FIRSTLUNG L301: Baseline Socioeconomic Characteristics of a Cluster Authors:

James M. Davis', Pradeep Khanna?, Carolina Sheridan?, Niti U. Trivedi®, Sarah L. Moseley?, Peter Bach?®

H DELFI Randomized Clinical Utility Trial Evaluating Blood-Based Lung Cancer Afiatons: #6038

Duke Cancer Institute, Duke University School of Medicine, Durham, NC, USA. 2Community Health and Family Medicine, University

SC Freen i n g AC FOSS D ive rse CO mmun iti es. of Florida College of Medicine, Jacksonville, FL, USA. *DELFI Diagnostics, Inc., Palo Alto, CA, USA.

BACKGROUND Figure 1 Figure 3: Figure 6: Figure 7:
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Tomography (LDCT) has proven efficacy in reducing mortality; " cancer screening rates in primary care? Distribution A A . | -
however, persistently low screening rates compounded by ISTribution ACross Arm (Patient Enrollment-weighted clinic catchment area mean SVI)
geographic access barriers, socioeconomic disparities and Clinic-Level ADI: Mean and Within-Catchment Spread

Mean ADI = 1 SD of census block group values within each clinic ZIP code catchment area

patient compliance has limited population-level benefit.’ Primary Care Practices with EMR Capability

The FIRSTLUNG L301 (NCT06145750)* Clinical Utility Study is a
prospective, cluster randomized controlled trial to assess the
impact of a blood-based screening test (pWGFrag-Lung, FirstLook
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Clinic-Level SVI: Practice Catchment Area Social Vulnerability Patient Distribution Across Social Vulnerability Index (SVI)

Overall SVI percentile (RPL_THEMES) per clinic ZIP code catchment area (CDC/ATSDR 2022)
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Based on practice catchment area SVI (CDC/ATSDR 2022)
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Cluster Randomization (Cluster = Practice) L

FIRSTLUNG L301 Study | 28 practices
FIRSTLUNG L301 Study (N=7,097 patients, 28 practices)
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+ :ADI/SVI distribution and outcome of Lung-cancer uptake is post-hoc exploratory analysis; trial was not powered or designed for SVI/ADI subgroup and is also subject to limitations above.



