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ABSTRACT

Medicare coverage of a follow-up colonoscopy after a positive stool-based
colorectal cancer screening test with no patient cost-sharing started Jan-
uary 2, 2023, which may favorably affect screening behavior. This analysis
estimated the clinical and economic effects of increased colorectal can-
cer screening participation potentially resulting from this policy change
in Medicare beneficiaries. The validated Colorectal Cancer and Adenoma
Incidence & Mortality (CRC-AIM) model simulated three guideline-
endorsed colorectal cancer screening strategies for average-risk individuals
(colonoscopy every 10 years, annual fecal immunochemical test, triennial
multitarget stool DNA) from ages 65-75 years. The base-case scenario as-
sumed 0% coinsurance for initial screening and follow-up colonoscopy,
real-world screening test use (colonoscopy = 45.3%, stool-based test =
24.4%, unscreened = 30.3%), and real-world follow-up colonoscopy rates.

Comparative scenarios assumed an increase in the overall screening rate

from 0% to 15% (5% increments) and an increase in the follow-up

Introduction

Colorectal cancer is estimated to claim approximately 53,000 lives in the United
States in 2023 (1). Screening for colorectal cancer reduces the incidence and
mortality of colorectal cancer (2, 3) and is suggested for all average-risk indi-

viduals ages 45-75 years (4-6). Patients have a variety of endorsed screening
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colonoscopy rate from 0% to 15% (5% increments). The base-case scenario
resulted in 128 life-years gained (LYG)/1,000 individuals versus no screen-
ing and total screening and treatment costs of $7,938/person. The changes
resulted in an increase of up to 26 LYG/1,000 individuals and a decrease
in total screening and treatment costs by as much as $128/person. Follow-
up colonoscopy at $0 coinsurance became cost-saving with any increase
in either overall screening or follow-up colonoscopy. Policies that remove
cost barriers to completing colorectal cancer screening may increase rates
of screening participation, potentially improving economic and clinical

outcomes.

Significance: A follow-up colonoscopy after a positive stool-based colorec-
tal cancer screening test is necessary to complete the full screening process.
Policies that remove cost barriers to completing colorectal cancer screen-
ing may lead to increases in overall participation rates and use of follow-up

colonoscopy, improving clinical and economic outcomes.

options to choose from including colonoscopy and stool-based tests [i.e., mul-
titarget stool DNA (mt-sDNA) or fecal immunochemical test (FIT)] among
others (4-6). If patients choose a stool-based screening option, a positive test
result should be followed up with a colonoscopy to identify or exclude any col-
orectal cancer or precancerous neoplasia (4-6). Rates of follow-up colonoscopy
completion demonstrate room for improvement, and failure to complete the
follow-up colonoscopy negates the potential benefits of stool-based screening.
A retrospective study of patients with a positive FIT test found that the risk of
dying from colorectal cancer was doubled in those who did not have a follow-
up colonoscopy after the positive test compared with those who did have a

follow-up colonoscopy (7).

Despite the proven benefits of colorectal cancer screening, adherence to
recommended screening ages and intervals is less than perfect and varies
by screening test (8-10). There are many factors identified by patients for
not undergoing initial colorectal cancer screening or follow-up colono-
scopies in accordance with guideline recommendations, one of which is cost

(11-13). Patient cost-sharing for initial colorectal cancer screening has been
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eliminated for those enrolled in commercial insurance plans and Medicare
since 2011. Encouragingly, removal of patient cost-sharing was associated
with increased screening adherence in some populations (14-17). However,
out-of-pocket costs have remained for follow-up colonoscopies after a pos-
itive stool-based test. In a 2021 analysis of Medicare beneficiaries, 78% had
out-of-pocket costs for a follow-up colonoscopy, and the costs increased
when a polypectomy was performed (18). Recently, the Centers for Medi-
care and Medicaid Services (CMS) finalized their decision to cover follow-up
colonoscopy after a positive stool-based colorectal cancer screening test
with no cost-sharing for Medicare patients that went into effect on January
2, 2023 (https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2023-
medicare- physician-fee-schedule- final-rule). The clinical and economic im-
pact of this new Medicare Physician Fee Schedule rule is unknown, although
a recent study found that a policy that eliminated patient cost-sharing for
follow-up colonoscopy after a positive stool-based test in Oregon significantly
increased the overall uptake of colorectal cancer screening and shifted screen-
ing modalities from colonoscopy to noninvasive methods (19). The objective of
this analysis was to estimate the clinical and economic effects from increased
colorectal cancer screening that may stem from the recent CMS policy change
eliminating patient cost-sharing for a follow-up colonoscopy after a positive
stool test in a cohort of Medicare beneficiaries.

Materials and Methods

Microsimulation Model

The validated Colorectal Cancer and Adenoma Incidence & Mortality (CRC-
AIM) microsimulation model was used for the analysis (20, 21). CRC-AIM
predicts colorectal cancer outcomes based on colorectal cancer natural his-
tory and screening assumptions, and the outcomes are compared with an
unscreened population or the base-case scenario. The natural history assump-
tions simulate the adenoma-carcinoma sequence in unscreened individuals and
include age- and sex-specific risk of adenoma development, adenoma growth
and chance of transitioning to preclinical and symptomatically detectable col-
orectal cancer, which triggers colorectal cancer survival based on sex, age,
cancer location, and stage at detection. Details of the natural history assump-
tions have been described previously (20, 21). The screening inputs for the
model include: type of screening test and associated performance characteris-
tics (e.g., sensitivity and specificity), initial screening test adherence, follow-up

colonoscopy adherence (when indicated), and population age.

An average-risk U.S. population of 2 million individuals was modeled that
received screening from ages 65-75 years with colonoscopy every 10 years,
mt-sDNA every 3 years, or annual FIT. The base-case scenario assumed 0%
coinsurance for initial screening and follow-up colonoscopy after a positive
mt-sDNA or FIT test.

Screening Inputs

The base-case scenario weight-averaged the estimated outcomes by real-world
screening test use determined from a U.S. longitudinal claims database study
[colonoscopy = 45.3%, stool-based test = 24.4% (10.7% mt-sDNA, 13.7%
FIT), unscreened = 30.3%] (22). Real-world rates for follow-up colonoscopy
were assumed to be 71.5% after positive mt-sDNA (23) and 46.7% after
positive FIT (23).

Outcomes from the base-case scenario were compared with scenarios that

assumed potential modifications to screening behavior in response to the coin-
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surance elimination. These modifications were an increase in the base-case
overall screening rate ranging from 0% to 15% in 5% absolute increments and an
increase in the base-case follow-up colonoscopy rate ranging from 0% to 15% in
5% absolute increments. Outcomes were calculated separately for colonoscopy,
mt-sDNA, and FIT and then aggregated to obtain total results.

Additional scenarios were modeled that also assumed a screening behavior
change in base-case initial screening test use from colonoscopy to stool-based
tests (5% or 10% absolute shift; i.e., shift from 45.3% to 40.3% or 35.3%, re-
spectively, for colonoscopy and from 24.4% to 29.4% or 34.4%, respectively, for
stool tests corresponding to initial screening). The potential 5% or 10% shift
from colonoscopy to stool-based tests was distributed between mt-sDNA and
FIT by their recently reported utilization patterns among stool-based test users
(44% mt-sDNA, 56% FIT; ref. 22).

Performance characteristics for the screening tests in all scenarios were
identical to those used by the U.S. Preventive Services Task Force 2021
decision analysis for colorectal cancer screening (Supplementary Table SI;
ref. 24; https://www.uspreventiveservicestaskforce.org/uspstf/document/final-

modeling-report/colorectal-cancer-screening).

Cost and Utility Inputs

Cost inputs were estimated Medicare costs in 2022 U.S. dollars. Cost inputs for
colorectal cancer screening, colonoscopy complications, and colorectal cancer-
related medical care (initial, continuous, and terminal care for stages I-IV) and
their source references are listed in Supplementary Table S2. Utility inputs and

their source references are listed in Supplementary Table S3.

Outcomes

Outcomes were life-years gained (LYG) per 1,000 individuals, total costs per
person in U.S. dollars, and the incremental cost-effectiveness ratio (ICER).
Total costs included screening costs, costs from colonoscopy complications,
and colorectal cancer-related medical costs. Screening costs included stool-test
and follow-up colonoscopy costs. The ICER threshold for cost-effectiveness was
$100,000 per quality-adjusted life year.

Data Availability
The data generated in this study are available within the article. CRC-AIM

demonstrates the approach by which existing colorectal cancer models can be
reproduced from publicly available information and provides a ready oppor-
tunity for interested researchers to leverage the model for future collaborative
projects or further adaptation and testing. To promote transparency and cred-
ibility of this model, CRC-AIM’s formulas and parameters are available on a
public repository (https://github.com/CRCAIM/CRC- AIM-Public).

Results

The base-case scenario resulted in 128 LYG per 1,000 individuals compared with
no colorectal cancer screening and a total combined colorectal cancer screening
and treatment cost of $7,938 per person. Figure 1 portrays the impact on LYG
and costs when assuming 0% cost-sharing changes the overall screening rate
(0%, 5%, 10%, 15%) and changes the follow-up colonoscopy rate after a stool-
based test (0%, 5%, 10%, 15%). The changes resulted in an increase of up to
26 LYG per 1,000 individuals and a decrease in total screening and treatment

costs by as much as $128 per person. Follow-up colonoscopy at $0 coinsurance
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Absolute %

increase in
overall screening LYG
15% +15 +18 +22 +26)
10% +10 +13 +16 +19
5% +5 +8 +10 +13
0% 0 +2 +4 +6
Costs
15% -60 -62 -96 -128
10% -40 -42 -72 -100
5% -20 -22 -47 -71
0% 0 -2 -22 -42
ICERs*
15% -$10K -$9K -$11K -$13K
10% -$10K -$8K -$11K -$13K
5% -$10K $7K -$11K -$14K
0% $OK -$2K  -$13K  -$16K
Absolute %
increase in 0% 5% 10% 15%
follow-up COL

FIGURE 1 Incremental LYG, incremental total screening and treatment
costs, and ICERs by scenario compared with the base-case scenario. The
figure depicts the incremental LYG per 1,000 individuals compared with
the base-case scenario (LYG = 128), the incremental total costs per
person compared with the base-case scenario ($7,938), and ICERs when
assuming increases in the overall screening rate by 0%-15% in 5%
absolute increments and increases in the follow-up colonoscopy rate by
0%-15% in 5% absolute increments. Green indicates an increase in LYG or
lower costs versus the base-case scenario. For the ICERs, green boxes
indicate the scenario is cost-saving against the base-case scenario at a
threshold of $100,000 per quality-adjusted life year. *Negative ICERs
indicate the scenario is less expensive but more effective than (i.e.,
dominates) the base-case scenario. COL, colonoscopy; ICER, incremental
cost effectiveness ratio; LYG, life-years gained.

became cost-saving with any increase in either overall screening or follow-up

colonoscopy (Fig. 1).

When assuming that $0 coinsurance also resulted in a 5% or 10% shift in initial
screening test use from colonoscopy to stool-based tests, the screening behavior
changes resulted in an increase of up to 21 LYG per 1,000 individuals and a
decrease in total colorectal cancer screening and treatment costs by as much as
$96 per person (Supplementary Fig. S1). When assuming a 10% shift to stool-
based testing, $0 coinsurance for a follow-up colonoscopy became cost-effective
when overall screening increased by at least 15% and follow-up colonoscopy

increased by at least 10% (Supplementary Fig. S1).

Discussion

The frequency and amount paid by patients undergoing a follow-up
colonoscopy after a positive noninvasive initial colorectal cancer screening test

was one factor in the 2023 implementation of a federal policy to eliminate cost
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sharing for Medicare beneficiaries receiving this critical part of the colorectal
cancer screening process. This policy that removes cost barriers to complet-
ing colorectal cancer screening may lead to increases in overall participation
rates and use of follow-up colonoscopy. Validation of the assumed increases
in screening participation rates will need to be examined in future real-world

studies.

Policies that eliminate patient cost-sharing for follow-up colonoscopies have
been limited to a few states and have been in effect since 2016. The only pub-
lished real-world study determined colorectal cancer screening rates in Oregon
and Kentucky after state-level polices removed cost-sharing for follow-up
colonoscopies and then compared the results with neighboring states without
similar policies (19). In Oregon, removing cost-sharing significantly increased
the rate undergoing any colorectal cancer screening by 1% and was associated
with a significant shift from colonoscopy to a noninvasive screening test for
initial screening (e.g., 10% shift from colonoscopy to a noninvasive test). There
was no increase in the rate of follow-up colonoscopy after a positive noninva-
sive test in Oregon, and there were no significant changes in any of the evaluated
screening behaviors in Kentucky. These observations are based on limited ex-
perience to date given that the state-based policy changes are relatively recent.
Nonetheless, the screening patterns observed in Oregon warranted the use of
the validated CRC-AIM model to estimate the clinical and economic impact
of possible changes in screening behaviors by Medicare beneficiaries in re-
sponse to elimination of cost barriers for follow-up colonoscopy. Results from
this simulation suggest that the LYG and costs of screening and treatment are
intimately related to changes in overall screening and follow-up colonoscopy
rates. Increases in screening rates after the elimination of cost-sharing for a
follow-up colonoscopy saves more lives, increases LYG, and reduces medical

expenditures.

The 1% increase in initial screening observed in Oregon after cost-sharing
for follow-up colonoscopies was removed is promising (19). Increases of up
to 12% in colorectal cancer screening participation were demonstrated in
some populations after policies were implemented in 2011 that eliminated the
patient cost-sharing for initial screening (14-17). In particular, low-income
individuals, male Medicare beneficiaries, Medicare beneficiaries who were
below the poverty income, and individuals identifying as Hispanic, had sig-
nificant increases in colorectal cancer screening (14-17). A review of studies
that investigated the impact of eliminating cost-sharing in the United States
for breast, colorectal, and cervical cancer screening strategies found that
many of the studies demonstrated an increase in screening rates, partic-
ularly in specific populations such as low-income individuals or Medicare

beneficiaries (25).

While more real-world data are needed, previous modeling analyses have esti-
mated the effect on clinical outcomes when assuming that removing follow-up
colonoscopy coinsurance increases screening rates in simulated Medicare
populations. One model assumed that an increase in initial FIT screening rate
from 60% to 65%, along with an increase in the follow-up colonoscopy rate of
80% to 85%, decreased estimated colorectal cancer deaths by 6% with an ICER
of $3,747 (26). In the same model, an increase in the FIT screening rate of
only 0.3% was cost-effective at a willingness to pay threshold of $100,000 (26).
A CRC-AIM analysis demonstrated that increases in screening rates as little
as 1% to initial screening or follow-up colonoscopy in response to removing
follow-up colonoscopy coinsurance improved clinical outcomes and were
cost-effective (27).
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This analysis emphasizes the value of modeling for colorectal cancer screen-
ing as a range of potential behavioral screening shifts, which allowed for
exploration of the interactions among the most impactful, and in some cases
uncertain, variables that influence clinical and economic outcomes. Policies
that remove cost barriers to completing colorectal cancer screening can increase
overall participation rates for both initial and follow-up testing. These changes
may improve both economic and clinical outcomes. Thus, policies and efforts
to increase both total screening participation and follow-up colonoscopy rates

are paramount to improving public health.

Authors’ Disclosures

A.M. Fendrick reports personal fees from Exact Sciences during the conduct
of the study; and A.M. Fendrick reported serving as a consultant for AbbVie,
Amgen, Bayer, CareFirst BlueCross BlueShield, Centivo, Community Oncology
Association, Covered California, EmblemHealth, Exact Sciences, GRAIL, Har-
vard University, HealthCorum, Hygieia, Johnson & Johnson, MedZed, Merck,
Mercer, Phathom Pharmaceuticals, Proton Intelligence, RA Capital, US Depart-
ment of Defense, Virginia Center for Health Innovation, Washington Health
Benefit Exchange, Wildflower Health, and Yale-New Haven Health System;
serving as a consultant for and holding equity in Health at Scale Technologies,
Pair Team, Sempre Health, Silver Fern Health, and Wellth; receiving research
funding from the Agency for Healthcare Research and Quality, the Gary and
Mary West Health Policy Center, Arnold Ventures, the National Pharmaceu-
tical Council, the Patient-Centered Outcomes Research Institute, PhRMA,
the Robert Wood Johnson Foundation, and the State of Michigan/CMS; and
serving as coeditor of AJMC, a member of MEDCAC, and a partner of V-
BID Health outside the submitted work. D. Lieberman reports other from
ColoWrap, Geneoscopy, and UDX outside the submitted work. J.V. Chen re-
ports personal fees from Exact Sciences Corp during the conduct of the study;
personal fees from Exact Sciences Corp outside the submitted work. V. Vahdat
reports personal fees from Exact Sciences during the conduct of the study; and

shareholder of Exact Sciences. A.B. Ozbay reports other from Exact Sciences

References

1. Siegel RL, Miller KD, Wagle NS, Jemal A. Cancer statistics, 2023. CA Cancer J
Clin 2023;73:17-48.

2. Edwards BK, Ward E, Kohler BA, Eheman C, Zauber AG, Anderson RN, et al.
Annual report to the nation on the status of cancer, 1975-2006, featuring col-
orectal cancer trends and impact of interventions (risk factors, screening, and
treatment) to reduce future rates. Cancer 2010;116: 544-73.

3. Shaukat A, Mongin SJ, Geisser MS, Lederle FA, Bond JH, Mandel JS, et al. Long-
term mortality after screening for colorectal cancer. N Engl J Med 2013;369:
106-14.

4. Davidson KW, Barry MJ, Mangione CM, Cabana M, Caughey AB, Davis EM,
et al. Screening for colorectal cancer: US Preventive Services Task Force
recommendation statement. JAMA 2021;325: 1965-77.

5. Wolf AMD, Fontham ETH, Church TR, Flowers CR, Guerra CE, LaMonte
SJ, et al. Colorectal cancer screening for average-risk adults: 2018 guide-
line update from the American Cancer Society. CA Cancer J Clin 2018;68:
250-81.

6. Shaukat A, Kahi CJ, Burke CA, Rabeneck L, Sauer BG, Rex DK. ACG clini-
cal guidelines: colorectal cancer screening 2021. Am J Gastroenterol 2021;116:
458-79.

Cancer Res Commun; 3(10) October 2023

Inc. during the conduct of the study; other from Exact Sciences Inc. outside
the submitted work. PJ. Limburg reports other from Exact Sciences during the
conduct of the study; other from Exact Sciences outside the submitted work.

No other disclosures were reported.

Authors’ Contributions

A.M. Fendrick: Conceptualization, visualization, writing-review and edit-
ing. D. Lieberman: Conceptualization, writing-review and editing. J.V. Chen:
Data curation, software, formal analysis, investigation, visualization, method-
ology, writing-review and editing. V. Vahdat: Data curation, software, formal
analysis, investigation, visualization, methodology, writing-review and edit-
ing. A.B. Ozbay: Conceptualization, supervision, visualization, methodology,
writing-review and editing. P.J. Limburg: Conceptualization, methodology,

writing-review and editing.

Acknowledgments

Medical writing and editorial assistance were provided by Erin P. Scott, PhD, of
Maple Health Group, LLC, funded by Exact Sciences Corporation.

Financial support: Financial support for this study was provided through a con-
tract with Exact Sciences Corporation. The funding agreement ensured the
authors” independence in designing the study, interpreting the data, writing,
and publishing the report. Exact Sciences Corporation contributed to the study

design, data analysis, interpretation of the data, and writing of the report.

Note

Supplementary data for this article are available at Cancer Research Comm-

unications Online (https://aacrjournals.org/cancerrescommun/).

Received July 26, 2023; revised September 20, 2023; accepted September 25,
2023; published first October 17, 2023.

7. Zorzi M, Battagello J, Selby K, Capodaglio G, Baracco S, Rizzato S, et al.
Non-compliance with colonoscopy after a positive faecal immunochemi-
cal test doubles the risk of dying from colorectal cancer. Gut 2022;71:
561-7.

8. Cyhaniuk A, Coombes ME. Longitudinal adherence to colorectal cancer
screening guidelines. Am J Manag Care 2016;22: 105-11.

9. Weiser E, Parks P, Swartz RK, van Thomme J, Lavin PT, Limburg PJ, et al. Cross-
sectional adherence with the multi-target stool DNA test for colorectal cancer
screening: real-world data from a large cohort of older adults. J Med Screen
2021;28:18-24.

10. Fisher DA, Princic N, Miller-Wilson LA, Wilson K, DeYoung K, Ozbay AB, et al.
Adherence to fecal immunochemical test screening among adults at average
risk for colorectal cancer. Int J Colorectal Dis 2022;37: 719-21.

1. Byrd TL, Calderon-Mora J, Salaiz R, Shokar NK. Barriers and facilitators to col-
orectal cancer screening within a Hispanic population. Hisp Health Care Int
2019;17: 23-9.

12. Muthukrishnan M, Arnold LD, James AS. Patients’ self-reported barriers to colon

cancer screening in federally qualified health center settings. Prev Med Rep
2019;15: 100896.

https://doi.org/10.1158/2767-9764.CRC-23-0322 | CANCER RESEARCH COMMUNICATIONS


https://aacrjournals.org/cancerrescommun/

20.

. Cusumano VT, Myint A, Corona E, Yang L, Bocek J, Lopez AG, et al. Patient

navigation after positive fecal immunochemical test results increases diagnostic
colonoscopy and highlights multilevel barriers to follow-up. Dig Dis Sci 2021;66:
3760-8.

. Fedewa SA, Goodman M, Flanders WD, Han X, Smith RA, Ward EM, et al. Elimi-

nation of cost-sharing and receipt of screening for colorectal and breast cancer.
Cancer 2015;121: 3272-80.

. Mbah OM, Kinlaw AC, Trogdon JG, Wheeler SB, Samuel CA. The Affordable

Care Act and ethnic disparities in colorectal cancer screening. Am J Prev Med
2020;58: 175-81.

. Hamman MK, Kapinos KA. Affordable Care Act provision lowered out-of-pocket

cost and increased colonoscopy rates among men in Medicare. Health Aff
2015;34: 2069-76.

. Richman |, Asch SM, Bhattacharya J, Owens DK. Colorectal cancer screening in

the era of the Affordable Care Act. J Gen Intern Med 2016;31: 315-20.

. Fendrick AM, Princic N, Miller-Wilson LA, Wilson K, Limburg P. Out-of-pocket

costs for colonoscopy after noninvasive colorectal cancer screening among
US adults with commercial and Medicare insurance. JAMA Netw Open 2021;4:
e2136798.

. Barthold D, Yeung K, Lieberman D, Limburg P, Fendrick AM. Comparison of

screening colonoscopy rates after positive noninvasive testing for colorectal
cancer in states with and without cost-sharing. JAMA Netw Open 2022;5:
€2216910.

Piscitello A, Saoud L, Fendrick AM, Borah BJ, Hassmiller Lich K, Matnhey M,
et al. Estimating the impact of differential adherence on the comparative

AACRJournals.org

21.

22.

23.

24.

25.

26.

27.

Impact of Eliminating Cost-Sharing for CRC Screening

effectiveness of stool-based colorectal cancer screening using the CRC-AIM
microsimulation model. PLoS One 2020;15: e0244431.

Vahdat V, Alagoz O, Chen JV, Saoud L, Borah BJ, Limburg PJ. Calibration and
validation of the Colorectal Cancer and Adenoma Incidence and Mortality (CRC-
AIM) microsimulation model using deep neural networks. Med Decis Making
2023;43: 719-36.

Fisher DA, Princic N, Miller-Wilson LA, Wilson K, Fendrick AM, Limburg P. Uti-
lization of a colorectal cancer screening test among individuals with average
risk. JAMA Netw Open 2021;4: 2122269.

Cooper GS, Grimes A, Werner J, Cao S, Fu P, Stange K. Barriers to follow-up
colonoscopy after positive FIT or multitarget stool DNA testing. J Am Board
Fam Med 2021;34: 61-9.

Knudsen AB, Rutter CM, Peterse EFP, Lietz AP, Seguin CL, Meester RGS, et al.
Colorectal cancer screening: an updated modeling study for the US Preventive
Services Task Force. JAMA 2021;325: 1998-2011.

Norris HC, Richardson HM, Benoit MC, Shrosbree B, Smith JE, Fendrick AM. Uti-
lization impact of cost-sharing elimination for preventive care services: a rapid
review. Med Care Res Rev 2022;79: 175-97.

Peterse EFP, Meester RGS, Gini A, Doubeni CA, Anderson DS, Berger FG,
et al. Value of waiving coinsurance for colorectal cancer screening in Medicare
beneficiaries. Health Aff 2017;36: 2151-9.

Fendrick AM, Lieberman D, Vahdat V, Chen JV, Ozbay AB, Limburg PJ. Cost-
effectiveness of waiving coinsurance for follow-up colonoscopy after a positive
stool-based colorectal screening test in a Medicare population. Cancer Prev Res
2022;15: 653-60.

Cancer Res Commun; 3(10) October 2023

2nz7




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings true
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 0
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 200
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 500
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 200
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 500
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 900
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on '[High Quality Print]'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides true
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        18
        18
        18
        18
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 18
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [792.000 1224.000]
>> setpagedevice


