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Project Objectives

» To understand the opportunities and
challenges faced by Federally Qualified
Health Centers related to implementing:

» Tobacco assessment and cessation assistance

» Low-dose computed tomography (LDCT) for
lung cancer screening



Research Questions

» \What is the burden of tobacco on FQHCs?

» \What resources do FQHCs have for tobacco
cessation assistance?

» What cessation advice and assistance practices are
used?

» Do FQHCs have the ability to identify and approach
eligible patients for lung cancer screening with LDCT?

» What's the current state of lung cancer screening with
LDCT in FQHCs?



Work Completed to Date

* Secondary analysis of Uniform Data Set of all
FQHC:s. Publication
* August — October 2016 conducted a survey of
national sample of FQHC:s.
* 299 sampled; 258 invited, 112 complete
(43%)

* 1 manuscript published
* 1 manuscript under review
* Addressing Tobacco Cessation at
Federally Qualified Health Centers
(FQHCs): Current Practices &
Resources
» Papers presented at ASPO March 2017,
American Thoracic Society May 2017, CDC
Cancer Conference August 2017.
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Work Completed to Date

Tobacco & Lung Cancer Screening
In Federally Qualified Health Centers

Results from a National Survey of Federally Qualified Hedlth Centers

» Disseminated a data brief to all those
invited to participate in the survey
and to other CPCRN partners.
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Key Findings: Tobacco Assessment & Assistance

Top Barriers to Providing Cessation Assistance
- Patients lack insurance coverage (36%)
- Limited transportation to programs (28%)
- Coverage of services varies by insurance type (26%)

- Non-English speaking patients are more difficult to
refer to programs (24%)



Key Findings: Tobacco Assessment & Assistance

Resources available that
meet patient needs

Across the 3 groups, no
differences:
» perceived barriers
 EHR best practice alerts

2 or more resources more likely to
» Rate smoking data as very
accurate (67% vs. 61% vs.
94%)
» Use smoking data for
population based outreach
(39% vs 24% vs 8%)




Key Findings: Lung Cancer Screening

Resources to Support LDCT
n (% yes)

Total

Yes
LDCT
(n = 47)

\ [o)
LDCT
(n=42)

Don't
Know
(n=21)

p’

LDCT screening center within
30 miles

45 (40.9)

28 (59.6)

12 (28.6)

EHR lung cancer screening best
practice alert

6 (5.5)

3 (6.4)

3(7.1)

Routinely document pack-year
smoking history

59 (53.6)

25 (53.2)

21 (50.0)

Pack-year smoking history
accuracys?

Very accurate

17 (28.8)

7 (28.0)

5 (23.8)

Somewhat

30 (50.8)

12 (48.0)

13 (61.9)

Not at all accurate

4 (6.8)

3 (12.0)

0 (0.0)

Don’t know

8 (13.6)

3 (12.0)

3 (14.3)




Key Findings: Lung Cancer Screening

No LDCT
or
Don’t
Know
(n=63)

Barriers to Offering LDCT
Screening, n, (% yes)

Lack of insurance coverage

79 (71.8)

33 (70.2)

46 (73.0)

Prior authorization by health
insurance is required

64 (58.2)

27 (57.4)

37 (58.7)

Transportation challenges for
patients

60 (54.5)

28 (59.6)

32 (50.8)

Difficult to refer certain patient
populations

43 (39.1)

17 (36.2)

26 (41.3)

Coverage denials received

33 (30.0)

18 (38.3)

15 (23.8)

Services for Non-English speaking
patients are limited or unavailable

32 (29.1)

11 (23.4)

21 (33.3)

Other

21 (19.1)

6 (12.8)

15 (23.8)

We do not have any barriers to
offering LDCT

7 (6.4)

3 (6.4)

4 (6.3)




Key Findings: Lung Cancer Screening

No LDCT or
Don’t Know
(n=63)

LDCT Screening Perceptions?, n, (% Agree or
Strongly Agree)

Evidence from randomized trials show that lung
cancer screening with LDCT scans prevents lung 33 (53.2)
cancer deaths.

The benefits of lung cancer screening with LDCT

outweigh the potential harms.

We need to provide lung cancer screening to be a
leader in cancer prevention.

Our clinical site has adequate access to specialty
providers to appropriately manage abnormal findings 27 (43.5)
on lung cancer screening tests.

Under-insured patients are less likely to be referred
for lung cancer screening with LDCT.

23 (37.1)

29 (46.8)

33 (53.2)

Available clinical evidence about lung cancer
screening will be applicable to our patient population.
Lung cancer is an important clinical concern for our
patient population.

Out-of-pocket costs for follow-up procedures of
suspicious screening findings will be a significant 44 (71.0)
financial burden for our patients.

49 (79.0)

50 (80.6)
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Exploring possible 3™ paper

Half of the 112 survey participants represented a rural FQHC setting.

Compare rural vs. urban setting
1. tobacco assessment & documentation practices

2. tobacco cessation resources
3. barriers / facilitators to provision of tobacco cessation assistance

4. lung cancer screening activities

Looking for others to join this effort —



Qualitative Study

Conduct a deep dive with FQHCs to better understand
those that are more successful in providing cessation
assistance vs. those less successful.

» What are the processes; resources. characteristics
of the FQHCs with multiple cessation resources
that meet patient needs?

» Explore opportunities for linkage to resources
outside clinic (e.g. quitline and eReferrals)

CWRU has an approved IRB protocol for
data collection.

Looking for partners to refine approach,
scope of work and timeline.



