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Figure 3:
Previous LDCT Screening Status for Patients Within the Payor Plan
Tested With the FirstLook Lung Blood Test

Figure 1:
Patient Testing Workflow

Figure 7:
LDCT Order-to-Completion Rates: Post-Elevated FLL vs. LDCT Only
Elevated FLL n=144; LDCT only ordered = 1540

RATIONALE:

Lung Cancer Screening(LCS) with Low-dose computed
tomography (LDCT) effectively reduces mortality through early Lab Blood
Collection

. 19 SDM & Patient
detection, " ecf

Decision

Not Elevated

TAT =7 - 10 business days
Results 0—0

n=335 tests reported

@ @
yet real-world implementation encounters substantial barriers.?* Patient Chooses 7§ e =) — g & : : : B LDCT after elevated FLL (%) [ LDCT Only (%)
St i - : o . gg/ Firstlook Ling Blood [ || O\rA T =S —> = > e —> | Patient Screened e 90% of patients tested with FLL blood test were either never screened 100%
— V¥ [ . . . ()
.atlgnt adherence challenges and workflow comp eques ) B ! I — ba 4 : the following year or behind on screening for more than 15 months. o
significantly diminish screening benefits at the population level. : EHR ClinicBlood testing performed at  Returned to disoussed Flevated | )
o ) ) ) T 0 Collection ~ DELFI's CAP/CLIA labs EHR with Patient Result :
To address these limitations, we implemented DELFI FirstLook ﬁnna ™o | < e 63.9% of previously eligible patients had never been screened. )
Lung (FLL),> a blood-based screening test, as a ojoo)a &2 v ° 7o% . .
complementary pathway Patient visits Provid DM & /@ @,L@ Lung LDCT completion was higher
. atient visits Provider Patient i DM i . . i i
I dentified as Eligible inf?;rlrfmr;fjlf)f Patient -»[ @, Egg?r"t Chooses J—» — (@ﬁ — Tor2 Never screened . Behind on Screening . nelidible LDCT compliant _ amolrtmg Fﬁ; 'ggt)s with ele\éa:ecthLL
for LC?S via QPA or scregnlng Decision Q — ¥ . ) preVIOusly ellglble >1 5 months g p é resu S . 0 Compare 0 Ose
Discussion options 7%3@ Lung Patients managed = 50% with LDCT-Only orders (58.6%)
LDCTis LDCT Results shared P4 RADS —P according to EI:J o )
METHODS scheduled Completed with Patient 3or4 standard protocol % !:LL extec;]?el? screenlfr;g .reach and
o improved follow-up efficiency
FLL = FirstLook Lung Test LDCT = Low-Dose Computed Tomography SDM = Shared Decision Making 30
. . . . LCS = Lung Cancer Screening OPA = Order Panel Agreement TAT = Turnaround-time
Key aspects of the implementation beginning October 2024: (63.9%) (9%) 25%
e Full integration within our electronic health record
EHR) system. .
( ) Sy Table 1: 0% 25% 50% 75% 100% 0%

Ordered

Scheduled Completed

Demographics Across the Eligible Population Within Insurance Coverage Plan
Invited for Screening With Results

(from Oct 2024 through end Nov 2025; with complete demographic information in EHR)

e Ordering/reporting capabilities

—————————————

Never screened or behind on screening >15 months
g (s0%)
Figure 5:

Process Improvement Benefits
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e Decision support tools :
Figure 8:
e Automated eligibility prompts

Care Coordination Proved Effective With 139 (96.5%) Patients
Receiving LDCT Orders and 106 (73.6%) Completing LDCT
Post-Elevated FLL Result

LDCT Screening Process Funnel
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to Follow-up — ordered, never scheduled
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e Established payor partnerships for reimbursement coverage e Primary Care is an appropriate delivery method to connect patient to Lung Cancer Screening with FLL Testing

Figure 4:
Breakdown of Screening Modalities

as Percentage of Total Screened

e Standardized documentation templates e Patients choosing FLL were slightly older, more rural and with a higher percentage of current smokers

e Protocols for subsequent LDCT scheduling when clinically compared to those choosing LDCT alone.
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