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21 YEARS AGO, THE ACS AND CDC PR
ESTABLISHED THE NATIONAL ) 1o i

COLORECTAL CANCER ROUNDTABLE N ancer
(N CC RT) .- ROUNDTABLE

The 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.




NATIONAL COLORECTAL CANCER ROUNDTABLE
(NCCRT)

- TODAY—It Is a 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
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Roundtables Have Become an ACS Cancer
Control Strategy

National Colorectal Cancer Roundtable

National HPV Vaccination Roundtable

National Lung Cancer Roundtable

National Smoking and Behavioral Health Initiative
National Navigation Roundtable

National Survivorship, Patient and Caregiver Support
Roundtable



NCCRT & NHPVRT Have Web Pages to House
Important Information & Resources
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Colorectal Cancer Roundtable, an
organization dedicated to engaging
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effort to promote colorectal cancer prevention and

LEARN MORE ABOUT US

This webinar introduced the new
NCCRT Colorectal Cancer
Sereening Best Practices
Handbook for Health Plans.

This resource provides interactive
data visualizations of official federal
statistics on cancer incidence and
deaths.

EXTERNAL PARTNER

The National HPV Vaccination
Roundtable

The National HPV Vaccination Roundtable, established by the American Cancer Society
(ACS) and the Centers for Disease Control and Prevention (CDC) in 2014, is a national
coalition of public organizations, private organizations, voluntary organizations, and invited
individuals dedicated to reducing the incidence of and mortality from HPV-associated
cancer in the U.S., through coordinated leadership and strategic planning.
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Steps for Increasing . HPV Vaccination Initiative Contact
HPV Vaccination
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Map

The HPV Vaccination Initiative Contact Map provides contact information
for various HPV vaccination initiatives. This map provides a visual display
of U.S. HPV vaccination uptake initiatives/interventions that is public and
searchable by state and organization and project type.

in Practice
An Action Guide to Implement Evidence-based Strategies for Clinicians™

*Indudes pediatricians, family physicians, general internists, obstetrician-
Yogs diioness, physickn #dstants, nurses. fedkcal
assistants, and thelr office managers
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National Lung Cancer Roundtable (NLCRT)

 Established in late 2016, with a 3 year $1.5 million grant
from AstraZeneca, and in-kind ACS support

 |[n a multi-organization advocacy effort to influence CMS to
cover lung cancer screening for Medicare beneficiaries,
ACS committed to establishing the NLCRT to unite key
organizations to work together to insure high quality at
every step of the lung cancer screening process
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FROM THE CMS COVERAGE
DECISION ...

CMS strongly encourages eligible facilities to implement
the necessary components of a high quality LDCT lung
cancer screening program as recommended by multi-

society stakeholders. In addition, we support the
development of a multi-society, multi-
disciplinary governance body to continue to
refine and optimize screening practices over
time. CMS would gladly participate.”



A Few Words About Roundtables




Roundtable Principles

A Roundtable acts as a catalyst to stimulate work on key
Issues.

 The work of a Roundtable is guided by its strategic plan, with
direction and input from an active Steering Committee, and
conducted by area-specific Task Groups.

A fundamental premise of a Roundtable is that collective
action among the member organizations will be more
successful in reducing the burden of disease, and reducing
that burden faster, than if we worked alone.



NCCRT Strategic Plan (2002)
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Promoting Early Detection Tests for Colorectal

Carcinoma and Adenomatous Polyps

A Framework for Action: The Strategic Plan of the National Colorectal

Cancer Roundtable
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chair), Dawd Afkins, M.D, MPH., John Bond,
M.D., Gail Harris, Jeff Kang, M.D., M.P.H., Suzanne

Landis, MD., David Lisberman, M.D., Margarat
Mandeison, Ph.D., David Ransohoff, M.D., Howsrd
Richman, Esq., Patricia Saber, M.D., Joe Selby,
M.D., Cary Sennett, Ph.D., Jan Towers, Ph.D.

NP.C.. CRNP, and Danial Walfson, MHSA. Provider

caion Workgroup: David Rothenberger, M.D.
(co-chair), Richard Wender, M.D. (co-chair), Greg
Cooper, MD. ith Dempster, DN.Sc., FNP.,
Marion Nadel. Ph.D., Albert Psfitz. M.D., David
Ranschoff, M.D., Douglas Rex, M.D_, FACG, Frank
Scholz, M.D., Vick Seltzer, M.D., Douglas Wolf,
M.D., FACG, Herbert Young, M.D., MA_, and Jane
Zapks, Sc.D. Public Education Workgroup: Paul
Schroy, 8, M.D. {co-chair), Salty Vernca, Ph.D.
{co-chair), Carolyn Beeker, Ph.D., Ofis Brawley,
M.D., Tim Byers, M.D., M.P H., Deborah Piks, Rob-
ert Hiatt, M.D., Ph.D., Suzanne Rosenthal, Robert
Sandier, M.D., MP.H,, Stanley Stein, M.D., Ste-
phen Taplin, PH., Susan True, M.Ed., and
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ups developed summary reports regarding professtonal education, public
education and awareness, and health policy. A drafting committee developed the
lan from workgroup reports, which was reviewed by the entire

endy approved 1n final form.

The following sre National Colorsctal Cancer
Member o ecisciakion o
State and Terrtonial Health Promotion and Public
Health Educators, Agency for Healthcare Research
and Quality, Aliance of Commaunity Health Plans,
American Academy of Family Physicians, Ameri-
can Association of Health Plans, American Cancer
Society, American College of Gastreenterology,
American College of Obstetrics and Gynecology,
American College of Physicians-American Socisty
of Internal Medicine, American College of Preven-
tive Medicine, American College of Radiology,
American Gastroenterological Association, Ameri-
can Medical Asscciation, American Medical Wom-
en’s Associaion, American Society for Gastroin-
tesbinal Endoscopy, American Society of Colon and
Rectal Surgeons, Association of State and -Terri-
torial Chronic Dissase Program Directors, Boston
Medical Center, Cancer Research Foundation of
America, Centers for Disease Control and Preven-
tion, Center for Medicars and Medicaid Services
Coliaborative Group of the Americas on Inherited

* “To increase CRC screening rates,
the issues of patient and
physician barriers to screening,
lack of universal coverage, lack of
Incentives to motivate
adherence, and expanded
infrastructure must be
addressed.”

Cancer 2002;95:1618-28



NLCRT Governance

Steering Committee (12 members)
Bylaws Committee and Membership Committee (in progress)

INITIAL NLCRT Task Groups

Triage for
Appropriate
Treatment

Primary Care Shared Decision-

Provider Education Making

Lung Cancer
Screening Program
Implementation

Tobacco

Cessation




Roundtable Principles (2)

* A core principle of the NCCRT is that it will not duplicate or
take on roles of member organizations, but rather will
enhance those roles, and fulfill roles that would otherwise go
undone.

 Together members share information, identify needs and
opportunities, and address gaps in research, programs,
activities, and services.

 The strength of these partnerships, united in mission,
enhances the work of each member and thus effectively
furthers our collective cause.



Core Roundtable Operating Principles

Don’ts Do’s
* Duplicate member organization <+ Serve as a Forum
roles * Provide the “Big Tent”
‘ Comp.ete.with member e Challenge the membership to be
organizations participatory, and to regard the
* Take on positions or projects NLCRT as a “go to” organization
that are in conflict with « |dentify unmet needs (GAPS)

member organizations . .
5  Stimulate collaborations to

address those needs

e Support projects best conducted
independently



National Lung Cancer Roundtable (NLCRT)

* Includes the important, national organizations and experts
focused on lung cancer screening, tobacco treatment, nodule
management, therapy, and survivorship.....this membership
will grow over time

 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

14



Lung Cancer Screening & Follow-up is a Cascade of

Events
* A target population :
e Referring MD’s Smoking
, , Cessation for
— (information & referral) ‘ Current
* The Screening Test Smokers

— High quality image :

— High quality interpretation

— High quality evaluation of positive results

— Management of patients in surveillance for small
pulmonary nodules

* Triage to Appropriate Diagnosis and Therapy



INITIAL NLCRT Task Groups

Triage for
Appropriate
Treatment

Primary Care Shared Decision-

Provider Education Making

Lung Cancer
Screening Program
Implementation

Tobacco

Cessation

* Three new Task Groups will be added in 2018

 Task Groups can generate “subgroups”

e Task Groups can stimulate Workshops to address specific issues
* These Workshops commonly generate published manuscripts



» EXIsting roundtable tools can easily be adapted to
lung cancer

* New tools will be developed

o/ 0 !
80%5018 b £ 2972018 W
)

Insurers
working together to save i\

80% 80% SEIGHTYBY2018
Primary Care Physicia .
§ > :‘ 4 = -
g / & Un N

EYRSeREEE S8%F0

Ic-\merican

ancer

‘Z Society®
.




A Toolkit to Increase Screening Rates in Your
Practice

* This 8 page guide introduces clinicians
and staff to concepts and tools NS T reats Prevaritida
provided iNn the full Toolkit Screening Rates in Practice:

An Action Plan for implementing the
Primary Care Clinidan’s* Evidence 8ased
Toolbox and Guide

e Contains links to the full Toolkit, tools
and resources

Thakalng Pasiy iy, Chelmdn

L N\ "y ..u\-o‘.:—q: -

* Not colorectal-specific; practical,
action-oriented assistance that can be
used in the office to improve screening
rates for multiple cancer sites
(colorectal, breast and cervical)

Available at http://nccrt.org/about/provider-education/crc-clinician-guide/



Workshops

Review Article

Understanding the Contribution of Family History to
Colorectal Cancer Risk and Its Clinical Implications:
A State-of-the-Science Review

Jan T. Lowery. PhD, MPH'; Dennis J. Ahnen. MD?, Paul C. Schroy Ill, MD, MPH®; Heather Hampel, MS, LGC*;
Nancy Baxter, MD®; C. Richard Boland, MD®; Randall W. Burt, MD”; Lynn Butterly, MD® Megan Doerr, MS, LGC%;
Mary Doroshenk'®; W. Gragory Feero, MD, PhD"; Nora Henrikson, PhD, MPH™; Uri Ladabaum, MD, MS';
David Lieberman, MDY; Elizabeth G. McFarland, MD®; Susan K. Peterson, PhD, MPH'®; Martha Raymond. MA, CPN'7;
N. Jewel Samadder, MD. MSc™; Sapna Syngal. MD. MPH; Thomas K. Weber, MD; Ann G. Zauber. PhD?'; and
Robert Smith, PhD**

Persons with a family history (FH) of colorectal cancer (CRC) or adenomas that are not due to known hereditary syndromes have an
increased risk for CRC. An understanding of these risks, screening recommendations, and sereening behaviors can inform strategies
for reducing the CRC burden in these families. A comprehensive review of the literature published within the past 10 yesrs has been
performed to assess what is known about cancer risk ing guidelines, adherence and barrirs to screening, and effective inter-
vertions in persons with an FH of CRC and to identify FH tools used toidentify these individusls and inform eare. Existing data show
that having | sffected first-degree relative (FDR) inerasses the CRC risk 2-fokd, and the risk increases with mutiple sffected FDRs
and & younger age at disgnosis. There is variabiity in screening recommendstions across consensus guidelings. Screening adherence
is <S0% and & lower in persons wder the age of 50 years. A provider's recommendation, multiple affected relatives, and family
encourement fociitate screening insuffisent collection of FH, low knowledge of guideSines, and poor famiy communication are im-
portant barriers. Effective i strategies for barriers, but these have not been brosdly tested in
clinical settings. Four strategies for reducing CRC in persors with famiial risk are suggested: 1) improving the collection and
wtifization of the FH of cancer, 2) establishing a consensus for screening guidelines by FH, 3) enhancng provider-patient knowledge
of guideiines and communication about CRC risk. and 4) encouraging survivors to promote screening within their famiies and
Partnering with existing screening programs to expand their reach to high-risk groups. Cancer 2016;122:2633-45. & 2016 American
Cancer Society.

KEYWORDS: colorectsl cancer, family history, interventions, risk, screening adherence.

INTRODUCTION
Colorearal cancer (CRC) remains acommon yet prevenmble discass: it is the fourth most frequendy diagnosed cancer in
the United Sates and the second most common cause of cancer death.” More than 130,000 Americans will be diagnosed

CA CANGER ) CLIN 2013;63:221-731

Strategies for Expanding Colorectal Cancer Screening
at Community Health Centers

Mona Sarfaty, MD, MPH'*; Mary Doroshenk, MA?; James Hotz, MD™; Durado Brooks, MD, MPH®; Se-szyasm uo MPH, FAAFP”;
Terry C. Davis, PhD®; Djenaba Joseph, MD, MPH; oamsmuo' Donald L. Weaver, MD'
Michael B. Potter, MD'%; Richard Wender, MD'*

Community health centers are uniquely positioned to address in cancer (CRC) screening as they have
addressed other disparitios. In 2012, the federal Health and Services i ion, which is the funding agency for
the health center program, added a requirement that heaith centers report CRC screening rates as a standard performance
measure. These annually reported, publically available data are a major strategic opportunity to improve screening rates for
CRC. The Patient Protection and Affordable Care Act enacted provisions to expand the capacity of the federal health center
program. The recent report of the Institute of Medicine on integrating public health and primary care included an entire section
devoted to CRC screening as a target for joint work. These developments make this the ideal time to integrate lifesaving CRC
screening into the preventive care already offered by health centers. This article offers 5 strategies that address the challenges
health centers face in increasing CRC screening rates. The first 2 jies focus on improving the of primary care.
The third emphasizes working productively with other medical providers and institutions. The fourth strategy is about aligning
leadership. The final strategy is focused on using tools that have been derived from models that work. CA Cancer J Clin
2013;63:221-231. “2013 American Cancer Society, Inc.

health centers, strategies or strategic planning, public health, quality/
mnmmmc«mwm

Introduction Protection and Affordable Care Act with broad stakeholder
Reducing the incidence and lity from cols | cancer  input: the National Prevention Strategy and the National

with CRC and 50,000 will dic of CRC in 2015." The lifetime risk for developing CRC in the general population is
approximately 6%, but this risk is believed t be much higher for persons with a family history (FH) of CRC. It is esti-
mated thar up w 10% of US aduls have a first-degree relative (FDR) who has been diagnosed with CRC, and appraxi-
marely 30% have an affecied FDR or second-degree relative (SDR).>¢
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'Colorado School of Public Heath, Aude, Colomdo; *School of Medcine nd Gastoentemlogy of the Aackies, Universty of Calomda, Bouider, Colorado;
*Depatment of Medicne, Saston Unwersty School of Medicine, Soston, Massachusetts; “Comprehensive Canaer Center, Ghio State Unnersty, Calumbus, Ghio;

“St Michael's Haspital, Newark, New Jersey; “Sayior Unwersity Medical Center, Daflas, Texas; Muntman Cancer
Gy, Urah; *Dastmouth-Hitchmck Medical Center, Lebanon, New Hampshire;

institute, Unnersty of Utsh Heaith Care, Sait Lake
age Honetworis, Sestrle, Washington; Amescan Cancer Sockety, Washington,

C; "Mane Datmouth Family Medicne Residency Prgram, Augusts, Mane; “Group Mealth Hesearch institute, Seattle, Washingtan; Starford University School
of Medione, Stanford, Calformes; '“Omgon Hesith and Scences Univesity, Portisnd, Oregor: '*St. Jasephs West, Lake Saint Lous, MEsous; “The Unwersty of
Tems MD Anderson Cancer Center, Houston, Texas; “Mchaels Mesion, New Yok, New York '“Huntsman Cancer insttute, University of Utah School of Medicne,

St Lake City, Utah "“Harvard Medical School Baston, Massachusetts;

Canaer Center, New Yark New York; “Amencan Canaer Sockety, Atianta, Geomgia

Yok Harbor Health Care Sysem, New Yok, New Yo *'Memoral Siaan Kettering

(CRC)isahighprioﬁtyfusddrusingdnctollduxaﬂ
cancers take on the US population.’ Cancer is the leading
causc of death for individuals aged younger than 80 years,
and the leading cause of premature mortality.? * CRC is the

Quality Strategy. Both emphasized the importance of
preventive services as essential components of a medical care
system that will improve the health of the population as
awhole.™

nation’s third leading cause of mortality from cancer, even However, the disparitics in cancer incid and i
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hereafter as the “Roundtable”, a national leadership group
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American Cancer Sockety, Atianta, GA; *Chiof Medical Officer, Buroau of Primary Health Care, Health Rosources and Senvices Administration, Rockwille,
MD; “Professor of Medicine and Pediatrics, Lovisiana State University Health Science Center, New Orleans, LA; “Medical Director, Colorectal Cancer
Control Program, Centers for Disease Cootrol and Prevention, Atlants, GA; *Associste Medical Officer and Director of Quality Center, Notional
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Developing a Quality Screening Colonoscopy Referral
System in Primary Care Practice
A Report from the National Colorectal Cancer Roundtable

Randa Sifri, MD'; Richard Wender, MD?; David Lieberman, MD*; Michael Potter, MD*; Karen Peterson, PhD*;
Thomas K. Weber, MD*; Robert Smith, PhD”

Abstract

The use of colonoswpy in colorectal cancer {CRC) ing has i ially in recent years.
Media in as well as new screening guidelines from the
American Cancer Soclely and the US Preventive Services Task Force, have contributed to this increase.
Primary care provi (PCPs) are freq ly responsible for makmg the recommendation and referral for
screening. Thepmcessof a patient for can be and
requires a coordinated effort between the PCP and the endoscopist. In reeogmlﬂon of the potential complexity
of this process, the i Ct Cancer has issued a report to describe the components of
a quality screening colonoscopy referral system in primary care practice. The elements of a quality program
include an optimal scheduling and referral system, the patient p

reporting and follow-up systems, and a detailed appmach to dealmg with spnclal situations. CA Cancer J Clin
2010;60:40-49. ®2009 American Cancer Soclety, Inc.

To 0am frea CME Crodit of nUrSIng cantact hours for sucoessfully compieting the oniing quiz based on this articie, go
; 5 ‘ ap a» 10 hitp://CME AmCancerSoc.org.

Introduction

“The use of colonoscopy in colorectal cancer (CRC) screening has increased substantially in recent years.!2
Celebrity endorsements for colonoscopy and changes in reimb by Medi and other i

plans, as well as new screening guidelines, have all contributed to this increase.** In 2008, for the ﬁrsl time,
the US Preventive Services Task Force (USPSTF) revised CRC ing guideli ifically list
colonoscopy us 1 of the 3 recommended modalities. The new 2008 CRC au'remng gmdelmes fmm the
American Cancer Society (ACS), the US Multi- Soclcry Task Force on Cnlorccml Cancer, and the Amcnc:m
College of Radiology still include a menu of acceptabl ing options. | ,a hasis is
placed on full structural inati such as col Col is more likely to cnntnbnu: to
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Links of Care Pilots could be adapted to lung
cancer screening

Primary goal:

e Increase timely access
to specialists for FQHC
patients after a
positive colorectal

AUQ'USt 17“"?_, 2015 cancer screening
3:00pm EST result.

National Colorectal Cancer Roundtable
Webinar Key characteristics:

e Physician champion
e Defined capacity
e Shared burden

Links of Care

N ATIOMN AL - . . .
) lorectal American Care coordination/
' Cancer Society® documented
workflows

e Screening navigation
e Shared credit



State-Level Engagement—We will
achieve more if we engage with State
Systems
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Current Status of LDCT Screening in the

U.S.— Access to Care iIs a Hi

h Priorit

CatcH LunGg CANCER EARLY
WITH LOW DOSE CT LUNG CANCER SCREENING

Lung
Cancer
Screening
Center

« p
LA
Early detection is a proven cessful strategy for fighting many forms of cancer.
‘That is why Space Coast Cancer Center is proud to offer Lung Cancer Screening with
low-dose computed tomography (CT) for people at high risk for lung cancer
at our Titusville Cancer Center.

Patients can be referred by their physician or self-referred. Screening is not covered
by insurance and there are eligibility criteria. Space Coast Cancer Center follows
the National Compret ive Cancer Center guideli

B SRR
& CENTER

.
Titusville Cancer Center re you at rls
855.894. HOPE(4673) » www.SpaceCoastCancer.com I - 7
for ung cancer:

Lung cancer is a major disease that kills over 160,000 people annually; more
than those who die from breast, prostate and colorectal cancers combined. The
key defense for survival is early detection. As recently recommended by the
U.S. Preventive Services Task Force - long-term and former heavy smokers
having an annual, low-dose lung CT can save lives by detecting cancer early
when it's most treatable.

Space Coast Cancer Center is also pleased to offer smoking cessation classes. Please call for more information.

+ Anyone who is between the ages of 55 and 79 years, with no signs
or symptoms of lung cancer.

« Any current or former smoker with a 30-pack-year history.*

« Anyone who has quit smoking within the past 15 years.

15 years.

rs has 30 s 9. Aperson u
pack per day for 30 years also has 30 pack-years of smoking.

« Initial office consult and risk assessment

« Low-dose CT Scan (without contrast) NEW YORK

+ Same-day results (; RADIOLOGY
PARTNERS

www.nyrp.com (212) 590-2900. www.nyrp.com

 The USPSTF “B” rating

means that the
Affordable Care Act
requires coverage of
lung cancer screenin
with no out-of-pocket
COsSts

CMS also covers LDCT
screening and the
shared decision making
VISt



GROUPON | Featured Deal | All Deals Getaways Vacation Time

All Deals New Deals Food & Drink Events & Activities Beauty & Spa Fitness Health Home & Auto Shopping

Virtual Imaging, Inc. — Perimeter Center

Heart Scan and Consultation with Option for Lung Scan (Up to 96% Off)

e

Value Discount You Save

$499 96%  $480

$% Give as a Gift

Learn more

Limited time
) remaining!

Over 1,000 bought

Limited quantity available In a Nutshell The Fine Print
“J The-déal is oal Advanced CT scanner obtains Expires 180 days after purchase.
\¥) - diagnosticimages that can show Limit 2 per person, may buy multiple
internal warning signs and help additional as gifts. Must book
Clsend  Plke 66 patients thwart major disease and appointment within 90 days of
illness purchase. Valid only for option
Mail W Tweet Dinit purchased. Appeintment required. Not

valid for patients with metallic
implants, including pacemakers and
splints as they may affect test results.
Must be between 45 and 72 years old.
Must be under under 6'4". Max weight
320 Ibs. Married couples must redeem
atthe same time.

See the rules that apply to all deals.




We Face a Long List of Challenges

Avoid reinventing the wheels

Develop resources

Stimulate new knowledge and best practices

Policy issues loom large (specifically, coverage)

Quality issues are paramount

Change the “mindset” about lung cancer to reduce stigma and
nihilism

Monitor our influence, Seek to do better



What is your role?

* Roundtables succeed through
member engagement

 Get Involved! Communicate!

* You are your organization’s
ambassador—keep them
iInformed, and get them
iInvolved

* Thank you




