test (besides
colonoscopy).

risk for colorectal
cancer

What is colorectal cancer?
Colorectal canceris a cancer that
startsinthecolon orthe rectum.
These cancers can also be named
colon cancer or rectal cancer,
depending on where they start.
Colon cancer and rectal cancer
are often grouped together
because they have many features
incommon.

RECTUM
Most colorectal cancers begin as
a growth called a polyp on the
inner lining of the colon or rectum.
Sometypes of polyps can changeinto
cancer over the course of several years,
but not all polyps become cancer.

Why should | get screened for
colorectal cancer?

With regular screening, most polyps can be found
and removed before they have the chance to turn
Into cancer. Screening can also find colorectal
cancer early, when it Is smaller and easier to treat.

Colorectal cancer is the
second-leading cause of
cancer death in the U.S.
when men and women
are combined, yet it can
be prevented or detected
atan early stage.

How can | lower my risk of getting colorectal cancer?

There are things you can do to help lower your
risk, such as staying at a healthy weight, being
physically active, not smoking, limiting alcohol,
and eating a diet high In vegetables and fruits.

https://www.cancer.org/health-care-professionals/colon-md.html
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West Philadelphia CRCS Patient Navigation Program

¢ Reduce disparities in CRCS by:

e Hire/train a patient navigator
— Harold Freeman Patient Navigation Institute, Bronx, NY
e Foundation grants for resources for program and
patient care expenses

— cell phone and service, computer, printer, printing,
stationary, software, etc.

— free prep, Septa tokens
— video colonoscopy instructions
o https://www.youtube.com/watch?v=M>5t8InZ-aoY

e Conduct studies to determine program feasibility,

acceptability, effectiveness
Perelman
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West Philadelphia Colorectal Cancer Screening Navigation Program
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Program participation N (%) Demographics | N=690 (%)
Age (mean, s.d.) 60.2, 8.3
No. patients contact Female 427 (61.9)
attem pted 2440 African American | 621 (90)
Agreed to participate | 980 (40.2%) | |M*! Stat”:_ el 320 6.0
ingie .
Declined participation | 739 (30.3%) Marrid 178 (25.8)
Unable to contact after 3-6 | 721 (29.5%) | [Education
calls <High School| 125 (18.1)
High School | 316 (45.8)
Annual Income
Screening colonoscopy results (n=763) <$10,000| 240 (34.8)
el o FEl e 353 (46.3%) 10,000-29,999 | 242 (35.1)
hyperplastic polyp(s)
At least one adenomatous polyp 327 (42.9%) CRC Stage N
Adenocarcinoma 5(0.7%) Stage | 1
Repeat 16 (2%) Stage |l 0
P 30 (4%) Stage lll 3
2 Stage IV 1
Pending scheduling 32 (4%) Total 5

Colorectal Cancer Screening Navigation
for the Underserved: Experience of

an Urban Program

Rebecca L. Hoffman, MD, MSCE,™" Brenda Bryant, BA,"

Using community outreach to explore
health-related beliefs and improve
surgeon-patient engagement

Steve R. Allen, MD," Major K. Lee, MD PhD," Cary B. Aarons, MD,"
and Rachel R. Kelz, MD MSCE'




Financial Sustainability

_IIEI- PPMC UPHS Total

Volume

Outpatient Net $84,401 $59,557 $143,958
Revenue

Direct Expenses  $91,955 $45,114 $137,089

Contribution ($7,555) $14,444 $6,869
Margin

Indirect $30,251 $11,653 $41,904
expenses

Net gain (loss) ($37,806) $2,791 ($35,015)

Downstream $115,004 ($947) $114,057
Contribution

Margin

Total Gain/Loss  $77,198 $1,843 $79,042
including

Downstream

Perelman
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Sustainability of cancer screening programs

Cost-Effectiveness Analysis of the First Year of a Colorectal Cancer

&Penn

(CRC) Screening Patient Navigation Program at an Academic Medical Center
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Abstract Objectives Results Table 3: Cost-Effectiveness Anaysis
= Introduction: We evalusted the first year of the CRC Screening Patient 1 Todstermine the cost effectiveness of the first year of 2 CRC Table 1: Demographics Inpets (2012 Doilrs) CY 2012 Cozts
Nevigation Program at the University of Penncyhvania Health Syztem Screening Patient Navigation Program instituted st UPHS s
(UPHS), 2nayzing the costs of the program and cost per patient who e Lotr oA
Y zreening o (5C) Methods n=133) (n=133) Training $1.500
= Methods: This: - e 5 35 of cats Femdle a0% P Offce Suppes ss0ss
gethersc during the ""“"W 2012] “"mm Figure 2: Cost-Effectiveness Analysis Decision Tree
For thiz snalysz, the outcome of interezt was SC completion whtin 3 - > - : e A |5 22 Puticrt Suppicy ¥250
marthz of e To perform the e % 8% Tota Cozt (TC) $75.505
anaiyz3, the total costs of the navigation program inputs were s p—
recorced, and the costs were divided by the number of patients e i 2% JO: Pakea i !
enrolled, scheduied, and xcresned (Doth unadjuzted and acjusting for Hzaniclatre 1% % \artable Cost §3338
an estimate of those who wouid have completed SC without Insurance:
navigation] Medicaid 33% % =
= Resufts: The cost per patient envolled waz 5433 76 and the cost per Megicars :3: ﬁ (2012 Doz Aversge Tomi Cozt  Awerage Labor Cost
patient scraenac waz $703.34. However, after adjusting for e = Per Padent Enroled In
completion without navigation, the cost was $574.30 per additional M:::"’w"“ W LE
patient soreenec. Lador comprised over 53% of the cost per s 5 UPHS iaceiohiz rtng Per Navigaeed Patent
suezezstuly soeened patert Patient St Y from We: Phitas {res . Schedule $55570 MeTE2
- g o oo ieation progam sig prespecified zip codes that historically had low SC completion in=125)
e tage of coma CRCS for thiz pr v n?)mmurgmdﬁr:hemgmnw ] q,’?;:ggc e Py
and there iz & sigificant cozt to thiz navig: *  Patients had to be between 50 and 75 years oid, live in West = $p=A(E)
progam, avmn-eybylmm However, mmmave Philadeiphia, have insurance, have 3 primary care provider (PCP) in mﬁw 87450 §73538

¥ e

Background

Patient navigation programs have deen shown to be effective in

i 2 = 3 d ° la & -
underzarved popuiations

However, the costs requirad to institute a successhul program and the
cost-effectiveness of 2uCh PrOgrams remains less clear

Figure 1: Navigaton Program Process

1

mmummummmmd
transportation

Fmi i e i ¥ ‘1 mh.u""
mwmmww
Phone remingers, espedally the CIONDZCODY prep procedure review
o, al smizing the likelinood of CRC

screeningin jorz with hiztorically low SC jon ret

1 C1Cll111dall
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*  The cutcome of interest was SC completion within 3 months
of program envoliment

*  Both program participants and thoze who declined navigation
were followed and the number of cancelled, miszec, and
completed SC appointments was recorded

*  Toperform the cost-effectiveness analysiz, the total costs of
the navigation program inputs were recorded, including the
navigstor’s total compensation and training, office supplies,
and patient supplies (free prep materials and public transit
tokens)

*  The costs were divided by the number of patients enrolied,
scheduled, and screened (both unadjusted and adjusting for
an estimate of thoze who would have completed 5C without
ravigation)

Figurs 3: Target Population — West Philadelphia

3 partiopating UPHS dinic (3], and have an open 5C order
*  “Navigated Patierts” sgreed to participate in the program; “Non-

- Todcdmdhﬂmdmm rtw:szzumedmﬁﬂdﬂ!

particpants” are defined 33 individuals who declined to particp: group's i gz would have completed SC
after being contacted by the navigation program to enrol! mﬂmhmmw\dmm 35 19.6% of the non-
partipating patients were sful
Table 2 Clinical Effectiveness Analysis Conclusions
- NM#’M program sign yi the
Totsl Sample, N 153 13 CRCS for this p
Awerage Number of Prior 158 (%5 130014 mduvﬂenuwdmhmﬂmeraagnﬁmtmmﬁu
Patiertz who ; igat mliargdybyhbumas
Scmacued 5C () $1.7%(138) £1.7%(133) . K jonz may be beneficial in
Pagents who Cancelied 3% 28.4% h@mwamlbmmm given the
sbove-aversge sdenoms detaction rate of 40%
m“m en 42 . F\N!Mm:ymmwanmmmiyﬁ\em
impact of g on this butalo
Outcomes.n 13 3 lezs labor-intenzive ww:mew thiz population.
Faients who Complesd SC Limitations
witin 3 Menths 79.0% (109) 12.6% (28)
Adenoma Detection Rt S04 0% *  Since we were only able to recruit sbout 30% of the contacted

*  "Total Sample” refers to the total number of patients contacted
who enrollec in or declined navigation. All patients in the total
sample fuifill the program criteriz outlined above

*  "Outcomes" were cicuated only for the patients who scheduled
SC in each group

patients for the program, our results may be subject to
particpation bias
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