NORTH DAKOTA
COLORECTAL CANCER

ROUNDTABLE

Joint Conference Call

Monday, Feb 4, 2018
12pm CST

Welcome! Please type your name in the chat box or
unmute your line and introduce yourself for roll call



Welcome!

\y
Dr. Donald Warne

Chair, ND CRC Roundtable

NORTH DAKOTA
COLORECTAL CANCER
ROUNDTABLE

Agenda:

1. ND Cancer Coalition Standing items
(Mallory Koshiol, Chair, NDCC)

2. 80% in Every Community
(Caleb Levell, National CRC Roundtable)

3. Gearing up for CRC Awareness Month
(Tessi Ross, Shannon Bacon, Jesse Tran)

4. 2019 ND legislative update
(Kim Kuhlmann, ACS CAN)

5. How to get involved in NDCC or NDCCRT
(Mallory Koshiol, Chair, NDCC)



Standing Items,
North Dakota Cancer Coalition

a.Approval of October minutes
b.Treasurer’s Report
c. New members



https://www.ndcancercoalition.org/member-information/meetings-minutes-notes/
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Sa\l Planning for a

NDCC Annual Meeting
June 13, 2019
12:30 -4pm
Minot, ND
Immediately following the Dakota Conference

All are welcome! Lunch & Nursing
CEU’s available



An Update from the
National Colorectal Cancer
Roundtable

Caleb Levell
Program Manager, National Colorectal Cancer Roundtable
American Cancer Society
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NCCRT is a national coalition of public, private, and voluntary
organizations whose mission is to advance colorectal cancer control
efforts by improving communication, coordination, and collaboration
among health agencies, medical-professional organizations, and the

public.

4  Co-Founded by ACS and CDC in 1997

¢ Collaborative partnership of over 100 member organizations

¢ Includes many nationally known experts, thought leaders, and
decision makers on colorectal cancer

¢ Work is conducted throughout the year through various Task
Groups and Special Topic Meetings

¢ Annual Meeting addresses important topics and

sets the following year’s agenda

Convene
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80% by 2018

80% by 2018 was a movement in eliminating colorectal cancer as a major public health
problem and focused on the shared goal of reaching 80% screened for colorectal cancer
by 2018.

D¢ Sglorectal @
 ancer
O e

2018
Shared Goal: Reac hing 80% Screened for Colorectal Cancer by

o, &
/'e \'b
Shed for co\ote”




Percentage of U.S. Adults Age 50-75

years
Up-to-Date with CRC Screening (BRFSS
2016)

2012 2016

65.5%

66.2%

Additional

5.1 million

+1.8 +3.3 million screened!

million



Amazing Screening Rates Among 65+ (BRFSS 2016)

50 to 64 yrs 65 to 75 yrs

61.8%

Source: BRFSS 2016
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Percentage of U.S. Adults Age 50-75 years Up-to-Date with CRC Screening,
Healthcare Effectiveness Data and Information Set
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2016 BRFSS 2017 UDS
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Change in the Use of CRC Screening Tests by State, 2012-2016

B. Change in percentage of respondents aged 50 to 75 who reported being up to
date* with colorectal cancer screening, 2012 through 2016

*Up to date = fecal occult blood test (FOBT) within 1 year, or sigmoidoscopy within 5 years
with FOBT within 3 years, or colonoscopy within 10 years.

Percentage Change

<o [ ]-39t0-01 | 00to09 | [10to39 [ >4.0

Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System, 2012 and 2016

Joseph DA, et al. Prev Chronic Dis 2018;15:170535. https://www.cdc.gov/pcd/issues/2018/17_0535.htm
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Current Strategic Plan Goals to Achieve — Update in 2019

Consumers Systems
Move consumers to action Use providers, payers, and
employers to support screening

Policy
Increase access and Process
remove barriers to Maintain momentum

screening
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When we launched this campaign,
we never imagined it would-gapture the
attention of the nation like it has.

&

Our initial goal was to have 50 organizations
pledge..
As of December 2018, we have nearly 1750..
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Over 20 - 80% Pledges from ND!

* Altru Health System - Elbowoods Memorial -+ Quality Health
) Health Care Center Associates of North
* Blue Cross Blue Shield Dakota

of North Dakota Essentia Health

 Sakakawea Medical

. g_er;t(atl Valley Health + Family HealthCare Center
istric
. * Great Plains Tribal « Sanford Health
¢ CHI St Alexius Chairmen’s Health L
) Board e Sargent County District
+ City-County Health Health Unit
District * North Dakota Cancer oo
Coalition * Southwestern District
* Coal Country Health Unit
Community Health * North Dakota .
Centers Department of Health < Trinity Health
« Community HealthCare - North Dakota Medical - Valley Community
Association of the Association Health Centers
Dakotas (ND)

* Northland Community
e Custer Health Health Centers



Energy and enthusiasm
shown around the country!
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Beyond Thankful
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March 2018 — Local Engagement
T

° Wave Of engagement from partners around 37] CRC Coast2Coast Tour <
the country hosting 80% by 2018 events 5

* 97 events throughout March

* Watch parties, state proclamation signings,
lobby days, press briefings, radio interviews,
state roundtable meetings, shining blue
lights on buildings, bridges and skylines,
health fairs and more
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We’re setting our sights on...
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“Beyond 80%” Listening Tour

e Qutreach to members and 80% partner organizations

* |Included surveys, focus groups, one on one interviews, online
discussions, structured discussion at the last Steering Retreat, and
other less formal discussions with partners in the field at
conferences and meeting. (16 to 18 months)

* 177 responses to our final Slogans and Descriptions survey
* That is to say... we spent a lot of time soliciting input, generating

ideas, gathering feedback, and reflecting on the lessons from the
last campaign.

* Many partners have expressed appreciation for this engagement
and outreach.



Key Lessons Learned

80% by 2018 brought out the best in our organizations, and inspired
collective, coordinated activity

A. Keep 80% as a theme
B. Intensify our focus on the commercially insured

C. Intensify our focus on key populations (such as African Americans, rural
populations, Hispanic/Latinos, Asians, etc.)

D. Target 50 to 54 year olds, for whom the screening rate is 49%
E. Recruit new partners, such as media and employers

F. Consider a more emotionally compelling pitch to new partners, such as
employers and media, that may not be swayed by a metrics-based campaign



Campaign Description

Partners in Saving Lives: 80% in Every Community

80% in Every Community is an NCCRT initiative that continues the progress
and commitment from 80% by 2018, and reemphasizes our dedication to
partnership, collective action, and the pooling of resources to reach 80%
colorectal cancer screening rates nationally. Our shared efforts are working,
community health clinics, health plans, employers, counties, and others are
seeing 80% screening rates and higher.

But not everyone is benefiting equally. There are still too many communities
with lower colorectal cancer screening rates — rural communities, certain
racial and ethnic communities, low income communities, and more. We will
continue working to bring down barriers to screening, because everyone
deserves to live a life free from colorectal cancer. Our mission isn’t achieved
until we see 80% screening rates in every community.
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http://nccrt.org/80-in-every-community/




NCCRT Tools, Resources, and Publications

OVERAGE OF COLONOSCOPIE:
UNDER THE AFFORDABLE CARE ACT'S
PREVENTION BENEFIT

01 [ GL 49

N Proctiones, s e e Gyt

Steps for Increasing
Colorectal Cancer
Screening Rates:

Available at:

- oc nccrt.org/resource-center

Evaluation toolkit

How 0 evaluate acthvites butended io Increase



nccrt.org

New NCCRT resources released in 2018

v" Hospital Systems Change package

v’ State Roundtable guide and workbook
v' CRC Risk Assessment Tool

v' Cancer Center Summit Report

f:t\ w Qéﬂ RISK ASSESSMENT

E.’; AND SCREENING
CANCER CENTER SUMMIT REPORT ]-00[ K/]—




New NCCRT Resources under Development....

v
v

A NEANERN

Links of Care curriculum

How to pay for screening navigation
curriculum

Deep dive into Medicaid best practices on CRC
screening

Beyond Thankful Report and Companion
Video

NextGen Best Practices and Workflow guide
Update and modernize CHC Steps Manual
Refresh market research with the unscreened



Experimenting with New Ways to Deliver Materials

- e 5%
e°| = http://ncart.org/risk-assessment-and-screening-toolkit/ e R ¢ H Risk Assessment and Screeni... | ‘ ﬂﬁ LS 5
File Edit View Favorites Tools Help x  Google ~ *BSearch -

More>» & n
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Search... Search

Risk Assessment And Screening Toolkit - Interactive Table Of Contents

Acknowledgements
Chapter 1: Introduction

+ The Value of Family History in Cancer Risk Assessment

+ The Importance of Identifying Colorectal Cancer Family History

+ Early Onset Colorectal Cancer

» Update on Colorectal Cancer Screening

+ How to Use This Toolkit. Review background about the toolkit development, including its purpose, learning objectives, and intended use.

Chapter 2: Clinical Systems

+ Establish a System for Structured Assessment. Review components of a cancer risk assessment system which includes a standardized process for
family history collection and interpretation as well as guidance for developing a personalized management plan for patients.
+ Assembling a Team. |dentify core members of the implementation team and engage them in planning sessions.
+ Assessing Your Existing Workflow. Review and describe your existing workflow to identify potential improvements.
« Setting Goals. Establish your goals and desired outcomes for risk assessment to help you identify the best process and tools for your
practice.
+ Planning a Workflow for Family History Collection, Documentation, and Interpretation
+ When to Collect. Figure out when family history should initially be collected and assessed, and how often it should be updated.
+ Where to Document. Choose a documentation method that allows for easy retrieval, assessment and updating, as family history changes
over time.
= Method in Actior: Using an Electronic Patient Questionnaire to Collect Cancer Family History. Learn how one practice determined
how to implement an electronic family history collection and risk assessment tool in practice.
» Who Will Collect. Work with your team to determine who will collect the family history: the patient him- or herself, allied health professional,
the primary provider, or some combination of the three.
« Method in Action: Utilizing nurse wellness visits for cancer family history risk assessment. Learn how one practice implemented a

[ | WP = o [ Tosal o[- [N - EMGRR = 1) >0 ] b I [ 8 ) s




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.

* As a part of the screening process, all positive results on non-
colonoscopy screening tests should be followed up with
timely colonoscopy.




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

e Options for CRC screening

e 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
e 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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New Decision Aids for CRC Screening

Summary for Clinicians

Conversation Cards

Patient Decision Aid

American Cancer Society Guideline for Colorectal

Cancer g y for CI
THE AMERICAN CANCER SOCIETY RECOMMENDS: DEFINITIONS
+ Adults ages 45 and olderwith. RC) should
dergo regular high-sersit based
prpoted R Al ity disezse,orconfirmed orsuspected erediary
nen.colonoscopyscreening *
should be followed up with time) colonoscopy. j:‘j;‘:"xj:::?[";zj::;z:zﬁm’"@
T onveys!
T e el d older s a strong consensusthat the benefits of adherence to
recemmendation. thatinerventon cutwsgh the undesirable
> hverage.rsk adults in good health with a e expectancy of more than 10 years efecs that oy resutirom sereening
75.(
- decisions for 6 clesr
through 85, based on patient prfarances, i expectancy, health status,and pror \esscertainty about the balancecf beneits
screening histoy. (Qualified recommendatian} andharms, orabout patints values and
asfom cancer

sereening, (Qualiied recommendation)

RECOMMENDED TESTS AND SCREENING INTERVALS
High based test and

High-sensitity Stootbased Tests Structural (Visual) Bams
Test (FIT) in

ity Gusiae. » Higherfalze_positivaratthan FIT (leads 3

based Fecal Occult o more colanescopies) e

Blood Test (HSEFOBT)  bigh nonadhersnce especially i the » Lanative preparation may no
CLom) ot done properly eacing to suboptimal

it

» Requiressvoidance of nsteroidl (cTe) colonascopy inidentiing cancer

5 procedural risks of calonoscapy

> Expasure to low-dose radiation
»Incidental extracalonic findings may
requireworkup.

ay5; an
avoidance ofyitamin C, red meat, and

Muli-target Stool DNA > Evidence of superior performance

Test (4T-SDNA) in cancerand adenoma detecton £ ’
e andFT. »Hay not be covred by insurance ot
Eo s coverd by Hedare st me)
polyps i
compared i otherstool based ests ) forreducing CRC mortalityand incidence
erfal T (lads » Risks: bowsl perforation - Lin 10,001;
o more olonescopies) major beeding -2 10,000
» Uncertanty in management of » Seff-adminisration of anemas may net
positive reults followed by a negtive bedone properly; eading o suboptimal
colonaseopy visualiation
»Newtest,neschs peformance » bisses cancers and palyps inthe
lon

meritoring over time

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:
areto be used with patients Step L Prior to the appointment, clinilan eiminates cards for
P any tests that they da not recommend or that are not avallable
not previously screened or not to the patlent.
up-to-date with screening. Step 2: Clinlclan presents remalning cards to patient. Options
p based and
» Each Conversation Card features structural (visual) tests.
the atributes of a different Step 3: Clinlclan and patient revlew the cards, clarfy any information,
" and discuss the patients preferences for testing based on the
colorectal cancer screening attributes of each test.
test option. Step 4: Clinclan helps patient select a screening testand then
orders the test.
Test(FIT) [ ) ( )

Colonoscopy 2] TC) (Fs)

cancerg| 100 2272245 2018, American canca sociey nc.

https://www.cancer.org/health-care-professionals/colon-md.html

THE OFFICIAL SPONSOR
OF BIRTHDAYS?

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. FORMEN AND WOMEN COMBINED . The best way to prevent Who i
death from colorectal cancer is to stay current with screening. decision aid for?
» THERE ARE MANY SCREENING TESTS FOR COLORECTAL CANCER. You and your [RE s
health care provider have a decision to make about which screening test
is right for you. The testyou choose will depend on your preference and cosan
which tests are available tolyou. No matter which testyou use, the most Are 45 years of
important thing s to get tested. ageorolder
» THE AMERICAN CANCER SOCIETY RECOMMENDS that adults ages 45 and sesne
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- risk for colorectal

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

What is colorectal cancer? [ Why should | get screened for

Colorectal cancer is a cancer that colorectal cancer?

starts inthe colon orthe rectum / With regular screening, most polyps can be found
These cancers can also be named and removed before they have the chance to turn
colon canceror rectal cancer, ; | Into cancer. Screening can also find colorectal

depending on wherethey start. A\ | cancer early, when it s smaller and easler to treat.
Colon cancer and rectal cancer )4
are often grouped together Colorectal canceris the

because they have many features

incommeon. second-leading cause of

cancer death in the U.S.
when men and women
arecombined, yet it can
be prevented or detected
atan earlystage.

Most colorectal cancers begin as

a growth called a polyp on the
innerlining of the colon or rectum.
‘Sometypes of polyps can changeInto
cancer over the course of several years,
but not all polyps become cancer.

How can I 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




CRC Screening Guidelines for Average Risk
Adults: ACS (2018); USPSTF (2016)

ACS, 2018

Age 45y

Starting at 45y (Q)

B icoa - JOROIEINil-ls Il Screening at aged 50y and older - (S)

Choice of test High-sensitivity stool-based test or a structural exam.

Acceptable Test e FIT annually,

options * HSgFOBT annually

e mt-sDNA every 3y

e Colonoscopy every 10y

e CTC every 5y

e FS every 5y

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

[Recommendations
Age to start 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)

Age to stop screening

American
Cancer

? Society®
.

USPSTF, 2016

Aged 50y (A)

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

e FIT annually

* mt-sDNA (aka FIT-DNA) every 1 or 3y

e Colonoscopy every 10y

e CTC every 5y

e [S every 5y

e S every 10y plus FIT every year

76-85 y individual decision making (C)




NATIONAL

g 2018 NCCRT Guideline Summit
&y Cancer (September 20, 2018)

What: NCCRT convened a strategic Objectives:
meeting to consider how we promote Discuss where and how the differing
CRC screening when starting ages will impact key strategy areas,
recommendations differ. .
Determine how the NCCRT can best
Participants: continue to serve key and emerging
30+ attendees- experts/stakeholders constituencies as they implement CRC
Broad array of backgrounds and screening recommendations for their
perspectives communities;
Format: Informational presentations Decide what changes are necessary to
and group reflection, along with quite a continue to support the shared goal to
bit of discussion, brainstorming, and reach an 80% screening rate; and

workshop activities. Explore any new opportunities that a

recommendation to start screening at age
45 will present.



NCCRT Guideline Position Statement

The NCCRT supports member organizations in advancing their life saving missions
around colorectal cancer screening, no matter which colorectal cancer screening
recommendations they choose to follow. The NCCRT will continue to create an
environment in which organizations with varying missions and policies can be heard,
where differences of opinion are respected, where all organizations benefit from their
membership in the NCCRT, and where the guiding philosophy emphasizes working
toward the same end goal to save lives from this disease. Assuring health equity is our
responsibility. The NCCRT will continue to provide resources that meet the needs of
all members, serve as an information clearing house, address disparities issues, and
identify opportunities to save lives from this disease, including those who are being
diagnosed at younger ages.



Guide on Development of State-Level CRC Coalitions

Featuring the
experiences of
model programs in
California, Delaware,
Kentucky, Minnesota
and South Carolina

GUIDE TO THE DEVELOPMENT OF
STATE-LEVEL COLORECTAL CANCER
COLLABORATIONS




10 Tasks New CRC Coalitions Should Address:

Prioritize colorectal cancer in your state
Establish a structure

Develop a vision

Recruit leadership and “staff”

Build a network of partners

Convene partners

Set goals and objectives

Maintain momentum

Get creative with funding and resources
10 Hold the group accountable
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The Minnesota Cancer Alliance had
23 different objectives that they
were working on simultaneously.
However, they recognized that

in order ta make progress, they
needed to focus on only 3 faw.

After going through a disciplined
evaluation process of all their
objectives, colarectal cancer
‘emerged as a top-three priority
area and a subcommittee was
‘established to focus on it.

The subcommittee brought
together organizations across the
state whose work aligned with this
objective.

-

Prioritize Colorectal Cancer
in Your State

Addressing colorectal cancer (CRC) is a national priority. As the second
leading cause of cancer death in the U.S. when men and women are
combined and with more than 135,000 adults disgnosed each year,
colorectal cancer is a source of considerable suffering. State-based
partners are challenged with limited time and resources and must balance
and prioritize the public health issues facing their unique populations.

Leaders from successful colorectal cancer collaborations have often
started by clearly demonstrating to their partners and peers that the
local toll taken by colorectal cancer justifies an immediate investment
of local resources and a commitment to action to fulfill the great
potential of screening.

Steps for prioritizing CRC in your state

cific data to make the c

- BOby 2018 Impact by State (http: #bit.y/204Vidy)

- United States Cancer Statistics (http-/bit ly/2EMVYaQl

- American Cancer Society Statistics Center [http:-fbit
Iy/2Eyqhel)

- Multilevel Small-Area Estimation of Colorectal Cancer
Screening in the United States [httos: #'bit lv/2GklQn0 |

- Behavioral Risk Factor Surveillance System [BRFSS) {http:/bit
Iy/2BWFesC)

- NCCRT Webinar: "Colorectal Cancer Screening Data
Sets: What are they and what do they tell us?”" (http-#bit.
Iy/2HkqBCO)

- Other state-based resources: State Department of Health,
Universities, cancer registries

sages for partne

- Colorectsl cancer is one of the few cancers which can ba
prevented through screening.

- Even though colorectal cancer can be prevented ar caught
early, X # of people develop colorectal cancerin [STATE] and
¥# of people will die from the diseasa.

~ There are proven strategies local leaders can take to
incresse colorectal cancer screening and reduce the toll
taken by this disease.

1 with nationa

Sign the pledge (http:/bit.ly/2FavioE) - Commit to NCCRT's
shared goal to gat to BO% colorectal cancer scraening rate.

Engage with your state comprehensive cancer control
program and coalition, your local CDC Colorectal Cancer
Control program (if applicable). and utilize resources
developed by the Comprehensive Cancer Contrel National
Partnership [CCCNP) (hitp:{'www.ccenationalpartners.org/).
Connect with your American Cancer Saciety state systems
staff, who have unique skill sets to engage with state systems_
Attend national conferences focused on cancer centrol, such
as the Prevent Cancer Foundation's Dialogue for Action™
meeting, the CDC Cancer Conference, or the Southeast
Regional Colorectal Cancer Consortium.

NCCRT Tecls and Resources (http:Fbit.ly/ 2Ex7QOW)
The C ity Guide [CDC) (http:/bit v/ 2gz5lva)
Research Tested Intervention Programs (MCI) (http:#/bit.
Iy/2ELMRaM]

Colon MD [ACS) (hitp:#bitly/2ocOZxn]

Cancer Control Planet (MCI) (hitp:#bit hy/2FSLEFL)

Whenever passible, pioneering
state collaborations use local or
state costs and data to make the
case, rather than national figures.

For example, the Kentucky Cancer
‘Consortium includes the following
detailed impact data in their
coalition plan, describing the costs
to Kentucky's Medicaid program:

» Each year between 2004-2008,
cancer treatments in Kentucky
cost Medicaid $132 million,
private insurance companies
$836 million and Medicare $718
million.

# In 2010, cancer care in Kentucky
cost approximately $2.2 billion.
In 2020, it is estimated to
increase by 69%, which would be
spproximately $3 8 billion.

» The typical new cancer drug
coming on the market in 2010
cost approximately $10,000/
month of treatment. Two of the
new cancer drugs cost mare than
$35,000 per month of treatment.

“If we're really going to make an

impact, let’s focus.”

- Kentucky Cancer Consortium

42



And Companion Workbook!

Featuring summary
pages with
brainstorming and
action planning
activities
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Has your organization signed the NCCRT's pledge | hitp:#nccrt.org/B0-2018-pledge
to reach an B0% screening rate?

Have you identified the other izations in your | hitp:#nccrt.org/national-map-of-pledges
state that have signed the pledge?

Which other organizations need to sign the pledge?

Are you coordinating with your state's CDC- hitps: fwww.cde gov/cancer/necop/index itm
funded comprehensive cancer control program or
coalition?

Are you familiar with the Comprehensive Cancer Ihitp: ' www cconationalpartners.org/increase-
Control Mational Partnership? colorectal-cancer-screening-80-2018

Does your state have funding from CDC for
colorectal cancer control programming?

Are you working with your ACS state systems staff?

What national conferences focused on colorectal
cancer control do you regularty attend?

o000 ooaoaod

What are the CRC incidence and mortality rates for | ACS Facts and Figures (hitp:fbit ly/2m98GqgF)
your state? State Cancer Registry (http-{/bit ly/204CFA1)

What is the CRC screening rate for your state? ACS Facts and Figures (hitp: /it by/2m98GqF)
BRFSS (hitp: bt by/2BWFesC)
How does your state rank/compare nationally?

How many lives could be saved by an 80% Impact on Lives Saved (http: fbit ty/204Vidy)
screening rate in your state?

What is the cost of colorectal cancer in your state? | ACS-CAN The Costs of Cancer bt
y/2puMSUE}

An Unhealthy America: The Economic Burden of
‘Chronic Disease (hitp-fbit.ly/ 2Fallktu)

Ooooo o

Lreate tnr
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CRC Research:
Unscreened 50+
year olds




Background

The following presentation will summarize the findings from the first two phases of the 2018 CRC research and will focus
on the 50+ Unscreened population. Findings from this research will be used to help craft the messaging to be tested in the
final phase of this research.

Phase
1
Objective: Phase
= Measure awareness of screening 2
methods Coming soon....
»  Understand the rationale for being Objective:
screened/not being screened Dig deeper into the Unscreened Phase
= Uncover potential motivators to population to better understand: —
encourage screening = Qverall health perceptions 3
= Reasons behind their choice to Objective:
Methodology: remain unscreened Test potential messages to
15-minute unbranded, online survey " CRC&CRCscreening perceptions understand the impact they will have
* Motivators to get screened on motivating the Unscreened base
Methodology:
(20) 45-minute telephone IDIs Methodology:
15-minute unbranded, online survey

Note: The research did capture insights from a smaller subset of 45-49 year olds, as well as Screened respondents. While both
audiences may be briefly touched upon or referenced during this discussion, the main focus is the 50+ Unscreened age group.



CRC Screening Barriers

Why aren’t they getting screened?

ONONONO

PROCRASTINATION (33%) LACK OF SYMPTOMS UNPLEASANTNESS OF NO FAMILY HISTORY

Often triggered by concerns about prep or (27%) PREP (23%) (23%)
the unpleasantness of the procedure

S COST CONCERNS IMPORTANCE OF SCREENING
S—] 74% of the Uninsured are deterred by cost 60% feel CRC screening is important

Among the Insured, some have expressed cost concerns, (Higher among young 50 & African Americans)
mainly just not knowing what insurance would cover and

Top barriers:
what out-of-pocket costs they would incur

= 42% Procrastination
= 25% Unpleasantness of prep
= 22% No symptoms

Anxiety and fear are leading emotions Unscreened participants have when they think of
being screened, largely related to the prep and procedure, but some also fear the results.

'm filled wi ' ”




CRC Screening Barriers — Population Differences

Race/Ethnicity
Barriers to screening are similar for
Caucasians, Hispanics, and African
Americans with procrastination leading

Caucasians:
More likely to cite:
= Unpleasantness of prep

Asians:
= Top barriers:
v No symptoms
v No family history
v’ Doctor didn’t recommend

More likely than others to cite:
= Doctor didn’t recommend
= Not thinking they were of age

Young 50

More likely to cite:
=  Procrastination

Females

More likely to cite:
= Unpleasantness of prep
= No family history

Rural Dwellers

More likely to cite:
= Don’t want to know if | have cancer

Marketplace Insured

More likely to cite:
=  Can’t afford out-of-pocket costs



Reaction To Not Being Screened

There are two main types of the Unscreened:

Those who
acknowledge they
should get screened

Those who have a
‘what’s meant to be

and it’s senseless will be’ mentality

they haven’t

“I think that if you get it, you get it. | don't think of it as
something that's preventable where if you catch breast
cancer early, you can prevent it, you can cure it. When |
think of colon cancer, | don't think it's preventable or
curable. | think once you get it, you get it and, again,
your clock starts ticking.”

“I know it's stupid how I'm acting, but again, fears can be
irrational. But, how I justify it is by saying, ‘Well, I'm not
saying I'm never going to do it. Maybe in some months I'll
revisit it.” But then I put it out of my head and I don't think

about it.”



What Could Motivate Screening

What could trigger getting screened sooner rather than later:
= Stomach issues
=  Someone they know having CRC What could make screening easier/motivate action:
= Their doctor really pushing the issue = Different/better test (21%)
= Lower cost/better insurance coverage (21%)
= Education on why it’s important (15%)

How they think they’ll feel prior:

= Many assume they will feel anxiety or dread
about the prep and/or procedure

= Some note they would feel fine about the
procedure, but would be anxious about the
results

“l would be scared to death and embarrassed because you
don't know what's going to happen. You feel exposed. It's
not something you really want to do. You don't want to lay
on a table while they stick a scope there.”

Many note they would likely feel relieved after



What Could Motivate Screening — Population Differences

DIFFERENT/
BETTER TEST

Mentioned more by:

= Females

= Hispanics & Caucasians
= |nsured

LOWER COST/BETTER EDUCATION ON WHY IT
INSURANCE COVERAGE IS IMPORTANT
Mentioned more by: Mentioned more by:
= Uninsured = Asians, African Americans, & Hispanics
= |nsured



Population
Summaries




Rural Dwellers - Unique Challenges & Opportunities

CHALLENGE

S
= Procrastination, no symptoms, & no family

history top barriers
Compared to other Dwellers:

= More likely to cite not wanting to know if
they have cancer as a barrier to screening

= Less likely to get annual physicals

= Greater awareness of FIT-DNA test

» Lower prices/better insurance coverage
leading motivator

= Message how screening can prevent colon
cancer by removing polyps

“I really don't want to know if | have it or not. Sometimes, depending upon what
it is, | have a certain mindset and my mindset about the whole thingis | don't

have any symptoms. | don’t have blood in the stool and I'm not having any
problems with this and that. So why go looking?”




Young 50 (50-54 year olds) - Unique Challenges & Opportunities

CHALLENGE

S
= Procrastination leading barrier = Place higher importance on screening
Compared to 55+ year olds: = More often desire health info from doctors

. . o . and health portals
= More likely to cite procrastination, no time, and

not thinking they are old enough as barriers = Greater trust in receiving health info from

) ) family and government health organizations
= More likely to be uninsured Y g g

» Message how screening can prevent colon

= More likely to go to urgent care, a pharmacy, or .
ytoe 8 P Y cancer by removing polyps

the ER when sick

“I mean if | have the time I'll get it done. It just depends. | mean there are so
many variables, and it depends on how my father's doing. One day he could be

fine, and one day he's not.”




Females - Unique Challenges & Opportunities

CHALLENGE

= Procrastination, nd family history, test prep = Care a great deal about their health

concerns, & no symptoms top barriers
’ ymp P I = Go to NPs/PAs when sick

Compared to Males:
P = More likely to cite different tests or better

= More likely to cite test prep or no family prep as motivators

history as barriers
y » Greater awareness of stool and FIT-DNA tests

= More likely to have discussed the test prep

) ) : = Message screening tests that can be done at
with friends/family & &

home

“What | find is it's very, very stressful to prepare for the test. You need to be

fasting and you need to try to get everything flushed out, which was very
exhausting for my husband when he did it, and that makes me hesitate.”




Market Place Insured - Uniqgue Challenges & Opportunities

CHALLENGE

= Qut-of-pocket costs leading barrier to = Lower prices/better insurance coverage
screening leading motivator
Compared to other insured: . .
= Message how screening can find cancer early
= More likely to cite out-of-pocket costs as a
barrier

= Less likely to get annual physicals

= |ess likely to say they care a great deal about
their health

“My insurance does not cover it.”




African Americans - Unigue Challenges & Opportunities

CHALLENGE

= Procrastination Ie§ding barrier
Compared to others:

= More likely to cite fear of results as a
screening barrier for people in general

® |[ncreasing awareness/education on CRC
screening most motivating

= Greater trust in receiving health info from
government health organizations and
insurance companies

= Message how screening can prevent colon
cancer by removing polyps



Asians - Unique Challenges & Opportunities

CHALLENGE
= No symptoms, doctor didn’t recommend, & ® |[ncreasing awareness/education on CRC
no family history leading barriers screening most motivating
Compared to others: = Message how screening can prevent colon

. : . cancer by removing polyps
= More likely to cite doctor didn’t recommend Y & POYP

or not thinking they are of age as barriers = Materials at health care facility or news
reports/stories viable info channels

= Greater trust in receiving health info from
government health organizations and
insurance companies



Thank You!

To follow NCCRT on social
media:

L4l Twitter: @NCCRTnews
I’i Facebook:

www.facebook.com/coloncancerroundtable

Caleb.Levell@cancer.org


http://www.facebook.com/coloncancerroundtable

Gearing Up for Colorectal Cancer

Awareness Month!

NORTH DAKOTA
COLORECTAL CANCER
ROUNDTABLE




2019 Governor Proclamation

North Dakota will be
a “Blue Star State”

TN

Thank you to Amanda
Houston for securing the
proclamation!



Health Systems Tools:

Q Documents for Clinical Teams

NORTH DAKOTA Colorectal Cancer Screenings | Facts for Clinicians

COLORECTAL CANCER
ROUNDTABLE

This document addresses some of the most commeon quesfions from clinicions

relafing to colorectal cancer (CRC) screening.

In North Dakota

with 3 CRC screening.

QuesTioNs

ANswERS

‘Whe needs fo be screened for colorectal cancer

(cRCY?

See Appendix B for risk assessment
recommendafions.

There is @ consensus in the medical community, all cduits mole and female age 50-75 need fo be screened for
CRC

The LLS. Preventive Services Task Samms i i i i e e S P s

Scme patients may need fo bag

What are current recommended screening
guidelines?

See Appendix A for full screening guidelines from
USPSTE.

The cument recommended screenin

Fecol Immunochemicol Test [FT
Caloncscopy every 10 y=ors

What s the FIT test and what evidence is
available supporfing its efficacy in clinical
practice?

See Appendix C for more detoils.

FIT Iooks for hidden blood in the
not impactad by food or madie
@nd spacificity vories with the ta
FITis as =ffective as any otherse
recemmended infervals over al
Uss stoal tests only for average
syndromes]; high-fisk patients s
Stool semples cbiained by digit
one study with guaiac-bassd Bl

What s the FIT-DNA (Cologuard) fest and what
evidence is available supporfing ifs efficacy in
clinical proctice?

See Appendix C for additional supporfing dafo.

Cologuard s a stookbased fest|
adenomateus polyps: it aksc def
Screaning infenval is svery 3 yad
Cost of the FT-DNA is significant]
Sensitivity 2.3%; specificity 34.49
Paotients should check with thaie

‘What is the cost and insurance reimbursement
available for these take home methods?

Whatis the differe
diagnosiit

The lowast out-of pockst oost g
s posiiive
Coverage of CRC

H DA

Colon Cancer Screenings | Facts for Patients

This document aoddresses some of the maost comman quesfions from

patients regarding colon cancer screening.

SRR A2%

QUESTIONS ANSWERS

Who should be
screened for colon
cancer?

<
3
2
o
W
a
o
3
=1
9
m
8
i}

Do lreally need fo get
tested? | feel fine,

F=d waight loss

Slarfing of oge 50, men cnd women of average risk for
developing colorectal cancer shguld be screened.

f ke of colorectal cancer, you
=r screening before age 50

& the stool look dark

Even with no symptoms, it's important o get screened on fime.

cancer Geginning o

-ancer or defect it early
).

til the disease is more
keep up with regular

s right away, ot if it
tomne:

constipafion, or
a few day:
\vement that is not

most common tesfing

opfions and their pros done every 10 years|

depending on the iest typa)

How do | complete the
take-home test?

fou will get g kit with instructions.

he testing = [fyou are at high risk of colon concer, we recommend a
opfions? colonescopy.
» [fyou are averoge risk, thers are twe main fypas of fesing
See Appendix A for the options:

Tests that find both colorectal polyps and cancer [usually
and cons. = Tests that mainly find cancer [usually done every 1-3 years,
The best test is the one that geis donal

The stocl test can be taken home from the cliniz.

It will explain how to take stool samples at home.

ample email to
ealth System staff
rom leadership:

Coming Soon!




CRC Testimonials &
Social Media Posts

“l am now a HUGE advocate for
colorectal health and the
importance of screening and
early detection... | believe with
all my heart, my beautiful
mother would be alive today,
had she had her first screening
at the age of 50.”

-Tania
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Sample email to staff for local
businesses

Coming Soon!
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Thank you to all who submitted nominations
for the 2019 North Dakota Colorectal Cancer
Screening Achievement Awards!

Award Recipients will be announced in March.



Tools for sharing local data ...

Quick Facts
PREVENTION | Colorectal Cancer (CRC) Screening in North Dakota

U V @RKS Behavioral Risk Factor Surveillance System - 2016

CANCER

Colorectal Cancer Incidence

Colorectal cancer is the 2™ most diagnosed cancer \ : . .
that affects both men and women in North Dakota, S e llncrea}e e

and the American Cancer Society estimates there
Estimated CRC Screening Test Use by

673 County, 2014

wve decreased overall

will be 350 new cases of colorectal cancer in ND
in 2018.
CRC screening test use* in North Dakota 655 66.2
i 5 — e Legend
Colorectal Cancer Incidence Rates North Dakota Colorectal Cancer Incidence Rates has increased since 2012. _'___'__'___,___.—-——' Sl 3 state Bo.canes
for 2010-2014 Decreased Between 2006 and 2014 In 2016, 64.4% of age-eligible residents had a current CRC 623 b b 1 "'J'T": Hewn (W]
screening test. 73,000 residents were not screened. While i Sl g B
overall screening test use increased, it still remained below the 2012 2014 2016 i .
o 4
- |_EERET]

national average. Screening occurred more frequently in
women, people who were insured, and people zged 65 to 75,
who were likely insured by Medicare.

Percentage of Population Screened
—— MNorth Dakota County-level CRC testing prevalence was
derived from small-area estimate models

(Berkowitz, et al. cEBP 2018

—_— U5

CRC screening test use, by race/ethnicity- CRC screening test use, by sex:

US incidence rates

(398 per 100,000)

North Dakota nodence a—
rates (46.6 per 100.000) Teraet

Jme J008 307 08 WD WO I Whites (65.3%) 2012 —60.6% 2012 -56.4% .
Factors that affect CRC screening:
Dt Snsce NO St Carcar Begaery 2014 -63.6% 2014-81.1% ne
2016 —66.5% 2015 -82.3% Data on factors—such as poverty,

educational level, and insurance status—

that affect who gets CRC screening tests are

available at Satecancarnrofiles cancer 2oy,

(CRC Screening Info and Resources:
ND Comprehensive Cancer Control Program

www.cde gov/cancer/ncccp

CRC screening test use, by age:
50 to 64 Years (59.4%)

AN AN
&) () inaredlcLo%) I 65 <o 75 Vears (73.8%)

CRC screening test use, by insurance status:

35% of eligible adt‘ms in Nortﬁ Dak‘:‘na Vareﬂ

not up-to-date with this screening.

A Late-Stage Diagnosis Corresponds
with a Much Lower Five-Year Survival Rate
Percent of colan and
rectum cancer ¢

. S year surveval rate when

Uninsured (38.75) Men and women aged 65 to 75 years wers aligible for
Medicare insurance.

Learn more about CRC incidence and
mortality at CDC's Cancer Data

diagnosed at a late-stage

diagnazed at a late stage’
yolave : . Saenn “propartion of people who reported compieting o screening test for CRC amang all people whao could be screened based on age (50— 75 pears). e ]
J ’ People who were current with CRC screening in 2046 either received a home-based blood stool test within the past year; a colonoscopy within e

the past 10 years; or sigmoidascopy within the past 5 years combined with a blood stool test within in the past 3 years (2008 US Preventive

C d screening lead Ite-stag
43% of colorectal cancer cases are diagnosed at
Services Task Force Recommendations).

a late-stage with only 13% of a S-year survival rate.
Footno
Screening rates in North Dakota have steadily increased from 2012-2016, )
but there is still much improvement needed Comprehensive Contes o izezse
Cancer Control e prevtonand
T Heatn Fromotion

. Census Bureau An

US BRFSS CRC

screening rate”
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How to Get Involved

Nort a
Can

Planning ﬁ)r @

NORTH DAKOTA
COLORECTAL CANCER
ROUNDTABLE

Workgroups: Screening & Early Detection,
Treatment & Survivorship, HPV Taskforce

Learn more at:
https://www.ndcancercoalition.org/

> Click “Join Us” on upper right

Contact: ndcc@nd.gov

Workgroups: Provider Education & Public
Awareness

Learn more at:
http://www.ndhealth.gov/compcancer/can
cer-programs-and-projects/80-by-2018/

Contact: shannon.bacon@cancer.org;
jtran@nd.gov



https://www.ndcancercoalition.org/
mailto:ndcc@nd.gov
http://www.ndhealth.gov/compcancer/cancer-programs-and-projects/80-by-2018/
mailto:shannon.bacon@cancer.org
mailto:jtran@nd.gov

SRV pre b 2 I

Campaign Launch
* March 7, 2019

e 1-2pm CST Livestream

GETTING SCREENED FOR Broadcast
COLORECTAL CANCER SAVES LIVES.
LET’S REACH 80% * Learn more & register:
IN EVERY COMMUNITY. https://fightcolorectalcancer.or
St tan g/80ineverycommunity/

* Follow #80inEveryCommunity
on Twitter and Instagram

2019 l!TUIN 1A

IGH
L'I.'T
CANCEN



https://fightcolorectalcancer.org/80ineverycommunity/

YOU are helping to save lives in
North Dakota!
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