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MAJOR FINDINGS

The goal of thedndingopportunityis®* ear |y detecti on of certain me
environment al The atér fohsbbsomRaatedDsease (CARD$creening

programhas beesuccessful inheearly detection of asbestos related dis¢A&D) ard lung

cancerresulting fromthe Libby a&bestos exposupublic health emergencyOutreach and

educatioriocally, regionally and nationallyarealso conductetb support the screening

prograns. These effortsontribute significantly téhe success of ttgrant The clinical datan

thisreport include®oththe ARD and lung cancescreeningdLCS) programs.Outcomes

reportedn the tables belowrefor year 4 quarters,2, and 3as well ageas 1, 2, and 3of the

current 5yeargrant and cumulative total$ available Cumulative totalseportednclude
screeningactivitiessince 7/1/2011the beginning of ouiirst four-year screening grant.

Table 1reports the number of ARD screensnthe numbewho needed CT evaluations to
determine diagnostistatus thenumber of patients diagnosed with ARD, and the number of
individuals who were eligible fohARD Medicare Individuals can be eligible for Medicare
through the Environmental Healthazarddesignatiorcriteria but not beclinically diagnosed

with ARD. This situationoccus in threedifferentways (1) A positivechest xray B-read (2)

A positiveCT readby anoutside radiologist(3) A documentedliagnosis of an asbestos related
cancer(mesothelioma, lung, colon, rectum, larynx, stomasophagus, pharynx and ovayian

TABLE 1: ASBESTOS RELATED DISEASE SCREENING OUTCOMES
Before Current Grant| Yr. 1 total Yr.2total  9/1/20 Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Cumulative
Screening Outcomes 7/1/11-8/31/19 9/1/19- 8/31/20 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
# ARD screenings 6,563 599 397 458 148 132 151 8,448
# CT diagnostic appointments 4,229 307 200 177 77 99 92 5,181
# ARD diagnosed 2,552 143 74 43 25 34 14 2,885
# ARD Medicare eligible 2,880 166 91 70 43 54 34 3,338
% diagnosed w/ environmental exposure only not collected 85% 85% 79% 84% 88% 86% not collected

GOALS/OBJECTIVES

Goal 1: Provide medical screening in the Libby ma and across the ation

AsbestosRelated Diseasescreening in Libby and across the ation:

Table 2detailsthetypes of screening appdments. Een after years of asbestos health
screening programs in Libby, Montameewscreening patienggarticipating for the first time



make up a sigficant portion of thosseen(36% this quarter) Approximatelyhalf of all

screening participants live outside of Lincoln County @msl has remained trder the past ten
years of the ppgram It is estimated that over 80,000 people could have spent significant time in
the Libby, Montana area while the mine was in full operasorthere is likely a large number of
potential screening patients that have not yet been through the prégratimose who qualify,
asbestosealth screening is offered eitherLibby at the CARD Clinic or at a distanidfd¢hey
cannottravel to Libby. In year 3, CARD also started offeringp@rson screenings as mobile
clinics held in cities throughout Montana. Mobile clinic screenings are also courteras
distance Successful completion ¢dng-distancescreeningLDS) occurs when the participant
completes alkcreeningelatedactivities(questionnairg phone interview, spirometry, chest x

ray, and CARD medical providersit by phone, plus a CT and secanddical provider visit by
phone if appropriate)Thetotal number of appointnrés reporteagxceeds the numbef
patientsbecause many screenings include two appointmantiitial appointment and ¢in a

CT follow-up appointmentEachscreeningarticipant is asked if they would like to share their
health informatiorand screeningresultgi t h ATSDR’ s Tremol it andAsbest
with their primary care provider (PCPMost say yes to both consentéscreening patients are
diagnosed with ARD, they are no longer eligible for asbestos reakkningshutthey are

followed longterm by CARD for monitoring and disease management.

TABLE 2: TYPES OF SCREENING APPOINTMENTS AND CONSEENTS

Yr. 1 total Yr. 2 total Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Cumulative
Appointment Type 9/1/19- 8/31/20 9/1/20 - 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
# screenings 599 397 458 148 132 151 8,448
# new screening patients 252 168 171 62 46 54 5,559
# rescreenings 347 229 287 86 86 97 2,889
# Lincoln County, MT residents 310 205 213 67 73 75 4,309
# LDS eligible screenings done in clinic 114 89 71 24 13 29 3,019
# Mobile Clinic LDS 0 0 80 39 0 8 not collected
# of LDS patients 125 68 133 55 38 31 969
# in clinic appointments (includes both visits) 680 447 458 128 132 171 11,461
#LDS appointments (includes both visits) 226 150 177 97 99 71 2,167
Consented for TAR registry 483 290 330 111 92 118 6,439
Consented to notify PCP of screening results 479 289 348 107 93 109 not collected

Table 3details demographic data related to age and gender of the screening popuéationis
grant year is the reporting of primary language, race, ethnicity, and disatalusin quarter3,
138of 151 participants filled out the demographmdormation



TABLE 3: DEMOGRAPHICS OF SCREENING PARTICIPANTS

Yr. 1 total Yr. 2 total Yr. 3 total Yr.4Q.1 Y. 4Q.2 Yr.4Q.3 Cumulative
Demographics 9/1/19- 8/31/20 9/1/20 - 8/31/21 9/1/21 - 8/31/22  9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
# screenings 599 397 458 148 132 151 8,448
# females 355 231 273 88 77 94 4,566
# males 244 166 185 60 55 57 3,882
# under age 35 27 24 21 5 4 4 436
# between 35-49 116 77 94 24 20 36 1,656
# between 50-64 294 190 188 57 51 57 4,116
# age 65+ 162 106 155 62 57 54 2,240
Primary language (English) not collected not collected not collected 94 112 138 not collected
race (other than white) not collected not collected not collected 5 2 5 not collected
ethnicity (Hispanic) not collected not collected not collected 2 1 4 not collected
disability status (any) not collected not collected not collected 22 33 44 not collected

Table4 summarizes important clinical findingscluding the number of participants who report
respiratory symptoms that may be asbestos relatetthe number with abnormal spirometry
breathing testesuls. Symptoms andpiromety resultsareused inconjuncton with health and
exposure histories falinical decisionmakingto determine whethex CT scan should be
performed.A CXR is done on every screening participant lugasiomlly participants will
refuse theichest xray andparticipate in screeningnyway. Thisis usually becausenly aCT is
medicallywarrantedoased on past medical care or refetta individualis too youngto be
exposed to radiation for screening purposesheis concerned about possible pregnantihe
number of abnormalities identified on CXR is low because CARIedicalproviders do not
typically diagnose ARD from-xays. If ARD is suspecteda CT scans ordered.CT scans are
considered to be closer t@dd standard for ARD imaging

TABLE 4: CARD CLINICAL FINDINGS ASSOCIATED WITH ASBESTOS RELATED DI
Yr. 1 total Yr. 2 total 9/1/20 Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Cumulative

CARD Clinical Findings 9/1/19- 8/31/20 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals

# screenings 599 397 458 148 132 151 8,448

# symptomatic 381 250 308 93 75 98 5,613

# abnormal spirometry 171 COVID) 116 39 38 38 2,101

# abnormal BMIX30) 248 144 182 49 46 75 not collected

# CXRs completed 592 392 450 146 130 147 8,218

# no CXR done 7 4 8 2 2 4 229

# abnormal CXR (CARD) 17 5 2 1 0 0 419
pleural only 15 4 2 1 0 0 378
interstitial only 1 0 0 0 0 0 20
both 1 1 0 0 0 0 21

# CTs completed 307 200 177 77 99 92 5,181

# abnormal CT (CARD) 143 73 43 25 34 14 2,857
pleural only 122 63 41 25 33 13 2,285
interstitial only 5 1 0 0 0 19
both 16 1 0 1 1 553

Table5 describes significant findingd ARD screening Thesefindingsincludefocal opacities
andmasses In addition, incidental findinggecommended followaps and depression follow
upscompleted as part of screeniage trackedIf appropriate, ptients with significant fineigs

are referred fofollow-up. Many arereferred to primary care rather than specialists for initial
evaluation. Nt all patients share theswdts of theirothermedicalfollow-ups with CARD Focal
opacities aréracked even though they axemmon in screening studjesd their prevalence is
well documented itheliterature. Only a small percentage fufcal opacitiegurn out to be



cancershoweverythey areall tracked to be followed in future screermsngrhey are also tracked
because individualsetweerthe ages of 5and84 with at leastl5 pack yeas of smokinghistory
anddocumented exposute asbestos with nodule greater tham®n can enroll irthelung

cancer screeningrogram Lung masses reported in this tabtenotinclude thosedentified

through the lung cancer screening progr@meof the questionnaires completed by screening
patients includes a depression assessniet. p ar t i c argabmotmdy ’highstleeyp aree s
referred to the Case Manager for follay assessment and possible referral to other community
support services.

TABLE 5: SIGNIFICANT FINDINGS IDENTIFIED THROUGH ARD SCREENING

Yr. 1 total Yr.2total  9/1/20 Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Cumulative
Significant Findings 9/1/19- 8/31/20 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
# masses identified 8 9 8 0 1 2 201
# focal opacities 159 96 81 40 46 47 1592
# cancers verified possibly asbestos related 14 14 11 3 2 7 not collected
# participants w/ incidental findings 252 183 165 56 75 74 not collected
# of Incidental Findings not collected not collected 503 118 41 43 not collected
# follow-ups recommended 3 0 308 0 0 37 not collected
# depression follow-ups completed 190 100 168 31 28 33 not collected

Fecal ImmunochemicalTesting:

Fecalimmunochemicatesting(FIT), previously fecal occult bloosting (FOBT)s offeredto

all screening participastbetween thages of 5075 since asbestos exposure can incréfasask
of developing colon canceFIT tests are similar to FOBT tests detecting hidden blood in the
stool FIT tests are newer andehdo not require patients to restrict their diets before testing.
They are also more specific for finding blood originating from the lower gastrointestinalftract.
a participanhadregularly scheduledolonoscopies arefused participation for another reason
they were not given a Hl test kit. Twenty of 57 FITs given(35%) in quarter3 were returned
and norecompleted FT testswill likely be returned after the end of the quartEor those who
are given a HI butdo not return it, a followp letter is mailed as a remindéfor those wit
positive results, a repeatTFis offered as well as a referral for further follayw.

TABLE 6: FECAL IMMUNOCHEMICAL TESTING FOR EARLY DETECTION OF COLON CANCER

Yr. 1 total Yr. 2 total 9/1/20 Yr. 3 total Yr.4Q.1
9/1/19- 8/31/20 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22

Cumulative
totals

Yr.4Q.2
12/1/22 - 2128/23

Yr.4Q.3

Fecal Occult Blood Tests 3/1/23 - 5/31/23

# FITs given

204

118

146

48

39

57

2,835

# FITs returned

102

62

67

21

12

20

1,130

# FITs abnormal

0

0

0

0

0

0
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Outside Radiology Reads

A reader from ganel of fivecertified B-readersandthreeradiologistsreads every image taken
through the screenimgrogram Screening CT scans are only distributed to the three radiologists
chest xrays are distributed tilve five B-readersn the panellmagesaredistributedby mailto
readers in @ystematic cyclic proces$s ensure eveworkloads Outside reads typically take
weeks to be returnedo the number of returned reads reported for each new quarter is usually
low. This turnaround time is decreasing for some readers who are now eteais®gsecure

digital options for the transfer of read repo@smulativeend of the grant yedotals will reflect
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all outside reads received everthiéy were not received during the grant quattat the
participant was screeneul i

TABLE 7: SINGLE OUTSIDE READ RESULTS BY B-READER (CXR) OR RADIOLQGIST (CT)
Yr. 1 total Yr. 2 total 9/1/20 Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Cumulative
Outside Read Findings | 9/1/19- 8/31/20 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
# CXRs 592 392 450 146 130 147 8,218
# B reads 592 341 441 144 52 109 7,992
# B reads abnormal 32 16 26 10 2 2 639
Pleural 26 12 24 4 0 2 520
Interstitial 4 4 2 4 2 0 89
Both 2 0 0 2 0 0 30
#CTs 307 200 177 77 99 92 5,181
# Outside CT reads 307 181 160 74 43 61 4,989
abnormal 56 23 23 10 23 25 1,613
Pleural only 17 10 11 3 0 8 846
Interstitial only 33 11 12 6 11 7 450
Both 6 2 0 1 12 10 317

Quiality control panel readings of radiographs and HRCT scans:

Twice annually peer review sessions are hakla quality control measuré&his year CARD
lost three rembers of our peer reviepanel,so we had to recruit new members ameréforefell
behind on outside reads and peer review regtts new panel is now in place and all peer
review mages have been read for both the firstssuwbnd peer review sessidie two
meetings will be combined and held on Julydi®ing quarter 04

Lung Cancer Screening for High Risk Individuals:

Early detection of possibleshestogelated cancers through participation in Lung Cancer
Screening (LCS) is available to high risk individuaParticipants kgible for the LCSprogram
arebetween the age of 84, have at leastl5 pack yeas of smoking history, andvere
diagnosedvith ARD or had Libby asbestos exposure and a nodule grélaan 6mm. A
thoracic radiologist experiencedlimg cancedetectionread all low-dose CTscangLDCTS).
Lung cancers reported rable8 do notinclude lung cancers identified through the asbestos
related disease screening progratb% o f t h i slung carecer sceeening participantsrey
activesmokersand they wergiven brief cessatioaducation andounselingand offeredree
oneononecounselingas well Eachactivesmokerparticipating in the programeceived
smoking cessation materials with their lung cancer screening reBuoltshose with normding
cancer screeninggsults, the participant is typically contacted BYRD staff with results after a
medical provider reviews thenA provider visitis scheduled to discuss resultsafuested by
the participanif they are coming to CARD for another reason, @A4RD' s medi c all
feelsresults warrant it Every participant is educated abd option ofhavinga provider visit
andabout the benefits and risksldDCT scre@ing in a preengagement pamphlsént prior to
participation. Results letters are sent to egealnticipant aftescreening to keep faheir records.
Other findinggeportednclude theidentification of abnormalities by the ELCAP readers for
which additional followup recommendations were made.

prov



TABLE 8: LUNG CANCER SCREENING OUTCOMES SPECIFICALLY FROM LUNG CANCER SCREENING PROGRAM

Yr. 1 total Yr.2total  9/1/20 Yr. 3 total YrL4Q.1 Yr.4Q.2 Yr.4Q.3 Cumulative
Lung Cancer Screening| 9/1/19- 8/31/20 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
# completed LDCTs 524 510 454 137 77 99 4,809
# new LCS participants 65 52 49 19 6 13 not collected
distance not collected not collected not collected 10 5 2 17
participants 449 458 405 118 71 86 not collected
# less than annual f/u 52 67 47 23 5 9 not collected
# referrals 12 13 4 1 1 2 not collected
# confirmed cancers 3 4 1 0 0 3 40
# other findings 1 1 14 23 7 4 not collected
# current smokers 114 120 101 37 15 15 not collected

Lung cancer screening is considered most effective when condustadlly so that cancers can
be found at the earliest stage® be treated quicklyTable 9showsthe number of lung cecer
screening participants using the prograwer consecutive year®articipants join the program
whenever they bexneeligible and interested, babme drop out due to being diaged with
lung cancer, dyingaging out of the program, or being lost to follagy for some other reason
In addition, during the pandemic, many participants did not get their annual LCS bewclyuse
essential imaging was being done. For participahts remain local and eligiblier the
program, three recall attempts are made annually to encourage ongoing partidipgteriinal
guarter of grant year, CARD began offering lung cancer sanggy to those who meet the
gualification criteria but who do not live lotgl The imagings conducted using the same
wor kfl ow pr oc osgdistanceageenihg iRaying

TABLE 9: CONSECUTIVE YEARS LUNG CANCER SCREENING

Yr. 1 total Yr. 2 total 9/1/20 Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3
Consecutive years 9/1/19- 8/31/20 8/31/21 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23
Established LDCT participants 445 458 405 118 71 86
Participated 2-4 consecutive years 238 196 159 43 18 37
Participated 5-8 consecutive years 161 163 161 52 26 26
Rescreened but not consecutive years 46 99 85 53 27 23

Autoimmune screening:

A screening blood test for antinuclear antibodies (ANA) has been added to the ARD screening
program for this graneand ingrant yeaB, an addibnal blood test called arRRLG has also been
added Anti-PLG is a subset of MCAA, so MCAA results are also repoited.tess areoffered

to ARD screening participants based on research that has shown a relationship between Libby
asbestos exposuamd autoimmune diseas@ables 1013 belowsummarize®ANA, MCAA, and
ant-PLG testresults Those with positive results are educated and if medically warranted brought
in for an additional providerisit and/or referred for followup. Results are also sent to Dr. Jean Pfau
(ANA) and Dr. Kinta Serve (anrtPLG) quarterly for review and interpretation.

Dr. Pfau/Serves report:
This reportincludes results available to date as of the writing of thigrtep



ANA Summary 361 results have been received tmmmerciallyscreene@ntinuclear

autoantibodies (ANAJests donat 1:80 serum dilutionOf the361results 67 were ANA
positive(18.6%). A frequency of positive ANA tesist 1:80 titeror higherin healthy normal

subjectdn the U.S. isabout 13.3%Tan E., 1997)A frequency of 24%as been reported
previouslyin the Libby population at the 1:80 tité?fau J., 208). Therefore, this result isot
significantlyabove the expectddequency of positive ANA testndlowerthanwe have

previously reported

MCAA Summary 246results have beareceivedior MCAA, using a cetbased ELISA as

previously describedarchandl., 2019. Of those, 45 (18.3%) were positive. We have
previously reported a frequency of positive MCAAttn subsets of the Libby coharf 18.5%
(Marchand2012. This screening test is unique to the CARD screening program, so there is no
other published literature to which to compare these data.

Anti-PLG Summary246results have been receividt anti-PLG antibodies using an ELISA

test using human plasminogen as the target antigen, as previously destaibsohR., 2016.

Of those, 22 (8.9%) were positive. No previous data are available to which to make comparisons.
However, antiPLG has been identifieas a member of the MCAA group of antibodies, meaning
that it is only one of the antibodies that binds to the surface of human mesotheli@aetion

2016. It therefore makes sense that not all MCAA+ subjects will also béPa@H. Inprevious

work, anttPLG was found to be slightly more predictive for progressive lamellar pleural
thickening among the Libby cohoRfau,J. 2019.

Autoimmune Diagnoses SummaB66 screening participantsad completed a questionnaire
regarding autoimmune diagnosé¥.those 62 reported an autoimmune diagnosis 9%). A
prevalence of 13.8% was reported in our 2018 publication (Diegel, R., et al., 2018). The specific
autoimmune diagnoses reported are shown in TdblEl&venpatients eported more than one
autoimmune diagnosis.

Since the U.S. prevalence of autoimmune diseases is around 7% according to the National
Institutes of Health, thidataseshows the screening population remains above the expected
prevalence, but with no sirggpredominant disease, as previously reported (Diegel, R., et al.,
2019; 20202022 ANA reports). Fibromyalgia continues to be reported here, despite not being
classified as an autoimmune disease, due to its relationship with chronic stress and use of this
diagnosis when a patient is highly symptomatic, but does not meet diagnostic criteria for
autoimmune diseases (Brady, D., 2016). It has not been reported in Libby at a higher frequency
than the general population in the U.S., where prevalence is repp2d@@a(McBratney S.,

2020). If Fibromyalgia is not counted, the total number of participants reporting an autoimmune
diagnosis this quartes 53(14.9%),st i | | signi ficantly above expec
Exact Test).

ANA and Autoimmune DiagnosBummary Tablel11 shows the frequency oésults for

reporting autoimmune diagnoses among those who tested positive for the various antibodies, as a
way of seeing whether positive autoantibody tests are associated with autoimmune processes.
The data suggetitiree werall conclusions:

1. Many of the autoimmune diagnoses reported are not seropositive. This makes sense, since
most of the reportedutoimmune diseasé® not have ANA testing as part of their diagnostic
criteria, particularly fioromyalgia/chronic fatigue syndrome, Hashimo* s t hyr oi di t i s,
Grave’' s Disease.

2. Manypatrticipantgeport autoimmune symptomology but have never been diagnosed with an
autoimmune disease because they do not meet diagnostic criteria (R8cgel




3. Having more than one positive antibody test, sgdhoth ANA and MCAA positive, are more
strongly associated wittutoimmunediagnoses that one antibody alone. This may represent the
immune dysfunction associated witibby Amphibole(Diegel,2019;Pfau JC., 2018.

Asbestos Related Diseases (ARD)

A key part of this screening is to examthe relationship betweeautoantibodytests and

Asbestos Related Disease (ARD) diagnoses, specifically Lamellar Pleural Thiclgning

(Pfau J., et al., 20)9Evaluation for ARD was completed fa61 participantsDiagnoss of

ARD is reporedfor 28 of the161screeningparticipantsvho had completed the evaluation

(17.2%).

Autoantibodiesand ARD

For the results in grant ye®4 to date161were given arARD diagnosis, with 28 positive

(17.4%) and 133 negative. A large proportion ofgihgticipantsn this group are still awaiting

CT scan results, so they were not included in this analysis. Takleows the frequencies of a
positive ARD diagnosis with positive autoantibody tests (compare to Sensitivity, ability of a
positive test to predict disease), and b) negative ARD diagnosis with negative autoantibody tests
(compare to Specificity, ability of negative test to predctdisease). The results are very

similar to our 2019 results in that while positive autoantibody testing does not correlate well with
disease diagnos(similar to low sensitivity) negative autoantibody tests correlate with

absence of diseag¢gimilar to high specificity) The importance of this analysis is that in this

case, unlike the 2019 publication (Pfau, 2019), the progressive nature of the disease was not
determined, so that the use of these tests to evaluate risk of ARD may be @alid the

absence of a progressive phenotype.

Autoantibodies and CT scanning for Lamellar Pleural Thickening:

This analysis focused on the presence or absence of a CT scan that was positive for pleural
disease. In theibby Amphiboleexposed population, this diseagmerally manifests as

Lamellar Pleural Thickening as previously descrili®ack, B., 2014. Table13 shows the
frequencies of a) positive pleural CT result with positive autoantibody tests (compare to
sensitivity, ability of a positive test to predict dise), and b) negative pleural CT result with
negative autoantibody tests (comparepecificity, ability of negative test to predict no disease).
As above for ARD testing, the results are very similar to our 2019 results @Thasting

seems to haview sensitivity but high specificity for pleural indicatiorsgain, as above, the
importance of this analysis is that in this case, unlike the 2019 publication (Pfau, 2019), the
progressive nature of the disease was not determined, so that the use wfdise® evaluate

risk of LPT may be valid even in the absence of a progressive phenotype.

Interpretation

This report confirms previous findings of a high frequency of reported autoimmune diseases, but
without asignificantly elevated frequency of pasie ANA tests. The frequency of positive

MCAA tests in this group are very similar to those previously reported. Analysis of autoimmune
symptoms was not completed due to tim&tations butwill be completed for the annual report.
This is the first reprt to include MCAA and PLG testing. Complete analysis of sensitivity and
specificity of these tests for “predicting”
time limitations. However, these analyses confirm and expand on our previous fimuithgs,
negative autoantibgaests, especially arRLG testingjs associated with a lack of CT evidence
for disease.




Table 10: Reported Autoimmune Diagnoses Q3 2022/2023

Cases (# Evaluated Percent | Above (Expected
for AID = 366) prevalence in
us)?

All Reported Autoimmune Case| 62 (11 with >1 Al 16.9% Yes (7%)

diagnosis)
Rheumatoid Arthritis 27 7.4% Yes (1%)
PsoriasigPsoriatic arthritis 22 6% Yes (1%)
Hashi moto’s th|1l4 3.8% Yes (0.1%)
Fibromyalgia/Chronic Fatigue | 17 4.6% No (3.4%)
Syndrome
Sjogren’ s 5 1% No (1%)
Type | Diabetes 3 0.8% No (0.6%)
Ulcerative colitis 5 1.0% No (1.3%)
Scleroderma 4 0.8% No (<0.1%)
Grave's Diseas|4 0.6% No (3%)
Sarcoidosis 2 0.5% Slightly (<0.1%)
Immune thrombocytopenic 1 0.3% Slightly (<0.1%)
purpura
Lichen planus 2 0.5% No (1%)
Ankylosing spondylitis 1 0.3% No (1%)
Crohn’s diseas]|?2 0.5% No (1%)
Vitiligo 2 0.5% No 0.5%)
Autoimmune vasculitis 2 0.5% Slightly (<0.1%)
Inflammatory arthritis 2 0.5% No (1%)
Autoimmune optimeuritis 2 0.5% No (<1%)
Multiple sclerosis 2 0.5% No (0.2%)
Bullus pemphigoid 1 0.3% No (0.1%)
Dermatomyositis 1 0.3% Slightly (0.01%)
Myasthenia gravis 1 0.3% Yes (<0.01%)
Polymyalgia rheumatica 1 0.3% No (0.5%)

Most of these expectgatevalence values are from the C[IMedscapesarediseases.omy the
foundation for that disease

Table 11. Frequency of Autoimmune Diagnoses (AID) Among Positive Autoantibody
(AutoAb) Tests

AID & AutoAb Frequency
AutoAb positive total | (%)
positive

ANA only 9 67 13.4

MCAAonly |3 22 14

PLG only 0 5 0




ANA & 3 9 33
MCAA

MCAA & 1 13 7.7
PLG

ANA&PLG |0 2 0

All 3 1 1 100*

*Too small of sample size to interpret

Table 12: Association between ARD diagnosis and Autoantibody Testing

Total AutoAb test
ARD pos 28
ARD poswith ANAtesting 21 4 positive (19%)
ARD pos with MCAA testing 16 4 positive (25%)
ARD poswith PLG testing 14 4 positive (28.6%)
ARD negative 133
ARD neg with ANA testing 76 61 negative (80.3%)
ARD neg with MCAA testing 77 62 negative (80.5%)
ARD neg with PLG testing 57 52 negative (91.2%)

Table 13: Association between Pleural CT Scan results and Autoantibody Testing

Total Autoab Test
CT pleural pos with ANA 49 11 positive (22.4%)
CT pleural neg with ANA 201 172 negative (85.6%)
CT pos with MCAA 41 8 positive (19.5%)
CTneg with MCAA 106 87 negative (82%)
CT poswith PLG 35 6 positive (16.6%)
CTnegwith PLG 96 89 negative (92.7%)
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COVID -19 testing and vaccination promotion activities
FreeCOVID-19screening is still available at CARD but is not being used by the community.
We do however continue to collecitd regardingaccinationsvhich is reported below.

TABLE 14: COVID-19 RESPONSE

Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3
COVID-19 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23
# screeners vaccinated 286 84 77 98
# screeners not vaccinated/unknown 172 64 55 53
Vaccine Offered 137 64 55 53
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Smoking Cessation
Smoking cessation continues to be extremelgortant for patient health maintenarmedthe

screening prgram goals Respiratorytherapistsand spirometry techsrovidebrief counseling to
all identified smokersipon reviewof thar tobacco usdistory questionnairePast quit attempts

and current interesh quittingareexplored If interestedgeducational material is given aad
referralis made taC A R DCase Minagemwho istrained as a tobacco treatment specialist
Medical providers alseducate about the importance of smoking at#ss and refeto theCase
Managerffor free cessation counselimghen patients express genuine intenegtursuing
cessation The Case Minagerprovideseducatiorand resource®uring quarte, 31 stop

smoking kits which include a bhsuskermensilsguns,ar d

mints,a “how t o st op ,andtobadcowuge tracien wekegiven gnikeven
cost of smoking calculators were provided, andcgyarette educational books were also
provided.

TABLE 15: SMOKING CESSATION OUTCOMES AND OURTREACH ACTIVITIES

Yr. 1 total Yr. 2 total Yr. 3 total Yr.4Q.1 9/1/2] Yr.4Q.2 Yr.4Q.3  3/1/2 Cumulative

Smoking Cessation 9/1/19- 8/31/20 | 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 11/30/22 12/1/22 - 2/28/23 5/31/23 totals

# of screeners who smoked 98 67 69 16 28 25 1,009
87
631
135
not collected
not collected
71
not collected

# who quite since last screening appointment 8 6 10 1 3
# brief cessation ed by medical staff 77 40 69 16 28
# booklets mailed regionally/nationally 32 19 69 8 1
# booklets given in clinc/local 154 105 110 29 35
# individual follow up smoking cessation sessions 64 38 8 3 7
# engaged in ongoing counseling 17 5 0 1 1
community members educated re: smoking cessation/prevention 523 911 403 0 125

olo|u|N]|o|o|o

Goal 2: Conduct Nationwide Outreach to Raise varenessof screening and certain

Medicare benefitsand Goal 3 Provide Nationwide Health Education (to detect, prevent, and

treat environmental health conditions)

Outreachand educatiomo hand irhand. The goas of providing outreach and educatj@bout
adestos healthand lung cancer screeningisk factors, asbestos related disease, health

managemengnd certain Medicare benefits aéenapproached as one combined gd@uality

control processes are in @ea asall CARD employees involved in outreach and education work

very closely with the screenirigoject Director and as appropriatethe Medical Providersto

develop and condustreening outreach and educaglarctivities All final printed materials and

community engagemergctivities are approved by thedpect Director. CARD’  physiciars

review and approve all technical and medezhicatiormaterials for professional audiencé&kree

main outreach and educatitargetaudiences includeurrent angotentialscreening participants,
members of the general public who could encounter Zonolite attic insulation or other
environmental health hazards, and medical professiozdsh screening participant receives a

patient edwcation book along with #person education by CARD staff, and all smokero#sred

free smoking cessatiamer vi ces by CARD’'s Case Manager.
ARD receives benefits education abpassibleMedicare benefits and the Medre Pilot Program

for Asbestos Related Disease (MPPARD).

12

f

o



Outreach Efficacy for Enroliment in Certain Medicare Benefits for ARD:
A detailed gobof the grant is tancrease awareness abdMetdicare benefits available for
individuals diagnosed with ARD resulting from Libby asbestqsosure. Traditional Medicare

becomeswailabler egar dl ess of t he i ndiafteradinicalARDs age or
diagnosisor Minimum Medical Evideoe on an EHH form are mas a result of Libby asbestos
exposure.Receipt of Medicares facilitated by placing an EHH (Environmental Health Hazard)
designation on an individual’'s Mediocanother st at u
qualifying condition TheMPPARDIs also available for EHH Medicare patients who live in the
program’s designated geographic area (The cou

Sanders, Mineral, and Missoula in Montana; Benewah, Bonner, Boundary, Clearwatenakoo
Latah, and Shoshone in Idaho; and Ferry, Lincoln, Ponderay, Spokane, Stevens and Whitman in
Washington.)

The numbers reportetielowin Table B are notall screening participants as sohmd a

diagnosis of ARD resulting from Libby asbestos expesrior to implementation of thraurrent

and priorscreening grast Thenumber of people over 68 low becauséhey already have

Medicare and only neeghEHH if they are eligible for and interested in th® RARD.

TABLE 16: ENVIRONMENTAL HEALTH HAZARD (EHH) DESIGNATION AND ELIGIBILITY FOR BENEFITS
Certain Medicare Benefits Yr. 1 total Yr. 2 total Yr. 3 total Yr.4Q.1 9/1/2] Yr.4Q.2 Yr.4Q.3  3/1/2: Cumulative
9/1/19- 8/31/20 | 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 11/30/22 12/1/22 - 2/28/23 5/31/23 totals
# of EHHs completed 118 82 46 15 20 19 3,563
# of EHHs for people over 65 39 26 25 6 9 1 1,207
# of EHHs for people under 65 71 48 21 9 11 1 2,323
# who have improved access to medical care for chronic conditions 34 23 11 5 5 0 794

Table I reports use of MPARDDbenefits. The categories repiad in the tabldave been
updatedseveral timeso reflect the most accurate numbers available to CARfer an

individual is diagnosed through the screening paoyg the process to get on the MPPARKes

two months.Table 17 also includes the nuneb of individuals who have improved access to
medical care for chronic conditions. This means they are under age 65, have signed up for
Medicare via EHH, and they have a chronic condition that needs ongoing medical monitoring.
The chronic conditions inatled areheumatoid arthritis, lupus, chronic obstructive pulmonary
disease (COPD), congestive heart failure (CHF), pacemaker, intraventricular cardiettadefi
(CD), hypertension, andiabetes.

Table 17: UTILIZATION OF PILOT BENEFITS

Yr. 1 total
9/1/19- 8/31/20

Yr. 2 total
9/1/20 - 8/31/21

Yr. 3 total
9/1/21 - 8/31/22

Yr.4Q.1
11/30/22

9/1/2 Yr.4Q.2

12/1/22 - 2/28/23

Yr.4Q.3
5/31/23

Pilot Benefit Utilization 3/1/2]

# enrolled in Medicare Pilot
# Pilot related encounters (face to face, email, phone call, education)
# community Pilot education

50
1,007
95

25
1,070
11,167

16
121
108

11 7
133 142
6,741 141

Unavailable
1,174
763

# CARD Pilot education brochures

not collected

not collected

not collected

Not collected

96

121

Non Community Pilot Education

not collected

not collected

not collected

28

641

17

# Rerrals to MPPARD for callback

not collected

not collected

not collected

36

30

42

Why Are Individuals Being Screened?
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CARD tracks why individials are being screenambetterunderstand andheet the needs of new

and potential screening participani®&his facilitates our efforts toontinuereachng potential
participantsvh o ar en’t awar e of ThaidornfiatioratsohslpsCARDN i n g
develop effective outreach materials aofocus educational efforts on areas of interest to

potential and currergcreening participants.

TABLE 18: WHY ARE YOU BEING SCREENED?
Yr. 1total 9/1/19 Yr. 2 total Yr. 3 total Yr.4 Q.1 Yr.4 Q.2 Yr.4 Q.3 Cumulative
8/31/20 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
# answered the question 409 343 497 141 103 123 4,766
# LDS 97 85 175 76 38 42 1,156
# in clinic 369 258 322 65 65 81 3,667
Medical concerns 98 55 92 74 33 43 1,777
Family member diagnosed 91 32 49 57 43 46 1,057
Access to Benefits 19 4 7 27 13 19 357
Support research 20 5 41 21 14 17 434
Legal reasons 7 0 0 8 3 1 73
Screening purposes/multiple 170 239 307 76 82 77 1,231
Employer Requested Screening 1 9 1 0 1 1 124

Outreach Effectiveness Masure

Whenindividuals enga@ in screeing, theyareasked thenultiple choice question “ How di d
you hear about t he ARDOntendedt@ep CARDmeagurethgr am?”
effectiveness of outreach activitieBnswers are reportad Table19 with in-clinic andlong-
distancadentified separatelyas outreach efforts for those two populations are diffed@asults

are reviewedy theProject Directorand our contracted marketing firBrand It,to degermine

themost effectivanethods and where to focus efforts moving forward

TABLE 19: HOW DID YOU HEAR ABOUT THE CARD SCREENING PROGRAM?

Yr. 1total 9/1/19 Yr. 2 total Yr. 3 total Yr.4 Q.1 Yr.4 Q.2 Yr.4 Q.3 Cumulative
IC=in clinic, LD= long distance 8/31/20 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23 totals
IC- # who answered 315 260 322 65 65 81 4,321
IC- traditional advertising (radio, T 149 242 122 43 59 69 2232
newspaper)
IC- website/social media 36 123 45 18 11 21 254
IC- Community networking (parade| 123 203 179 38 38 61 1071
local events)
LD- # who answered 97 182 175 76 38 42 1,210
LD- traditional advertising (radio, T 27 53 77 47 25 24 507
newspaper)
LD- website/social media 29 34 9 5 16 18 155
LD- Community networking (events n o4 97 42 27 30 643

word of mouth)

Screening Satisfaction:

To provide the bst posible customer service, CARD begasingscreeniig satisfaction surveys
in year 2 of this grant. Surveys amailed out to all program participardedalso made available
on our wekite Approximately10% of the surveysenthave been returnedndthe vast

majority providedoositivefeedback The surveys ask about program participagikperiences
overall, and abouheir interactions witl/C A R D’ 4. Resulta ¢an remain anonymous or
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respondents can choose to identify themselkeg.negative responses are followed up on
immediately to address patient concerns and facilitate improveR@uw-up includes
reaching out to patients if the survey i2 anonymous and evaluating workflow processes
related to any specific complaints or constructive feedback.

TABLE 20: SCREENING SATISFACTION SURVEY RESULTS
Yr. 2 total Yr. 3 total Yr.4 Q.1 Yr.4 Q.2 Yr.4 Q.3

9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 | 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23
# surveys sent 398 518 509 401 428
# surveys returned 101 92 31 40 29
overall: excellent 59 66 24 33 20
overall: good or very good 19 22
overall: fair or poor 1 0
staff: excellent 44 77 27 35 23
staff: good or very good 19 14
staff: fair or poor 0 1 0

Targeted Outreach and education Local and regional/nationat

Many regdents of the local area hasgll not participated in screeningndothers have only

been screened once years ago. For this reason, recruitment cdotaligsand education as

well as community outreach aegtremely important. Ongog education to locals helpsmind
themabout the free screening program, reinfetbe importance of rescreening, and cosect

any misinformation thatkes hold through social media or community conversations.
Maintaining and improving relationships with local businesses and tourism efforts are also very
important to counteradegpot ed community concern that Libby
local economy and deters touris@@ARD works to be a positive force in the community
supporting local causesd participating in community events as much as possisfecially
educationally.

Table21 details local outreach and education effa@tsmmunity meetings attended included
Rotawy, Kiwanis,anda Wellness Workgrouuring quarte CARD spoke at a Rotary meeting
and participateth numerous other activities while training a new Outreach Assotisbsite
visits include all traffic that is coming into the websitducation vebsite visits are the total
web visits to all web pages that contain patezhication information.
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TABLE 21: TARGETED OUTREACH AND EDUCATION-

LOCAL (Lincoln County)

Yr. 1 total Yr. 2 total Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3
Method 9/1/19- 8/31/20 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 3/1/23 - 5/31/23
Local newspaper ads 157 116 129 20 17 45
Education article in newspapers 12 12 12 6 6 6
(I-sliie:jlteh Link and Health Resource 2 0 0 0 0 0
Radio ads 4,661 2,166 3,785 366 253 312
TV ads 422 11,137 4,317 266 354 387
Educational brochures given
(screening, LCS, CARD) 298 1,253 490 89 66 201
Patient Education booklets 310 205 203 67 73 75
Parades 2 3 1 0 1 0
Community events sponsored 45 25 27 4 10 4
Commmunity meetings 77 78 67 17 19 9
Google AdWords Impressions 10,951 14,239 2,931 66,155 48,131 30,639
Google AdWords Clicks 771 1,771 392 1,541 1,981 1,980
Website visits 1,705 3,286 5,022 1,523 1,677 519
\é\;:tgte visits to patient education 624 301 191 315 a3 58
Zi)temnn;:zlty presentations/ events 17 m 13 5 6 3
\;v;;);te visits to provider education 207 175 59 20 a9 a5
newsletters sent locally 8,143 11,379 11,962 3,328 3,113 3,025

Table22 details regional and national outreach and education efféagTube channel
numbers are a count of how nyatimes our videos were viewdd addition, specific outreach
was conducted including mailing lettersSanders Countsesidents who had screened in the
past for theThompson Fallsnobile clinic that was helthis quarter

TABLE 22: TARGETED OUTREACH AND EDUCATION- REGIONAL & NATIONAL

9/1/\;;?;/03?/'20 Yr. 2 total Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3

Method 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 3/1/23 - 5/31/23
Newspaper -outreach 68 57 59 20 17 0
Radio ads -outreach 755 0 400 366 0 0

TV ads -outreach 21,888 109,214 12,565 266 354 0
Website -outreach 17,299 36,740 41,090 9,094 6,901 7,012
Website -patient education 2,411 2,431 1,378 273 246 176
Website -provider education 744 825 702 171 145 152
Google AdWords Impressions 53,850 228,427 203,408 0 0 0
Google AdWords Clicks- outreach 3,165 20,652 26,193 0 0 0
Educational brochures given 119 162 329 112 15 117
YouTube Channel 2,822 3,337 57,905 1,387 1,513 1,537
Patient Education booklets 277 170 190 79 51 68
Lung cancer screening brochures 64 133 105 50 12 6
Health promotion events 5 11 6 0 0 0
Newsletters sent 7,434 11,031 14,302 3,648 3,628 3,598

Targeted Outreach/Education to healthcareprofessionals

Raising awareness about Libby asbestos within the medical community is important to help
facilitate referrals and coordinate cafrovider education packets are sent to primary care
providers of screening participants with their screengsglts. Mailingsto healthcare
professionalshis quarteincludedfive letters sent to specific providers with shared patients
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regarding the patients’ specific needBr. rel ate
Morrissetteattended the Big Sky Pulmonary Conference as weleadmerica Thoracic

Society conferencthis quarter where she educated huddifieom topics of asbestos in general

to specific screening requirements of this grant.

TABLE 23: TARGETED OUTREACH TO- HEALTHCARE PROFESSIONALS

Yr. 1 Total Yr. 2 total Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3
Method 9/1/19 - 8/31/20 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 3/1/23 - 5/31/23
Website -provider education 744 330 709 201 184 187
Mailings 121 72 29 3 5 5
CARD newsletter -education 1,056 1,985 2,250 607 573 591
provider education book mailed 271 152 70 17 63 35
FLUIEE?IUIIIdI *L,UIIIEIEI TCES - 3 10 7 5 0 2
Medical professionals -education 46 305 380 435 2 179
Press release pick ups 228 424 471 88 157 310
other targeted outreach efforts 301 35 41 0 0 2
Website Use:
CARD’ s website is an i mportant tool for outre

populationsTable 2 summarize use oCARD’' s we b s i t 63 \Wabgite materiagu ar t er
are regularly updated and use is tracked to help improve coatersefrs.

TABLE 24: Website use

Yr. 1 Total Yr. 2 total Yr. 3 total Yr.4Q.1 Yr.4Q.2 Yr.4Q.3

Website Use 9/1/19 - 8/31/20 9/1/20 - 8/31/21 | 9/1/21 - 8/31/22 9/1/22 - 11/30/22 | 12/1/22 - 2/28/23 | 3/1/23 - 5/31/23

website 105 70 152 30 16 28

Contact CARD emails via website 106 142 42 9 8 16

# of website sessions 9,441 30,261 49,023 11,069 8,941 7,127

# pages viewed 17,299 40,293 65,490 14,335 11,937 11,054
session length 30+ minutes 47 41 11,041 13 17 46
session length 10-30 minutes 363 323 553 95 84 132
session length 3-10 minutes 490 592 711 161 160 217
session length 1-3 minutes 567 926 1,002 268 233 244
session length 31-60 seconds 367 643 812 249 230 179
session length 11-30 seconds 370 885 1,130 230 205 186
session less than 10 seconds bounce factor bounce factor bounce factor bounce factor bounce factor bounce factor

Page depth: 1-9 Pages viewed in session 10,200 32,265 52,020 11,008 8,888 7,047
10-14 Pages viewed in session 348 114 504 35 23 35
15-19 Pages viewed in session 175 26 384 14 16 15
20+ Pages viewed in session 253 25 618 12 11 27

# of users 8,782 27,109 43,833 9,550 7,318 6,113
new users 88% 86% 90%
returning users 12% 14 10
Male users 55% 49 47
Female users . . . 45% 51 53
Age between 18-24 not cumulative, not cumulative, not cumulative, 7% 7 9

reported as a reported as a reported as a

Age between 25-34 percentage percentage percentage 10% u 12
Age between 35-44 18% 18 19
Age between 45-54 19% 23 20
Age between 55-64 25% 25 21
Age 65+ 21% 16 19

Other outreach efforts:
In addition to the above outreach and education, CARD had been working to increase our social
media presence on both Facebook BstigramOur Faceboolkagehas2,730 followersand
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during quarter 3 we made 22 posts that reached 1370648 people CARD’s Instagram page
has 164 followers and six posts were made on that account reachingog2 pe

CARD Annual Rally:

Each grant yeaCARD host anannual Rallywhere the wholeommunity isinvited to join

CARD staff, along with community partnarsa fun interactive learning experience about the
importance ofung health, smoking and vaping prevention/cessation, and other topics related to
screening. Thi sdfgréhasummer durang dquarterid.s pl ann

Additional grant activities and progress

A mobile screeninglinic was held inThompson Fallsluring quarteB. Although the area is rural
community interest was high arttle event provided opportunities for in person screening,
outreach and education in neighboring commesi Another mobile clinic is planned f@sreat

Fallsin July. C A R Ddosumentary filmwascompleted andcseenings of it were held in Libby,

Missoula and Bozean during quarter 3 as welach screening included a question and answer
session The film promotes screening, outreach, and education while highlighting the CARD
Clinic’ s and Dr. Bl ack’”s roles in th@ARDespons
has alscsubmitedthe film to PBS, American Public Health Associatiand Asbestos Disease
Awareness Organization for possibteegnings

CHALLENGES:
REASON FOR DELAY AND ANTICIPATED CORRECTIVE ACTION OR DELETION

BNSF Lawsuit

CARD was investigated by OIG in 2018 after BNSRbtbewhistlemaking accusations of fraud.
OIG did not pursue the case bnt2019 BNSF chose to pursue it and CARD has been working
with a probono lawyer to defend oselves since that timdust prior to the subrmssion of this
guarterly report, on Wetesday, June 2&e trial fortheBNSF v CARDcase#19-40 wrapped up

in Federal court in Missoula, Montarighe jury foundhat337 Falg Claimshad beemadewhich
arebelieved to bewhenEHH formswerefilled out based on outsidadiologyreads onlyThese

are B-reads or CT reads done byCARD'’s expert panethat identifed possible asbesta®lated
abnormalitieson screening participantsho were not diagnosedclinically by a CARDmedical
provider CARD reached out to ATSDR to inforthemof the decisioron Thursday, June 2¢hd

an gpeal will be filed CARD isverydisappointed with the verdicBecause of evidentiary rulings

by the judge, CARD was unable to present its full arguments to the jury. For example, former
Senator Max Baucus was prevented from testifying on CARieh# regarding the Affordable
Care Act Libby provision. CARD stasdy its mission to serve thabby Amphibole exposed
population as well as '’ responsible and transpargmerformance under ih grant We are
reaching out t&SA and other entities t@ork with them toamend our procedures asededNo
entity has ever notified CARDhiat we were doing anything wrong in filling daHH formseven
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after the lawsuit was filedFormer SenatorBaucus who s primary author of the provision in
the Affordable Care Act involving Libbg health benefiterasplanningto testify confirmingthat
CARD’ mterpretatiorof the ACA matchettisown as well ashe provisions intert. Thisincludes
filling out EHH formsfor Medicareaccesdor participants wh were notlinically diagnosed bt
who had a pogive outsideradiologyfinding by a qualified physician SenatoBaucushimself
stated this sentiment again in an Associated Press avhiclrine30 titled “Health clinic in
Montana Superfund town faces penalties for false asbestos ¢laihggant componentsontinue
to be carried out without digption at this time.

STATUS OF PROGRAM, SCREENING, INFRASTRUCTURE, AND STAFF

The grant goals and objectives were implemented succesduliyng the frstthree quartersf
grant year 4CARD’ mfrastructure remainsolid witha strong administrativend
implementatiorteam Quality assurance procesgesnainsuccessfull in placefor delivery of
ARD and LCS screening activitisgata managemerdutreach and educational activitiesll
screening CT scaraeread by a qualified physician, SARD’ shysiars readall CT images
ordered by ouphysicianassistant

MEASURES OF EFFECTIVENESS

Measures of effectiveness were repotiadereach specifigoalabove In addition CARD staff
received feedback fro apatientthis quarter who was extremely thankful that Dr. Morrissette
helped him narrow down his health problems during his visit. He now knows that ineedlka
heart transplant and he would nevavé caught the issue without her help.

our calli)

Left: CARD donatel first aid kits with our asbestos healitreening on them to a program that
provides free bekets of needed supplies to families of newborn babies at Cabinet Peaks Medical
Center in Libby. The hospital staff perswho coordinates the program @ding one of the

baskets

Right: CARD staff membergroviding education at Health and Wellness Fdield in March.
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FINANCIAL RECAP OF GRANT EXPENDITURES

As ofthis report67.12% ofthe granfunds for year 4vhich was$2,999,99sawe been
expendedlt is anticipated that grant funds will be expended as budgeted for the grant year.
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