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Members
	

	Did not attend
	Vikas Batra, MD, FACP, FC – Sussex Pulmonary & Endocrine Consultants, PA

	Attended
	Heather Bittner-Fagan – Christiana Care Health System

	Attended
	Kathleen Connors-Juras – American Cancer Society

	Did not attend
	Vicky Cooke – Delaware Breast Cancer Coalition

	Attended
	Tiffany Edwards – Sussex County Health Coalition

	Did not attend
	Stephen Grubbs, MD – American Society of Clinical Oncology

	Attended-phone
	Nora Katurakes, RN, MSN, OCN – Christiana Care Health System 

	Attended
	Stephanie McClellan – Bayhealth Medical Center

	Attended
	Carolee Polek, RN, MSN, PhD – DE Diamond Chapter of the Oncology Nursing Society

	Attended
	Judith Ramirez – Beebe Hospital – Tunnell Cancer Center

	Attended-phone
	Albert Rizzo, MD FACP FCCP – Christiana Care Health System

	Attended
	Lisa Schirtzinger – Nanticoke Health Services

	Did not attend
	Robert Sikes, PhD. – University of Delaware

	Attended
	Sarah Toborowski – Quality Insights

	Attended
	Michael R. Zaragoza, MD, FACS – Delaware Prostate Cancer Coalition

	
	

	Staff

	

	Attended
	Heather Brown – Delaware Division of Public Health

	Attended
	Zeinab Baba – Delaware Division of Public Health

	Attended
	Rosemary Doughten – Delaware Division of Public Health

	Attended
	Melissa Keiper – Delaware Division of Public Health

	
	

	Public/Guests
	

	Attended
	Katy Connolly – Delaware Cancer Consortium Chair

	Attended-phone
	Darcy Burbage – Christiana Care Health System

	Attended
	Allison Shevock- AES Professional Services

	Attended
	Diana Ellison – Westside Family Healthcare

	Attended
	Melissa Ramos – Westside Family Healthcare

	Attended
	Jo Wardell – DE Quitline

	Attended
	Vikki Benson – Westside Family Healthcare

	
	


Welcome/Review/Approval of minutes



Review/Approval of Minutes
Dr. Heather Bittner-Fagan, filling in for Chair, Dr. Steve Grubbs, called the meeting to order at 10:10 am and took a vote on the April 9, 2018 minutes.  Ms. Tiffany Edwards motioned to approve the April 9 minutes as written, the move was seconded and all present approved.

HPV 5-year plan
Ms. Heather Brown provided an update on the HPV 5-year plan that was approved by the Delaware Cancer Consortium (DCC) Advisory Council earlier in the morning.  The plan includes heavy emphasis on education to providers and parents on the importance of HPV vaccination as cancer prevention instead of moving toward making the vaccine mandatory at this time.  This recommendation comes from the Immunization Program within the Division of Public Health (DPH) and Immunization Coalition of Delaware in that outcomes of other states making the vaccine mandatory have shown that this could drive rates down rather than up and the emphasis needs to be put on education to start.  Details will be worked out for quality improvements and collaboration with the partners including the Department of Insurance and Department of Education.

Analyzing Delaware Cancer Registry Industry Data to Guide Targeted Worksite Messaging Efforts
Dr. Allison Shevock presented findings of an evaluation conducted using Delaware Cancer Registry (DCR) data to help guide targeted worksite messaging in an effort to increase colorectal cancer (CRC) screening rates.  Delaware’s CRC screening rate ranks 12th highest in the nation based on 2016 data.  From 1999-2003 to 2009-2013, DE’s proportion of distant-stage CRC cases increased from 16.8% to 21.2%.  This shows there is need for continued outreach as there is still a high proportion of cases diagnosed after cancer has spread.  

Studies are showing that there is an increase in incidence rates for tumors of the rectum and colon in young adults in their 20s, 30s and 40s.  New screening guidelines from the American Cancer Society suggest screening to begin at age 45.

Two research questions were posed in the study:
1. How can previously unused industry data from the DCR assist the DCC and DPH in creating targeted worksite messages designed to increase CRC screening among vulnerable Delawareans?
2. What is the estimated cost of expanding Screening For Life (SFL) to cover Out of Pocket costs associated with diagnostic colonoscopies (including screening costs, co-pays, and bowel prep) for all underinsured Delawareans age 50+ who receive a positive FIT?
Looking at the industry data the sectors identified with the two highest percentages of Distant Stage Diagnosis were: 1) Agriculture, Forestry, Fishing and Hunting and 2) Educational Services.  Dr. Bittner-Fagan inquired what is next step and what do we do with the recommendations.  Ms. Brown advised that Ms. Katie Hughes, Director of the SFL Program, is working with the State Benefits Office and other organizations to reach people in the two sectors identified.  She also added that a more in depth overview of how this data is being used to inform programming could be shared at the next meeting in October.  Dr. Bittner-Fagan suggested looking at the cost analysis for Research Question 2 and possibly lobbying the DCC Advisory Council for approval to expand the guidelines of the program.  Ms. Brown stated that further discussion on this could also take place at the next meeting.  

Colorectal Cancer Data Presentation
Dr. Zeinab Baba provided an overview of CRC screening rates for time-period 1999-2016.  In 2016, 77% of Delawareans age 50 and older reported ever having had a sigmoidoscopy or colonoscopy compared to 70% nationwide.  In Delaware, from 2002-2016, the Colorectal Cancer screening rate prevalence increased 20% among Caucasians and African Americans.  In 2016, Delaware’s CRC screening prevalence rate for Caucasians was 6% higher than the U.S.  For African Americans, Delaware’s prevalence rate was 2% higher than the U.S.  

Delaware Colorectal Cancer (CRC) Screening Outcomes
· Delaware is a leader nationally in screening prevalence
· 2016 Delaware screening rates 12th highest in U.S.
· Delaware screening prevalence rates exceed U.S. rates
· The Delaware CRC screening racial disparity ELIMINATED
Colorectal Cancer Screening:  ACS Guidelines
Dr. Heather Bittner-Fagan presented new American Cancer Society (ACS) guidelines for Colorectal Cancer (CRC) screening.  ACS now recommends starting screening earlier at age 45.  Cancer incidence has gone up 51% in age 20-49 since 1994.  What is causing the increase in risk?  It is not known at this time, however a possibility is the environment as the change is too fast to be due to a genetic shift.  Candidate factors include:  increasing obesity, lower fiber, more processed foods, less NSAID and aspirin use, less exercise, more inactivity, life stress and unknown factors.  Ms. Edwards inquired as to what insurance companies will say or do with this recommendation.  Dr. Bittner-Fagan commented that although that is not known, the benefit-burden balance strongly favors changing the starting age from 50 to 45.  Dr. Bittner-Fagan asked if the SFL program should consider lowering the screening age to 45 for CRC screening.  Ms. Brown responded that this could also be a topic for discussion at the October meeting. 

Sharing Time
Dr. Heather Bittner-Fagan sat in on the DCC Advisory Council meeting and shared that there had been discussion about nurse navigators.  She asked the Early Detection & Prevention group to start thinking more creatively about reaching people who really need to be helped.  Ms. Nora Katurakas added that there are a lot of moving parts for nurse navigation, especially with lung cancer screening.  She added that most individuals must be referred and cannot come in for screening on their own and that it will take some time for the numbers to increase.  Dr. Bittner-Fagan added that it is hard to get the number of pack history on a patient’s electronic medical record (EMR).  Dr. Judith Ramirez added that Beebe Hospital, Tunnell Cancer Center is looking to grow their cessation program.  They are looking at an integrated health care system perspective and making an effort to engage the patient with meaningful conversation on steps that they can take themselves.  Dr. Albert Rizzo added there are hurdles of stigmas of lung cancer screening and that there is a downside as some patients end up going through additional procedures.  Ms. Jo Wardell from the Delaware Quitline advised that they do ask number of packs/year; however it is not in their contract to inform individuals about the lung cancer screening program.  Ms. Brown advised that she will circle back with what is required in order to have the lung cancer screening included in the Quitline contract so that a nurse navigator can call potentially eligible individuals.  

Public Comment
No items were discussed.

Adjournment
The meeting was adjourned at 11:30 am.




                           

Meeting documentation is available on the DCC website (www.healthydelaware.org) or by contacting Rosemary Doughten (Rosemary.Doughten@state.de.us or 302-744-1000).
Future Meeting (s)




Next Meeting(s): 
The Outlook at the Duncan Center, 500 West Loockerman Street, Dover, DE  19901
Monday, October 8, 2018 8:30 am – 10:00 am
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HPV Final Approved 5 year plan.pdf
GOAL 2: Provide human papillomaviruses (HPV) vaccine to girls, young women, boys, and young men ages 9-26.

OBJECTIVE 2A: Conduct a multi-pronged approach targeting parents and physicians about the importance of the HPV vaccine for cancer prevention.

Task/Actions Responsible Party [ Data Source Timeframe
Form partnership with the Department of Education (DOE) to collaborate on increasing education on the importance of HPV
vaccination for boys and girls. DPH and DOE MOU Year 1 and ongoing

Activity: Reached out to the DOE Nursing Director

Form partnership with the Department of Insurance (DOI) to collaborate with Insurance Providers to promote HPV Vaccinations to
their medical providers. DPH and DOI MOU Year 1 and ongoing
Activity: Reached out to DOI

Work with the State Innovation Committees to add the HPV vaccine discussion and distribution metrics to the provider scorecard Provid
) rovider )
statewide to measure change. DPH Year 1 and ongoing
. . scorecard
Activity: Reached out to members to determine status of scorecard

Provide training to medical providers on Quality Initiatives to increase providers knowledge on HPV vaccinations, communication
techniques and vaccination coverage information to promote succssful administration of HPV vaccinations. DPH Contract Year 1-2
Activity: Work is on-going, continuining since 2016

Provide training on the use of the Immunization Information System in order to view and reconcile coverage rate data in the
Immunization Information System for HPV vaccinations. DPH Contract Years 1-5
Activity: A Request for proposal (RFP) has been submitted to DHSS

Provide data entry services for providers to update their HPV vaccination data in the Immunization Information System to arrive at a
accurate coverage rate for HPV. DPH Contract Years 1-5
Activity: A Request for proposal (RFP) has been submitted to DHSS

Disseminate messages statewide using trackable media tactics to both parents and physicians on the importance of HPV vaccination DPH and
. an
for boys and girls ages 9-26. Evaluation Years 1-2

Activity: Work is on-going by Vendor Contractor
Conduct an evaluation of media tactics to determine the effectiveness, and refine as needed based on results. DPH Trackable Years 2-3
Activity: Awaiting end of advertising to conduct evaluation media
Provide workflow assessments to immunization providers to ensure correct recommendation of HPV at each office visit.
DPH Contract Year 2

Activity: Reach out to determine feasibility of the assessment






GOAL 2: Provide human papillomaviruses (HPV) vaccine to girls, young women, boys, and young men ages 9-26.

OBJECTIVE 2A: Conduct a multi-pronged approach targeting parents and physicians about the importance of the HPV vaccine for cancer prevention.

Task/Actions

Responsible Party [ Data Source Timeframe

Promote the HPV Vaccine is Cancer Prevention Champion Award program will serve to motivate clinicians to adopt effective
recommendation practices, and help educate clinicians on the individual- and practice-level changes that can improve HPV Trackable
vaccination rates. The program also serves reinforcement for parental audiences that HPV vaccination is an important part of cancer DPH website Year 2
prevention and a normal part of adolescent immunization. engagement
Activity: Promote campaign once CDC updates eligibility criteria on Web Site
Provide education opportunities to Dental community concerning HPV, to include screening, surveillance, and immunization.

. . . . DPH Contract Year 2
Activity: Research to determine educational needs of Dental community
Evaluate the provider scorecard to determine effectiveness. State Innovation Provider Year 5

Activity: Reached out to determine status of scorecard

Committee

scorecard
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CRC Study_EDP Presentation A Shevock.pdf
Two Novel Approaches to Increasing CRC Screening Prevalence:
1. Analyzing DCR Industry Data
to Create Targeted Worksite Messages
and

2. Estimating the Cost of Expanding SFL to Cover OOP Expenses
for Underinsured Delawareans 50+ Requiring Diagnostic Follow-Up

Delaware Cancer Consortium
ED&P Committee
July 9, 2018






CRC in Delaware

* 3 most-commonly diagnosed cancer in DE and the U.S.
* 8% of all cancer diagnoses

* 8% of all cancer deaths

* 2009-2013: 2,043 Delawareans diagnosed with CRC, 748 died from the disease

* Delaware’s 2009-2013 CRC incidence rate significantly lower than U.S.
* Delaware: 38.3 per 100,000
* US: 41.0 per 100,000

* Delaware’s 2009-2013 CRC mortality rate not significantly different from U.S.
* Delaware: 14.1 per 100,000
* US: 15.1 per 100,000

CRC Cases by Stage at Diagnosis:
Delaware and the U.S., 2009-2013

Stage at Diagnosis Delaware u.s.

Local 38.8% 39.6%
Regional 34.6% 34.3%
Distant 21.2% 20.4%
Unknown 5.4% 5.7%






CRC in Delaware

* CRC incidence and mortality rates especially low among females and African Americans in
Delaware

e 2009-2013 CRC Incidence (both comparisons reach statistical significance):

* Delaware females: 33.4 per 100,000
* US. females: 36.0 per 100,000
* Delaware African Americans: 40.6 per 100,000
* US. African Americans: 50.7 per 100,000

* 2009-2013 CRC Mortality (both comparisons reach statistical significance):

* Delaware females: 10.9 per 100,000
* US. females: 12.7 per 100,000
* Delaware African Americans: 15.1 per 100,000

* US. African Americans: 20.7 per 100,000





CRC in Delaware

* 1999-2003 to 2009-2013: DE’s rates of decline for CRC incidence and mortality decline faster than U.S.

* Delaware incidence: 33%
e US. incidence: 23%
* Delaware mortality: 33%
* US. mortality: 25%

2009-2013: DE ranks 37" (CRC incidence), 39" (CRC mortality)

Declines in CRC incidence and mortality especially pronounced among African Americans in DE

1999-2003 to 2009-2013: DE’s proportion of local stage diagnoses increased from 30% to 39%

DE’s CRC screening rate 13 highest in the nation (2016)

* 71.0% of Delawareans 50-75 have met the USPSTF recommendations
* Trails CA, CT, HI, ME, MA, MN, NH, NC, RI, UT, VT, & WI





Emerging CRC Trends

* From 1999-2003 to 2009-2013, DE’s proportion of distant-stage cases increased from 16.8% to
21.2%

* CRC screening prevalence correlated with age
* 61.5% of Delawareans age 50-59
* 74.7% of Delawareans age 60-69
* 82.4% of Delawareans age 70-75 meet USPSTF recommendations

* National trends: declines in U.S. CRC incidence rates confined to adults age 55+

* Incidence rates for tumors of the rectum and colon increasing among adults in their 20s, 30s,
and 40s

* New screening guidelines: begin screening at age 45

* Outreach efforts to younger adults may be beneficial in curbing rising CRC incidence rates
among those younger than 55





RQ1:

How can previously-unused industry data from the DCR assist DCC

and DPH in creating targeted worksite messages designed to

increase CRC screening among vulnerable Delawareans?






RQ1: Industry Data / Worksite Messaging

Impetus for RQ1:

Davis, A., Flynn, R., Fuller, T., Phillips, K., & Rainer, S. (2016) Examining Preventive Cancer
Screening Rates among Vulnerable Adults in New Hampshire. Concord: NH. New

Hampshire Comprehensive Cancer Collaboration.

* How to increase cancer screening rates among NH residents?
* Broad correlates of cancer screening prevalence not suitable for targeted messaging.

* NH BREFSS collected industry and occupation data from 2011-2016

* Focus on industry as a key social determinant of cancer screening prevalence





RQ1: Industry Data / Worksite Messaging

Impetus for RQ1:

Davis, A., Flynn, R., Fuller, T., Phillips, K., & Rainer, S. (2016) Examining Preventive Cancer
Screening Rates among Vulnerable Adults in New Hampshire. Concord: NH. New

Hampshire Comprehensive Cancer Collaboration.

* Accommodation and Food Services Industry less likely to be screened
* NHCCC selected the Restaurant and Food Service Subsector Industry as target
* Conducted 30 focus groups with restaurant owners

* Final product: infographic poster to be placed in high visibility area for employees





New Hampshire Study:

RQ1: Industry Data / Worksite Messaging

BRSS Data

Delaware Study:

Who hasn’t been
screened and what
industry do they work in?

Targeted Worksite
Messaging to Increase
Cancer Screening

DCR Data

Which industries have

high rates of late-stage
CRC diagnoses?

Targeted Worksite

Messaging to Increase

CRC Screening






RQ1: Industry Data / Worksite Messaging

NAACCR Guidelines for Industry / Occupation Data:

* Abstracted for all patients age 14+

* Data fields are text-based, up to 100 characters in length

* Industry: type of business, where patient was employed longest
* Occupation: type of job, where patient was employed longest

* Facility registrars abstract work history from medical records / death certificates

10





RQ1: Industry Data / Worksite Messaging

NAACCR Guidelines for Industry / Occupation Data:

* No standardized protocol for abstraction at facility-level

* Facility registrars encouraged to verify that a patient’s occupation matches his/her
industry

* Instructed to update if new, or more accurate, documentation is available

* Translation of text-based data into numerical-based coding systems should be carried
out by specially-trained personnel at the central registry level

11





RQ1: Industry Data / Worksite Messaging

Delaware CRC
Cases, 2004-2014

Demographic Variable Percentage
Sex
Male 2,540 52.2%
Female 2,322 47.8%
Race
White 3,948 81.2%
African American 818 16.8%
Other 96 2.0%
Age at Diagnosis
<50 482 9.9%
50-64 1,379 28.4%
65-74 1,260 25.9%
75-84 1,178 24.2%
85+ 563 11.6%
County
New Castle 2,613 53.7%
Kent 842 17.3%
Sussex 1,407 28.9%
Total 4,862 100%

Source: DCR, 2017






RQ1: Industry Data / Worksite Messaging

Diagnosis Year Local Regional Distant Unknown Total
2004 174 158 81 39 452
2005 209 172 78 33 492
2006 200 187 92 19 498
2007 194 155 91 36 476
2008 176 168 84 25 453
Delaware CRC 2009 182 130 85 32 429
Cases, 2004-2014 2010 155 170 98 22 445
2011 151 147 91 15 404
2012 150 128 83 24 385
2013 160 138 80 15 393
2014 174 156 86 19 435
Sex Local Regional Distant Unknown Total
Male 1,008 893 513 126 2,540
Female 917 816 436 153 2,322
Race Local Regional Distant Unknown Total
White 1,566 1,402 760 220 3,948
African American 317 279 173 49 818
Other 42 28 16 10 96
Age at Diagnosis Local Regional Distant Unknown Total
<50 188 178 100 16 482
50-64 559 462 311 47 1,379
65-74 516 466 228 50 1,260
75-84 463 435 214 66 1,178
85+ 199 168 96 100 563
County Local Regional Distant Unknown Total
NCC 1,037 917 518 141 2,613
Kent 338 301 158 45 842
Sussex 550 491 273 93 1,407
Local Regional Distant Unknown Total Source: DCR, 2017
Total 1,925 1,709 949 279 4,862






RQ1: Industry Data / Worksite Messaging

Diagnosis Year Local Regional Distant Unknown Total
2004 38.5% 35.0% 17.9% 8.6% 100.0%
2005 42.5% 35.0% 15.9% 6.7% 100.0%
2006 40.2% 37.6% 18.5% 3.8% 100.0%
2007 40.8% 32.6% 19.1% 7.6% 100.0%
Delaware CRC 2008 38.9% 37.1% 18.5% 5.5% 100.0%
2009 42.4% 30.3% 19.8% 7.5% 100.0%
Cases, 2004-2014 2010 34.8% 38.2% 22.0% 4.9% 100.0%
2011 37.4% 36.4% 22.5% 3.7% 100.0%
2012 39.0% 33.2% 21.6% 6.2% 100.0%
2013 40.7% 35.1% 20.4% 3.8% 100.0%
2014 40.0% 35.9% 19.8% 4.4% 100.0%

Sex Local Regional Distant Unknown Total
Male 39.7% 35.2% 20.2% 5.0% 100.0%
Female 39.5% 35.1% 18.8% 6.6% 100.0%

Race Local Regional Distant Unknown Total
White 39.7% 35.5% 19.3% 5.6% 100.0%
African American 38.8% 34.1% 21.1% 6.0% 100.0%
Other 43.8% 29.2% 16.7% 10.4% 100.0%

Age at Diagnosis Local Regional Distant Unknown Total
<50 39.0% 36.9% 20.7% 3.3% 100.0%
50-64 40.5% 33.5% 22.6% 3.4% 100.0%
65-74 41.0% 37.0% 18.1% 4.0% 100.0%
75-84 39.3% 36.9% 18.2% 5.6% 100.0%
85+ 35.3% 29.8% 17.1% 17.8% 100.0%

County Local Regional Distant Unknown Total
NCC 39.7% 35.1% 19.8% 5.4% 100.0%
Kent 40.1% 35.7% 18.8% 5.3% 100.0%
Sussex 39.1% 34.9% 19.4% 6.6% 100.0%

Local Regional Distant Unknown Total Source: DCR, 2017

Total 39.6% 35.2% 19.5% 5.7% 100.0%





RQ1: Industry Data / Worksite Messaging

NAICS: North American Industry Classification System

* Standard industry classification system

* Groups establishments into industries based on similar production processes
* Covers all economic activities

* Used in the U.S., Canada, and Mexico

* Federal agencies use NAICS to provide uniformity and comparability in the

presentation of economic data
* BRESS and Census Bureau collect, analyze, publish NAICS data

* Six-digit hierarchical coding system

15





RQ1: Industry Data / Worksite Messaging

NAICS Coding Hierarchy for Pumpkin Farming Industry

Coding Level
11 Agticulture, Forestry, Fishing, and Hunting < :
1 Crop Production

Industry Group 1112 Vegetable and Melon Farming

NAICS Industry 11121 Vegetable and Melon Farming

National Industry 111219 Other Vegetable (except Potato) and Melon Farming

NAICS Sector Classifications, 2017

Agriculture, Forestry, Fishing and Hunting
21 Mining, Quatrying, and Oil and Gas Extraction
22 Utilities
23 Construction
31-33 Manufacturing
42 Wholesale Trade
LV I Retail Trade
LR Pl Transportation and Warehousing

51 Information
5
53 Real Estate and Rental and Leasing

54 Professional, Scientific, and Technical Services

[\

Finance and Insurance

55 Management of Companies and Enterprises

56 Administrative and Support and Waste Management and Remediation Services
61 Educational Services

62 Health Care and Social Assistance

71 Arts, Entertainment, and Recreation

7
81 Other Services (except Public Administration)
92 Public Administration

[\

Accommodation and Food Services





17
RQ1: Industry Data / Worksite Messaging

NAICS Coding Methodology:

* General industry data (e.g,, “farming” or “doctor’s office”): assigned to NAICS sector most closely
aligned with industry input data

* Specific business name (e.g; “’DuPont” or “JC Penney”): SICCODE.com (searchable directory of
NAICS codes)

* Worked inside and outside the home: NAICS sector assigned using the industry for the longest held
job outside the home

* Industry data missing, but occupation data available (industry=unknown, occupation=school
teacher): cases assigned to most congruent NAICS sector

* Industry data “retired”, but occupation data available: cases assigned to most congruent NAICS
sector





RQ1: Industry Data / Worksite Messaging

NAICS Coding Methodology:

* “Non-Paid”: industry data indicated patient did not work at time of dx (housewife/homemaker,
student, inmate, disabled, or otherwise non-employed)

* “Retired”: industry data indicated patient was retired at time of dx, and no other occupational
data were available for NAICS assignment

* “Unable to be Determined”: insufficient or unclear industry / occupation data (e.g., self-
employed)

* “Unknown”: industry and occupation variables both entered as unknown

18





RQ1: Industry Data / Worksite Messaging

Analysis Flowchart

N=5,067 CRC Cases Dlagnosed In DE, 2004-2014

/

l

N=205 in situ cases N=4,862 invasive CRC cases
excluded from analyses retained for analyses

ﬂ

N=2,455 CRC cases successfully
assigned to NAICS sectors

l

Analysis of Stage at Diagnosis
by NAICS industry sector

I

Recommendations for DCR /
CCCP Qutreach Strategles

I

N=2,407 CRC cases unable to be
asslgned to NAICS sectors:

*  Non-Paid (N=405)

*  Retired (N=406)

*  Unable to Be Determined (N=179)
*  Unknown [N=1,417)

19





RQ1: Industry Data / Worksite Messaging

Delaware CRC Cases, 2004-2014, by NAICS Sector and Stage at Diagnosis

Stage at Diagnosis

NAICS Sector Number Percent ' .
of Cases | of Cases Local Regional | Distant Unknown Total
s 11 Agriculture, Forestry, Fishing and Hunting 43 0.9% 18.6% 41.9% A 34.9% h 4.7% 100.0%
Educational Services 191 3.9% 26.7% 38.7% \I 30.9% |, 3.7% 100.0%
n dcion 41 0.8% 29.3% 34.1% 7.3% 100.0%
23 Construction 217 4.5% 31.8% 35.9% 28.1% 4.1% 100.0%
56 Admin. and Support and Waste Management and Remediation Services 89 1.8% 30.3% 36.0% 28.1% 5.6% 100.0%
72 Accommodation and Food Services 84 1.7% 28.6% 34.5% 27.4% 9.5% 100.0%
44-45 | Retail Trade 207 4.3% 30.4% 35.7% 26.6% 7.2% 100.0%
81 Other Services (except Public Administration) 140 2.9% 34.3% 32.9% 26.4% 6.4% 100.0%
71 Arts, Entertainment, and Recreation 40 0.8% 17.5% 45.0% 25.0% 12.5% 100.0%
31-33 | Manufacturing 368 7.6% 36.1% 34.5% 24.2% 5.2% 100.0%
53 Real Estate and Rental and Leasing 35 0.7% 28.6% 40.0% 22.9% 8.6% 100.0%
92 Public Administration 255 5.2% 34.1% 37.3% 22.4% 6.3% 100.0%
62 Health Care and Social Assistance 257 5.3% 36.6% 35.4% 22.2% 5.8% 100.0%
52 Finance and Insurance 147 3.0% 36.1% 36.7% 21.1% 6.1% 100.0%
54 Professional, Scientific, and Technical Services 96 2.0% 44.8% 31.3% 17.7% 6.3% 100.0%
48-49 | Transportation and Warehousing 149 3.1% 35.6% 42.3% 16.1% 6.0% 100.0%
42 Wholesale Trade 69 1.4% 46.4% 34.8% 14.5% 4.3% 100.0%
22 Utilities 22 0.5% 54.5% 31.8% 9.1% 4.5% 100.0%
21 Mining, Quarrying, and Oil and Gas Extraction 3 0.1% - - - - -
55 Management of Companies and Enterprises 2 0.0% - - - - -
Non-Paid 405 8.3% 34.3% 35.3% 22.7% 7.7% 100.0%
Retired 406 8.4% 45.8% 35.0% 16.7% 2.5% 100.0%
Unable to Be Determined 179 3.7% 37.4% 39.7% 19.0% 3.9% 100.0%
Unknown 1,417 29.1% 49.6% 32.8% 11.5% 6.1% 100.0%
Total 4,862 | 100.0% 39.6% 35.2% 19.5% 5.7% 100.0%

20





RQ1: Industry Data / Worksite Messaging

NAICS Sector Distribution for the Civilian Employed Population Age 16+

2011-2015, U.S. vs. Delaware

NAICS Sector

Delaware

Agriculture, forestry, fishing and hunting 1,965,530 1.3% 4,235 1.0%
Educational services 13,607,206 9.3% 41,619 9.6%
Mining, quarrying, and oil and gas extraction 886,872 0.6% 210 0.0%
Utilities 1,240,279 0.9% 3,566 0.8%
Construction 9,027,391 6.2% 25,908 6.0%
Manufacturing 15,171,260 10.4% 39,404 9.1%
Wholesale trade 3,968,627 2.7% 8,176 1.9%
Retail trade 16,835,942 11.6% 53,233 12.3%
Transportation and warehousing 5,985,784 4.1% 16,839 3.9%
Information 3,094,143 2.1% 7,166 1.7%
Finance and insurance 6,828,010 4.7% 34,790 8.0%
Real estate and rental and leasing 2,750,165 1.9% 7,214 1.7%
Professional, scientific, and technical services 9,741,705 6.7% 25,184 5.8%
Management of companies and enterprises 116,291 0.1% 378 0.1%
Administrative and support and waste management services 6,216,506 4.3% 17,769 4.1%
Health care and social assistance 20,131,920 13.8% 64,857 15.0%
Arts, entertainment, and recreation 3,147,080 2.2% 9,585 2.2%
Accommodation and food services 10,837,877 7.4% 29,690 6.8%
Other services, except public administration 7,198,201 4.9% 19,310 4.5%
Public administration 6,996,990 4.8% 24,683 5.7%
Civilian Employed Population Age 16+ | 145,747,779 433,816

Source: U.S. Census Bureau, 2011-2015, American Community Survey, 5-Year Estimates
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RQ1: Industry Data / Worksite Messaging

NAICS Sector Demographics for the Civilian Employed Population Age 16+
2011-2015, U.S. vs. Delaware

NAICS Sector New Castle Kent Sussex Delaware

Total (M+F)

% of Total Civilian Pop
A‘grlsulture, ForesFry, Male (N)
Fishing, and Hunting
(AFFH) Male (00)
Female (N)
Female (%)

Total (M+F)

% of Total Civilian Pop
Male (N)
Male (%)

Educational Services

Female (N)

Female

Source: U.S. Census Bureau, 2011-2015, American Community Survey, 5-Year Estimates






RQ2:

What is the estimated cost of expanding SFL to cover OOP costs

associated with diagnostic colonoscopies (including screening

costs, co-pays, and bowel prep) for all underinsured Delawareans

age 50+ who receive a positive FIT?

screeni}%%l .i fe
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RQ2: Expanding SFL / OOP Expenses for Diagnostic Colonoscopies “’ee"fﬁﬁli fe

* Underinsured: having insurance but living in a household that spends a high share of
annual income on medical care

* Significant increases in personal cost-sharing is a major deterrent to seeking medical care

* Underinsured may be hesitant to comply with screening recommendations if health
insurance covers cost of screening, but no diagnostic follow-up

* Example: insurance covers cost of FIT but no diagnostic colonoscopy (if needed)

*  OOP Expenses: bowel prep medication, specialist co-pay, screening cost (as a proxy for

deductible)





RQ2: Expanding SFL / OOP Expenses for Diagnostic Colonoscopies

Cost Component Estimates:
A. Current Size of Delaware’s age 50+ population:
Estimated % Underinsured:
Delaware’s CRC Screening Non-Compliance Rate:
. National Participation FIT:
Estimated % positive FIT:
Fair Market Price, Colonoscopy + Biopsy in DE:

. National Average Specialist Co-Pay:

. Average Cost Bowel Prep:

360,710
10%
23%
61.5%

4 - 8%
$2,341
$30 - $50

$100.41

screenirggl 'i fe

Equation A

Equation B
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RQ2: Expanding SFL / OOP Expenses for Diagnostic Colonoscopies Scree"iﬁﬁli fe

Cost Estimate Equations: Equation A (two scenarios)

Equation Part A:
d Estimated number of underinsured Delawareans age 50

and older who would receive a positive FIT test

(A) x (B) x (C) x (D) x (E)
Scenario 1: (360,710) x (0.10) x (0.23) x (0.615) x (0.04) N =204
Scenario 2: (360,710) x (0.10) x (0.23) x (0.615) x (0.08) N =408

We estimate 204-408 underinsured Delawareans age 50+ would
recetve a positive FIT and require a diagnostic colonoscopy.
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RQ2: Expanding SFL / OOP Expenses for Diagnostic Colonoscopies “’ee"fﬁﬁli fe

Cost Estimate Equations:

Equation B (two scenarios)

Equation Part B:

(Result from Part A) x (F + G + H)

Cost estimate to expand SFL to cover all out-of-pocket
costs for a diagnostic colonoscopy for all underinsured
Delawareans age 50 and older who receive positive FIT
test

204 x ($2,341.00 + $50.00 + $100.40)

$508,245.60

408 x ($2,341.00 + $50.00 + $100.40)

$1,016,491.20

We estimate the cost of covering all OOP expenses for diagnostic

colonoscopies to range from $508,245.60 - $1,016,491.20.
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RQ1: Recommendations

AFFH Industry

* Heavily male (75.8%)

* Emphasis on Kent and Sussex Counties

* Migrant / Hispanic workers

* Higher rates of uninsured status

* CRC screening opportunities through SFL

* Screening messages match general reading level / primary language of target population

* Evidence-based messaging strategies for increased screening compliance among males






RQ1: Recommendations

Educational Services Industry

* Public, Charter, Private schools; post-secondary institutions (DSU, DTCC, UD)
* Heavily female (66.6%0)

* Emphasis on New Castle County

* Capitalize on existing organizational structure of educational system

* State Employees Health Benefits plan (promote screening options through existing health
coverage, surveillance efforts to monitor upticks in screening compliance

* BEvidence-based messaging strategies for increased screening compliance among females
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screening

RQ2: Recommendations for

life

Focus on facilitating timely follow-up within a niche subpopulations

* Underinsured Delawareans who receive a positive FIT and require a diagnostic colonoscopy

Estimated cost: $508,245.60 - $1,016,491.20

Upfront cost to expand SFL program, but potential for eventual cost-savings is substantial

Average per-patient cost for treating CRC through Medicare is $63,063 (Chen et al., 2017)

Prevent eventual DCTP costs by preventing CRC through polyp removal and earlier-stage
diagnoses
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END
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Prevalence of Adults Ages 50 and Older Who Have Ever Had A
Sigmoidoscopy/Colonoscopy, U.S. vs DE, 1999-2016
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Prevalence of Adults Ages 50 and Older Who Have Ever Had A
Sigmoidoscopy/Colonoscopy, DE by Race, 2002-2016
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Prevalence of Adults Ages 50 and Older Who Have Ever Had A
Sigmoidoscopy/Colonoscopy, U.S. vs DE by Race, 2004-2016
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Colorectal Cancer

Facts & Figures 2017-2019

Colorectal Cancer Sereening” (%), in Adults 50 Years and Older, 2014

- L

“A fecal oooult blood test within the past year, or sgmoidosoogy within the past five years or colonoscopy withén the past 10 years.
maote: The colorectad cancer scresning prevalence estimaies do not distinguish between examinations for screening and dizgnosis.

Sowrce: Centers for Disease Cantrol and Prevention. Behavioral Risk Factor Sureeillance System, 2014, Public use data file.






DE CRC SCREENING OUTCOMES

*» DE is a leader nationally in screening prevalence
¢ 2016 DE screening rates 12" highest in US
¢ DE screening prevalence rates exceed US rates

*» The DE CRC screening racial disparity ELIMINATED
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