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(June 1, 2023 through August 31, 2023)

MAJOR FINDINGS

The goal of the funding opportunity is “early detection of certain medical conditions related to
environmental health hazards.” The Center for Asbestos Related Disease (CARD) screening
program has been successful in the early detection of asbestos related disease (ARD) and lung
cancer resulting from the Libby asbestos exposure public health emergency. Outreach and
education locally, regionally, and nationally are also conducted to support the screening
programs. These efforts contribute significantly to the success of the grant. The clinical data in
this report includes both the ARD and lung cancer screening (LCS) programs. Outcomes
reported in the tables below are for year 4 quarters 1, 2, 3 and 4 and include cumulative totals for
the grant year as well as cumulative totals if available. Cumulative totals reported include
screening activities since 7/1/2011, the beginning of our first four-year screening grant.

Table 1 reports the number of ARD screenings, the number who needed CT evaluations to
determine diagnostic status, the number of patients diagnosed with ARD, and the number of
individuals who had a positive outside CT or CXR read but no clinical diagnosis from CARD’s
screening program. Previously this group of people was considered eligible for ARD Medicare
based on the Affordable Care Act, but in light of a June 2023 court decision, CARD is no longer
filling out the form (EHH checklist) to verify a Medicare eligible condition based on outside
radiology reads alone. Individuals were previously considered eligible for Medicare through the
Environmental Health Hazard designation criteria even though they were not clinically
diagnosed with ARD in three different situations: (1) A positive chest x-ray B-read. (2) A
positive CT read by an outside radiologist. (3) A documented diagnosis of an asbestos related
cancer (mesothelioma, lung, colon, rectum, larynx, stomach, esophagus, pharynx and ovarian).

TABLE 1: ASBESTOS RELATED DISEASE SCREENING OUTCOMES
Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total Cumulative

Screening Outcomes 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23 totals

# ARD screenings 148 132 151 153 584 8,601

# CT diagnostic appointments 77 99 92 67 335 5,248

# ARD diagnosed 25 34 14 14 87 2,899
Positive outside read- no clinical diagnosis 42 66 49 26 183 3,390

% diagnosed w/ environmental exposure only 84% 88% 86% 79% not cumulative | not cumulative

GOALS/OBJECTIVES




Goal 1: Provide medical screening in the Libby area and across the nation

Asbestos Related Disease screening in Libby and across the nation:

Table 2 details the types of screening appointments. Even after years of asbestos health
screening programs in Libby, Montana; new screening patients participating for the first time
make up a significant portion of those seen (36% this grant year). Approximately half of all
screening participants live outside of Lincoln County, and this has remained true since the
program began. It is estimated that over 80,000 people could have spent significant time in the
Libby, Montana area while the mine was in full operation, so there is likely a large number of
potential screening patients that have not yet been through the program. For those who qualify,
asbestos health screening is offered either in Libby at the CARD Clinic or at a distance if they
cannot travel to Libby. In year 3, CARD also started offering in-person screenings as mobile
clinics held in cities throughout Montana. Mobile clinic screenings are also counted as long-
distance. Successful completion of long-distance screening (LDS) occurs when the participant
completes all screening-related activities (questionnaires, phone interview, spirometry, chest x-
ray, and CARD medical provider visit by phone, plus a CT and second medical provider visit by
phone if appropriate). The total number of appointments reported exceeds the number of
patients because many screenings include two appointments; an initial appointment and then a
CT follow-up appointment. Each screening participant is asked if they would like to share their
health information and screening results with ATSDR’s Tremolite Asbestos Registry (TAR), and
with their primary care provider (PCP). Most say yes to both consents. If screening patients are
diagnosed with ARD, they are no longer eligible for asbestos health screenings, but they are
followed long-term by CARD for monitoring and disease management.

TABLE 2: TYPES OF SCREENING APPOINTMENTS AND CONSENTS

Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total Cumulative
Appointment Type 9/1/22 - 11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23 totals
# screenings 148 132 151 153 584 8,601
# new screening patients 62 46 54 48 210 5,607
# rescreenings 86 86 97 105 374 2,994
# Lincoln County, MT residents 67 73 75 49 264 4,358
# LDS eligible screenings done in clinic 24 13 29 44 110 3,063
# Mobile Clinic LDS 39 0 8 20 67 not collected
# of LDS patients 55 38 31 52 176 1,021
# in clinic appointments (includes both visits) 128 132 171 137 568 11,598
# LDS appointments (includes both visits) 97 99 71 83 350 2,250
Consented for TAR registry 116 94 122 125 457 6,575
Consented to notify PCP of screening results 113 98 117 124 452 not collected
# past screeners diagosed with ARD seen for f/u 260 219 228 279 986 not collected




Table 3 details demographic data including age, gender, primary language, race/ethnicity, and
disability status of the screening population. Language, race/ethnicity and disability status were
not collected for reporting prior to year 4 and some participants were unwilling to fill out this
information. CARD is implementing a new grant reporting database in year 05 that we anticipate
will make it easier to collect this information.

TABLE 3: DEMOGRAPHICS OF SCREENING PARTICIPANTS

Demographics

Yr.4Q.1
9/1/22 - 11/30/22

Yr.4Q.2
12/1/22 - 2/28/23

Yr.4Q.3
3/1/23-5/31/23

Yr.4Q.4
6/1/23 - 8/31/23

Yr. 4 total
9/1/22 - 8/31/23

Cumulative
totals

# screenings

148

132

151

153

584

8,601

# females

88

77

94

97

356

4,663

# males

60

55

57

56

228

3,938

# under age 35

5

4

4

2

15

438

# between 35-49

24

20

36

23

103

1,679

# between 50-64

57

51

57

68

233

4,184

# age 65+

62

57

54

60

233

2,300

Primary language (English)

94

112

138

99

443

not collected

race (other than white)

5

2

5

2

14

not collected

ethnicity (Hispanic/Latino)

2

1

4

1

not collected

disability status (any)

22

33

44

40

139

not collected

Table 4 summarizes important clinical findings including the number of participants who report
respiratory symptoms that may be asbestos related, and the number with abnormal spirometry
breathing test results. Symptoms and spirometry results are used in conjunction with health and
exposure histories for clinical decision-making to determine whether a CT scan should be
performed. A CXR is done on every screening participant but occasionally participants will
refuse their chest x-ray and participate in screening anyway. This is usually because only a CT is
medically warranted based on past medical care or referral, the individual is too young to be
exposed to radiation for screening purposes, or she is concerned about possible pregnancy. The
number of abnormalities identified on CXR is low because CARD’s medical providers do not
typically diagnose ARD from x-rays. If ARD is suspected, a CT scan is ordered. CT scans are

considered to be closer to a gold standard for ARD imaging.



TABLE 4: CARD CLINICAL FINDINGS ASSOCIATED WITH ASBESTOS RELATED DISEASE
Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total Cumulative

CARD Clinical Findings 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23 totals

# screenings 148 132 151 153 584 8,601

# symptomatic 93 75 98 93 359 5,706

# abnormal spirometry 39 38 38 40 155 2,217

# abnormal BMI (>30) 49 46 75 68 238 not collected

# CXRs completed 146 130 147 150 573 8,368

# no CXR done 2 2 4 3 11 232

# abnormal CXR (CARD) 1 0 0 1 2 415
pleural only 1 0 0 1 2 379
interstitial only 0 0 0 0 0 20
both 0 0 0 0 0 21

# CTs completed 77 99 92 67 335 5,248

# abnormal CT (CARD) 25 34 14 14 87 2,871
pleural only 25 33 13 14 85 2,299
interstitial only 0 0 0 0 0 19
both 0 1 1 0 2 553

Table 5 describes significant findings of ARD screening. These findings include focal opacities
and masses. In addition, incidental findings, recommended follow-ups, and depression follow-
ups completed as part of screening are tracked. If appropriate, patients with significant findings
are referred for follow-up. Many are referred to primary care rather than specialists for initial
evaluation. Not all patients share the results of their other medical follow-ups with CARD. Focal
opacities are tracked even though they are common in screening studies, and their prevalence is
well documented in the literature. Only a small percentage of focal opacities turn out to be
cancers, however, they are all tracked to be followed in future screenings. They are also tracked
because individuals between the ages of 50 and 84 with at least 15 pack years of smoking history
and documented exposure to asbestos with a nodule greater than 6mm can enroll in the lung
cancer screening program. Lung masses reported in this table do not include those identified
through the lung cancer screening program. One of the questionnaires completed by screening
patients includes a depression assessment. If participants’ scores are abnormally high, they are
sent a letter offering information about resources available and referrals to other community
support services. CARD does not offer counselling but we do assist patients in finding the help
that they need.

TABLE 5: SIGNIFICANT FINDINGS IDENTIFIED THROUGH ARD SCREENING

Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total Cumulative
Significant Findings 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23 totals
# masses identified 0 1 2 0 3 201
# focal opacities 40 46 47 37 170 1629
# cancers verified possibly asbestos related 3 2 7 2 14 not collected
# participants w/ incidental findings 56 75 74 62 267 not collected
# of Incidental Findings 118 41 43 106 308 not collected
# follow-ups recommended 0 0 37 68 105 not collected
# depression follow-ups completed 31 28 33 60 152 not collected




Fecal Immunochemical Testing:

Fecal immunochemical testing (FIT), previously fecal occult blood testing (FOBT) is offered to
all screening participants between the ages of 50-75 since asbestos exposure can increase the risk
of developing colon cancer. FIT tests detect hidden blood in the stool, specifically blood
originating from the lower gastrointestinal tract. If a screening participant had regularly
scheduled colonoscopies or refused participation for another reason, they were not given a FIT
test kit. For those who are given a FIT but do not return it, a follow-up letter is mailed as a
reminder. For those with positive results, a repeat FIT is offered as well as a referral for further
follow-up.

TABLE 6: FECAL IMMUNOCHEMICAL TESTING FOR EARLY DETECTION OF COLON CANCER
yr.4Q.1 Yr.4Q.2 yr.4Q.3 Yr.4Q.4 Yr. 4 total Cumulative
Fecal Occult Blood Tests 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23 totals
# FITs given 48 39 57 58 202 2,893
# FITs returned 21 20 21 5 67 1,144
# FITs abnormal 0 0 0 0 0 4

Outside Radiology Reads:

A reader from a panel of five certified B-readers and three thoracic radiologists reads every
image taken through the screening program. Screening CT scans are only distributed to the three
radiologists; chest x-rays are distributed to the five B-readers on the panel. Images are
distributed by mail to readers in a systematic cyclic process to ensure even workloads. Outside
reads typically take weeks to be returned, so the number of returned reads reported for each new
quarter is usually lower than the number of images done. Cumulative end of the grant year totals
will reflect all outside reads received even if they were not received during the grant quarter that
the participant was screened in.

TABLE 7: SINGLE OUTSIDE READ RESULTS BY B-READER (CXR) OR RADIOLOGIST (CT)
Yr.4Q.1 Yr.4Q.2 vr.4Q.3 yr.4Q.4 Yr. 4 total Cumulative
Outside Read Findings 9/1/22-11/30/22 | 12/1/22 - 2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23 totals
# CXRs 146 130 147 150 573 8,368
# B reads 146 130 146 103 525 8,212
# B reads abnormal 10 5 3 6 24 649
Pleural 4 2 2 3 11 525
Interstitial 4 2 1 2 9 92
Both 2 1 0 1 4 32
#CTs 77 100 93 67 337 5,250
# Outside CT reads 75 100 91 37 303 5,114
# Outside CT reads abnormal 9 47 39 10 105 1,660
Pleural only 2 3 9 5 19 854
Interstitial only 6 26 14 3 49 475
Both 1 18 16 2 37 331

Quality control panel readings of radiographs and HRCT scans:




Twice annually, peer review sessions are held as a quality control measure required in the FOA.
For each peer review session, the same 24 CT scans are sent to all thoracic radiologists and the
same 54 CXR images are sent to all B-readers. Each image is read by all readers independently
then results are compiled by CARD. Readers then join a Zoom call to discuss any images that the
readers did not agree on. Post peer review comparison analysis was completed by Dr. Curtis
Noonan, CARD’s contracted epidemiologist. The comparisons are based on a SAS macro,
%MAGREE, which allows for comparison of multiple raters when multiple responses (ratings)
are on a nominal scale. This methodology employed by the macro is based on Fleiss (2003) and
Fleiss et. al. (1979). The graphs below depict interrater agreement (kappa) over the course of the
grant’s peer review sessions from 2011 (1A) until the current grant year (12A and 12B). The
graphs are labeled and they depict level of agreement in the identification of parenchymal
abnormalities and pleural abnormalities on both CXRs or CT scans. It is noteworthy that the
agreement dropped in the current grant year due to a new panel of image readers who haven’t
previously worked together. Levels of agreement using the kappa statistic range from 0 (no
agreement) to 1 (perfect agreement). Fleiss et al. (2003) stated that for most purposes, values
greater than 0.75 or so may be taken to represent excellent agreement beyond chance, and values
below 0.40 or so may be taken to represent poor agreement beyond chance. Values in between
0.40 and 0.75 may be taken to represent fair to good agreement beyond chance.
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Lung Cancer Screening for High-Risk Individuals:

Early detection of possible asbestos-related cancers through participation in Lung Cancer
Screening (LCS) is available to high-risk individuals. Participants eligible for the LCS program
are between the age of 50-84, have at least 15 pack years of smoking history, and were
diagnosed with ARD or had Libby asbestos exposure and a nodule greater than 6 mm. A
thoracic radiologist experienced in lung cancer detection reads all low-dose CT scans (LDCTs).
Lung cancers reported in Table 8 do not include lung cancers identified through the asbestos
related disease screening program. 19% of this grant year’s lung cancer screening participants
were active smokers and they were given brief cessation education and counseling and offered
free one-on-one counseling as well. Each active smoker participating in the program received
smoking cessation materials with their lung cancer screening results. For those with normal lung
cancer screening results, the participant is typically contacted by CARD staff with results after a
medical provider reviews them. A provider visit is scheduled to discuss results if requested by
the participant, if they are coming to CARD for another reason, or if CARD’s medical provider
feels results warrant it. Every participant is educated about the option of having a provider visit
and about the benefits and risks of LDCT screening in a pre-engagement pamphlet sent prior to
participation. Results letters are sent to each participant after screening to keep for their records.
Other findings reported include the identification of abnormalities by the ELCAP readers for
which additional follow-up recommendations were made.

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

Lung Cancer Screening

Yr.4Q.1
9/1/22 - 11/30/22

Yr.4Q.2
12/1/22 - 2/28/23

Yr.4Q.3
3/1/23-5/31/23

Yr.4Q.4
6/1/23 - 8/31/23

Yr. 4 total
9/1/22-8/31/23

# completed LDCTs

137

77

99

102

415

# new LCS participants

19

6

13

9

47

# of LCS done long distance

10

5

2

3

20

# of established participants

118

71

86

93

368

# less than annual f/u

23

41

# referrals

# confirmed cancers

# other findings

23

41

# current smokers

37

86

# no longer participating

27

Lung cancer screening is considered most effective when conducted annually so that cancers can
be found at the earliest stages and be treated quickly. Table 9 shows the number of lung cancer
screening participants using the program over consecutive years. Participants join the program
whenever they become eligible and interested, but some drop out due to being diagnosed with
lung cancer, dying, aging out of the program, or being lost to follow-up for some other reason.
In addition, during the pandemic, many participants did not get their annual LCS because only
essential imaging was being done. For participants who remain eligible for the program, three




recall attempts are made annually to encourage ongoing participation. In the final quarter of
grant year 3, CARD began offering lung cancer screening to those who meet the qualification
criteria but who do not live locally. The imaging is conducted using the same workflow
processes as CARD’s long distance screening imaging.

TABLE 9: CONSECUTIVE YEARS LUNG CANCER SCREENING
Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total

Consecutive years 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23
Established LDCT participants 118 71 86 93 368
Participated 2-4 consecutive years 43 18 37 29 127
Participated 5-8 consecutive years 36 20 16 35 107
Participated 9+ consecutive years 16 6 10 4 36
Rescreened but not consecutive years 53 27 23 25 128

Autoimmune screening:

A screening blood test for antinuclear antibodies (ANA) has been added to the ARD screening
program for this grant, and in grant year 3, an additional blood test called anti-PLG has also been
added. Anti-PLG is a subset of MCAA, so MCAA results are also reported. The tests are offered
to ARD screening participants based on research that has shown a relationship between Libby
asbestos exposure and autoimmune disease. Tables 10 and 11 below summarize ANA, MCAA,
and anti-PLG test results. Those with positive results are educated and if medically warranted
brought in for an additional provider visit and/or referred for follow-up. Results are also sent to Dr.
Jean Pfau (ANA) and Dr. Kinta Serve (anti-PLG) quarterly for review and interpretation.

Dr. Pfau/Serve’s report:

This 4th quarter screening group for the 2022/2023 grant year shows evidence of a frequency of
positive ANA tests (13.7%) similar to the expected frequency in the US, and lower than we
previously reported in publications or reports. The reason for this is unknown. It is possible that
there have been changes in testing protocol, or that more people with suspected autoimmune
disease are going elsewhere for testing. It is also possible that this represents a trend related to
exposure levels and latency. In support of that hypothesis is the lower frequency of Systemic
Autoimmune Diseases for which ANA tests are diagnostic, such as Systemic Lupus
Erythematosus (no cases) and Scleroderma (1 case) this quarter.

The frequency of autoimmune diagnoses this quarter was 23.5%, which is higher than expected
in the U.S., similar to previous quarters, and higher than we have previously reported in
publication. Although positive ANA tests are not strongly diagnostic in all autoimmune diseases,
they occur in almost all of the diseases listed in Table 1.

This screening group has a very high frequency of autoimmune symptoms (67.3%), similar to
previous quarters’ reports. This suggests a continuing concern about undiagnosed autoimmune
conditions that do not meet diagnostic criteria, but that fit the diffuse characteristics of the
autoimmune conditions seen in people exposed to Libby Asbestiform Amphiboles (LAA)
(Diegel R., 2018).



TABLE 10: AUTOIMMUNE RESULTS

Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total
Autoimmune Results 9/1/22 - 11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-9/30/23 | 9/1/22-8/31/23
# ANA tests completed 84 75 102 102 363
# Abnormal ANA 25 11 12 14 62
# Abnormal ANA requiring f/u 23 6 9 8 46
% Postive ANA not diagnosed 82% (9 of 11) 50% (5 of 10) 83% (10 of 12) 33% (1 of 3) 69% (25 of 36)
# Anti-plg tests completed 80 73 102 101 356
# Abnormal anti-plg 5 9 4 Pending Pending
# of Abnormal MCAA 17 11 10 Pending Pending
MCAA/PLG Results Returned 76 74 100 Pending Pending
Table 11: Reported Autoimmune Diagnoses, Q4 2022/2023
Cases (# Evaluated for Percent Above (Expected
AID = 153) prevalence in US)?
All Reported Autoimmune Cases 36 (11 with >1 Al 23.5% Yes (7%)
diagnosis)
Rheumatoid Arthritis 15 9.8% Yes (1%)
Psoriasis/Psoriatic arthritis 7 4.6% Yes (1%)
Hashimoto's thyroiditis 4 2.6% Yes (0.1%)
Fibromyalgia/Chronic Fatigue Syndrome 4 2.6% No (3.4%)
Sjogren’s 2 1.3% No (1%)
Ulcerative colitis, Celiac Disease 3 2.0% No (1.3%)
Scleroderma 1 0.7% Slightly (<0.1%)
Multiple Sclerosis 1 0.7% No (0.2%)
Mast Cell Activation (MCAS) 1 0.7% No (<1%)
POTS (Postural Ortho Tachycard Synd) 1 0.7% No (0.2%)
Polymyalgia rheumatica 1 0.7% No (0.6%)
Vitiligo 2 1.3% No (1%)
Type | Diabetes 1 0.7% No (0.6%)
Alopecia 2 1.3% No (2%)
Anti-phospholipid Anticoagulant Synd 1 0.7% Slightly (<0.1%

Most of these expected prevalence values are from the CDC, Medscape, rarediseases.org or the foundation for that

disease.

COVID-19 testing and vaccination promotion activities
Free COVID-19 screening is still available at CARD but is not being used by the community

partially because of wide availability of home test kits. We do however continue to collect data
regarding vaccinations which is reported below.

TABLE 12: COVID-19 RESPONSE

Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total
COVID-19 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-9/30/23 | 9/1/22-8/31/23
# rapid tests completed at testing site 22 5 0 0 27
# positive rapid tests at testing site 3 3 0 0 6
# screeners vaccinated 84 77 98 112 371
# screeners not vaccinated/unknown 64 55 53 41 213
Vaccine Offered 64 55 53 35 207




Smoking Cessation:

Smoking cessation continues to be extremely important for patient health maintenance and the
screening program goals. Respiratory therapists and spirometry techs provide brief counseling to
all identified smokers upon review of their tobacco use history questionnaire. Past quit attempts
and current interest in quitting are explored. If interested, educational material is given and a
referral is made to the Montana Quit Line Medical providers also educate about the importance
of smoking cessation. CARD’s Outreach Specialist also provides education and resources about
smoking and vaping prevention at events attended. These include stop smoking kits which
include a sucker, pencil, gum, mints, a “how to stop smoking” pocket pal, and tobacco use
tracker give aways.

TABLE 13: SMOKING CESSATION OUTCOMES AND OURTREACH ACTIVITIES
. . Yr.4Q.1 9/1/22 Yr.4Q.2 Yr.4Q.3 3/1/23{Yr.4Q.4 6/1/23 Yr. 4 total
Smoking Cessation
11/30/22 12/1/22-2/28/23 5/31/23 9/30/23 9/1/22 - 8/31/23

# of screeners who smoked 16 28 25 16 85

# who quite since last screening appointment 1 3 9 3 16

# brief cessation ed by medical staff 16 28 6 16 66

# booklets mailed regionally/nationally 8 1 6 0 15

# booklets given in clinc/local 29 35 27 7 98

# individual follow up smoking cessation sessions 3 7 5 0 15

# engaged in ongoing counseling 1 1 0 0 2
community members educated re: smoking cessation/prevention 0 125 0 12 137

Goal 2: Conduct Nationwide OQutreach to Raise Awareness (of screening and certain
Medicare benefits) and Goal 3: Provide Nationwide Health Education (to detect, prevent, and
treat environmental health conditions)

Outreach and education go hand in hand. The goals of providing outreach and education, about
asbestos health and lung cancer screening, risk factors, asbestos related disease, health
management, and certain Medicare benefits are often approached as one combined goal. Quality
control processes are in place as all CARD employees involved in outreach and education work
very closely with the screening Project Director and, as appropriate, the Medical Providers, to
develop and conduct screening outreach and educational activities. All final printed materials and
community engagement activities are approved by the Project Director. CARD’s physician
reviews and approves all technical and medical education materials for professional audiences.
Three main outreach and education target audiences include current and potential screening
participants, members of the general public who could encounter Zonolite attic insulation or other
environmental health hazards, and medical professionals. Each screening participant receives a
patient education book along with in-person education by CARD staft, and all smokers are offered
free smoking cessation service referrals. In addition, anyone diagnosed with ARD receives
benefits education about possible Medicare benefits and the Medicare Pilot Program for Asbestos
Related Disease (MPPARD).

Outreach Efficacy for Enrollment in Certain Medicare Benefits for ARD:

10



A detailed goal of the grant is to increase awareness about Medicare benefits available for
individuals diagnosed with ARD resulting from Libby asbestos exposure. Traditional Medicare
becomes available regardless of the individual’s age or disability status after a clinical ARD
diagnosis. Receipt of Medicare is facilitated by placing an EHH (Environmental Health Hazard)
designation on an individual’s Medicare status if they are diagnosed with Libby ARD or another
qualifying condition. The MPPARD is also available for EHH Medicare patients who live in the
program’s designated geographic area (The counties of Lincoln, Flathead, Glacier, Lake,
Sanders, Mineral, and Missoula in Montana; Benewah, Bonner, Boundary, Clearwater, Kootenai,
Latah, and Shoshone in Idaho; and Ferry, Lincoln, Ponderay, Spokane, Stevens and Whitman in
Washington.)

The number of people over 65 reported in Table 14 below is low because they already have
Medicare and only need an EHH if they are eligible for and interested in the MPPARD.

TABLE 14: ENVIRONMENTAL HEALTH HAZARD (EHH) DESIGNATION AND ELIGIBILITY FOR BENEFITS

Certain Medicare Benefits

Yr.4Q.1

9/1/22

11/30/22

Yr.4Q.2
12/1/22 - 2/28/23

Yr.4Q.3

3/1/23

Yr.4Q.4

6/1/23

5/31/23

9/30/23

Yr. 4 total
9/1/22 - 8/31/23

# of EHHs completed

15

20

19

14

68

# of EHHSs for people over 65

6

9

7

6

28

# of EHHs for people under 65

9

11

12

8

40

# who have improved access to medical care for chronic conditions

5

5

6

3

19

Table 15 reports use of MPPARD benefits. The categories reported in the table have been
updated several times to reflect the most accurate numbers available to CARD. After an
individual is diagnosed through the screening program, the process to get on the MPPARD takes
two months. Table 15 also includes the number 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 included are rheumatoid arthritis, lupus, chronic obstructive pulmonary
disease (COPD), congestive heart failure (CHF), pacemaker, intraventricular cardiac defibrillator

(CD), hypertension, and diabetes.

Table 15: UTILIZATION OF PILOT BENEFITS

Pilot Benefit Utilization

Yr.4Q.1 9/1/22
11/30/22

Yr.4Q.2
12/1/22 - 2/28/23

Yr.4Q.3 3/1/23
5/31/23

Yr.4Q.4 6/1/23
9/30/23

Yr. 4 total
9/1/22-8/31/23

# enrolled in Medicare Pilot

16

11

7

0

34

# Pilot related encounters (face to face, email, phone call)

121

133

142

88

484

# community Pilot education

108

6,741

141

8

6,998

# CARD Pilot education brochures

Not collected

96

121

8

225

Non Community Pilot Education

28

641

17

46

732

# Rerrals to MPPARD for callback

36

30

42

28

136

Why Are Individuals Being Screened?
CARD tracks why individuals are being screened to better understand and meet the needs of new

and potential screening participants. This facilitates our efforts to continue reaching potential
participants who aren’t aware of the free screening program. The information also helps CARD
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develop effective outreach materials and to focus educational efforts on areas of interest to

potential and current screening participants.

TABLE 16: WHY ARE YOU BEING SCREENED?
yr.4 Q.1 yr.4 Q.2 yr.4Q.3 yr.4 Q.4 Yr. 4 total Cumulative
9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 6/1/23 - 8/31/23 9/1/22 - 8/31/23 totals
# answered the question 141 103 123 128 495 4,894
# LDS 76 38 42 28 184 1,184
#in clinic 65 65 81 76 287 3,743
Medical concerns 74 33 43 45 195 1,822
Family member diagnosed 57 43 46 36 182 1,093
Access to Benefits 27 13 19 16 75 373
Support research 21 14 17 15 67 449
Legal reasons 8 3 1 5 17 78
Screening purposes/multiple 76 82 77 54 289 1,285
Employer Requested Screening 0 1 1 1 3 125

Outreach Effectiveness Measure:

When individuals engage in screening, they are asked the multiple choice question, “How did
you hear about the CARD screening program?” This is intended to help CARD measure the
effectiveness of outreach activities. Answers are reported in Table 17 with in-clinic and long-
distance identified separately as outreach efforts for those two populations are different. Results
are reviewed by the Project Director, and our contracted marketing firm, Brand It, to determine
the most effective methods and where to focus efforts moving forward.

TABLE 17: HOW DID YOU HEAR ABOUT THE CARD SCREENING PROGRAM?
Yr.4 Q.1 Yr.4 Q.2 Yr.4 Q.3 Yr.4 Q.4 Yr. 4 total Cumulative
IC= in clinic, LD= long distance 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 6/1/23 - 8/31/23 9/1/22 - 8/31/23 totals
IC- # who answered 65 65 81 76 287 4,397
IC- traditional advertising (radio, TV,
43 59 69 61 232 2,293
newspaper)
IC- website/social media 18 11 21 10 60 264
IC-C ity networki des,
ommunity networking (parades 38 38 61 53 190 2,024
local events)
LD- # who answered 76 38 42 28 184 1,238
LD- traditional advertising (radio, TV,
47 25 34 18 124 525
newspaper)
LD- website/social media 5 16 18 7 46 162
LD- C it t ki t
ommunity networking (events, 42 97 30 10 109 653
word of mouth)

Screening Satisfaction:

To provide the best possible customer service, CARD began using screening satisfaction surveys
in year 2 of this grant. Surveys are mailed out to all program participants and also made available
on our website. Approximately 10% of the surveys sent have been returned, and the vast
majority provided positive feedback. The surveys ask about program participants’ experiences
overall, and about their interactions with CARD’s staff. Results can remain anonymous or
respondents can choose to identify themselves. Any negative responses are followed up on
immediately to address patient concerns and facilitate improvement. Follow-up includes
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reaching out to patients if the survey is not anonymous and evaluating workflow processes
related to any specific complaints or constructive feedback.

TABLE 18: SCREENING SATISFACTION SURVEY RESULTS
Yr.4 Q.1 Yr.4 Q.2 Yr.4 Q.3 Yr.4 Q.4 Yr. 4 total
9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 6/1/23 - 8/31/23 9/1/22 - 8/31/23

# surveys sent 509 401 428 415 1,753

# surveys returned 31 40 29 97 197
overall: excellent 24 33 20 68 145
overall: good or very good 28 51
overall: fair or poor 0 0 0 1 1
staff: excellent 27 35 23 71 156
staff: good or very good 4 5 5 26 40
staff: fair or poor 0 0 0 0 0

Targeted Outreach and education- Local and regional/national:

Many residents of the local area have still not participated in screening, and others have only
been screened once years ago. For this reason, recruitment continues locally, and education as
well as community outreach are extremely important. Ongoing education to locals helps remind
them about the free screening program, reinforces the importance of rescreening, and corrects
any misinformation that takes hold through social media or community conversations.
Maintaining and improving relationships with local businesses and tourism efforts are also very
important to counter a deep-rooted community concern that Libby’s asbestos legacy hurts the
local economy and deters tourism. CARD works to be a positive force in the community
supporting local causes and participating in community events as much as possible, especially
educationally. These efforts are especially important following the BNSF lawsuit.

Table 21 details local outreach and education efforts. Community meetings attended included
Rotary and Kiwanis. During quarter 4 CARD had booths at Cabinet Peaks Medical Center’s
annual health fair, the PRCA Kootenai River Stampede Rodeo, and seven Farmers Markets
events throughout Lincoln County, Montana. These efforts resulted in hundreds of interactions
with locals. In addition, sponsorships for the annual Ignite the Nights car show, member-guest
golf tournament at Cabinet View Country Club, and Motocross events included providing CARD
screening information to all attendees. CARD hosted an Ask a Nurse event with the Medicare
Pilot Program for Asbestos Related Disease (MPPARD) and educated attendees at the annual
Big Sky Bash concert event held on August 5. Website visits include all traffic that is coming
into the website. Education website visits are the total web visits to all web pages that contain
patient education information.
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TABLE 19: TARGETED OUTREACH AND EDUCATION- LOCAL (Lincoln County)

yr.4Q.1 Yr.4Q.2 yr.4Q.3 Yr.4Q.4 Yr. 4 total Cumulative
Method 9/1/22-11/30/22 | 12/1/22-2/28/23 3/1/23-5/31/23 6/1/23 - 8/31/23 9/1/22 - 8/31/23 totals
Local newspaper ads 20 17 45 38 120 1,120
Education article in newspapers 6 6 6 6 24 107
Radio ads 366 253 312 714 1,645 21,757
TV ads 266 354 387 528 1,535 25,647
Educational brochures given (screening,
201 71 1
LCS, CARD) 89 66 0 0 ,066 3,550
Patient Education booklets 67 73 75 49 264 4,434
Community events sponsored 4 10 4 7 25 262
Commmunity meetings 17 19 9 15 60 500
Google AdWords Impressions 66,155 48,131 30,639 26,589 171,514 not collected
Google AdWords Clicks 1,541 1,981 1,980 690 6,192 not collected
Website visits 1,523 1,677 519 1,873 5,592 not collected
Website visits to patient education
e visl patl ueat 315 33 58 84 490 not collected
pages
community presentations/ events 5 6 3 s 2 172
attended
website visits to provider education
30 39 35 104 208 not collected
pages
newsletters sent locally 3,328 3,113 3,025 3,032 12,498 not collected

Table 20 details regional and national outreach and education efforts. YouTube channel
numbers are a count of how many times our videos were viewed. In addition, specific outreach
was conducted including mailing letters to Great Falls residents who had screened in the past for
the mobile clinic that was held this quarter.

TABLE 20: TARGETED OUTREACH AND EDUCATION- REGIONAL & NATIONAL

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

Method 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 6/1/23 - 8/31/23 9/1/22 - 8/31/23
Newspaper -outreach 20 17 0 0 37
Radio ads -outreach 366 0 0 0 366
TV ads -outreach 266 354 0 0 620
Website -outreach 9,094 6,901 7,012 6,874 29,881
Website -patient education 273 246 176 64 759
Website -provider education 171 145 152 128 596
Educational brochures given 112 15 117 0 244
YouTube Channel 1,387 1,513 1,537 1,303 5,740
Patient Education booklets 79 51 68 121 319
Lung cancer screening brochures 50 12 6 9 77
Newsletters sent 3,648 3,628 3,598 3,591 14,465

Targeted Outreach/Education to healthcare professionals
Raising awareness about Libby asbestos within the medical community is important to help
facilitate referrals and coordinate care. Provider education packets are sent to primary care
providers of screening participants with their screening results. Mailings to healthcare
professionals this quarter included six letters sent to specific providers with shared patients
regarding the patients’ specific needs related to findings during their CARD appointments.
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Tracy McNew attended the Western Occupational Health Conference where she was able to
interact with approximately 75 physicians and medical providers and discuss free asbestos health

screening.

TABLE 21: TARGETED OUTREACH TO- HEALTHCARE PROFESSIONALS

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

Method 9/1/22 - 11/30/22 12/1/22 - 2/28/23 3/1/23-5/31/23 6/1/23 - 8/31/23 9/1/22 - 8/31/23
Website -provider education 201 184 187 232 804
Mailings 3 5 5 6 19
CARD newsletter -education 607 573 591 597 2,368
provider education book mailed 17 63 35 67 182
Professional Conferences -

) 5 0 2 1 8
education/outreach
Medical professionals -education 435 2 179 82 698
Press release pick ups 88 157 310 476 1,031
other targeted outreach efforts 0 0 2 1 3

Website Use:

CARD’s website is an important tool for outreach, education, and communication with target
populations. Table 22 summarizes use of CARD’s website during quarter 04.
are regularly updated, and use is tracked to help improve content for users.

TABLE 22: Website use

Website materials

Yr.4Q.1 Yr.4Q.2 Yr.4Q.3 Yr.4Q.4 Yr. 4 total Cumulative
Website Use 9/1/22-11/30/22 | 12/1/22-2/28/23 | 3/1/23-5/31/23 | 6/1/23-8/31/23 | 9/1/22-8/31/23 totals
Screening applications submitted via website 30 16 28 3 107 636
Contact CARD emails via website 9 8 16 19 52 775
# of website sessions 11,069 8,941 7,127 8,747 35,884 228,480
# pages viewed 14,335 11,937 11,054 12,306 49,632 424,737
session length 30+ minutes 13 17 46 31 107 12,634
session length 10-30 minutes 95 84 132 139 450 15,331
session length 3-10 minutes 161 160 217 211 749 32,079
session length 1-3 minutes 268 233 244 271 1,016 25,175
session length 31-60 seconds 249 230 179 178 836 12,071
session length 11-30 seconds 230 205 186 216 837 15,670

session less than 10 seconds

bounce factor

bounce factor

bounce factor

bounce factor

bounce factor

bounce factor

Age between 35-44

18%

18%

19%

21%

Age between 45-54

19%

23%

20%

18%

Age between 55-64

25%

25%

21%

25%

Age 65+

21%

16%

19%

18%

Page depth: 1-9 Pages viewed in session 11,008 8,888 7,047 10,865 37,808 157,792
10-14 Pages viewed in session 35 23 35 293 386 3,061
15-19 Pages viewed in session 14 16 15 232 277 1,476
20+ Pages viewed in session 12 11 27 267 317 1,947

# of users 9,550 7,318 6,113 7,178 30,159 148,957
new users 88% 86% 90% 87%
returning users 12% 14% 10% 13%

Male users 55% 49% 47% 44%

Female users 45% 51% 53% 56% not

Age between 18-24 7% 7% 9% 7% nfetpi;:qel:jlztsi\;e’ cumulative,

Age between 25-34 10% 11% 12% 11% percentage reported as a
percentage
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Other outreach efforts:

In addition to the above outreach and education, CARD had been working to increase our social
media presence on both Facebook and Instagram. Our Facebook page has 2,828 followers and
during quarter 4 we made 44 posts that reached 187,718 total people. CARD’s Instagram page
has 163 followers and eight posts were made on that account reaching 2,637 accounts.

Dr. Jean Pfau published an article titled “A Novel Autoimmune Disease Linked to Asbestos
Exposure” in Scientia whose mission is to share scientific information broadly. The article
credits CARD and this grant and is available online at https://www.scientia.global/wp-
content/uploads/Dr-Jean-Pfau.pdf

CARD Annual Rally:

Each grant year CARD host’s an annual Rally where the whole community is invited to join
CARD staff, along with community partners in a fun, interactive learning experience about the
importance of lung health, smoking and vaping prevention/cessation, and other topics related to
screening. This year’s rally was held on August 12, 2023 from 11 am until 2 pm with a back to
school theme. More than ten community partners were present and children along with their
parents enjoyed interactive games including how to identify vermiculite. They also learned about
the importance of healthy diet and regular exercise if for lung health.

TABLE 23: CARD RALLY

Before Current

Grant
7/1/11-8/31/19

Yr. 1total 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. 4 total
9/1/22 - 8/31/23

Cumulative
totals

# students present

840

268

120

58

75

1,361

# adults present

340

104

53

36

45

578

Additional grant activities and progress:

A mobile screening clinic was held in Great Falls in July. As with other mobile clinics, turnout
was good, and the event allowed CARD’s staff to provide in person screening for patients who
live too far away to get to Libby. Outreach and education to local healthcare facilities is also an
important part of mobile clinics. Dr. Anthony Reeves at Cornell continues to work on software to
provide objective reads of both pleural and parenchymal disease, and Mount Sinai partners
continue to build CARD’s new database which will be used in grant year 05. Details about these
projects will be provided in the annual grant report.

CHALLENGES:
REASON FOR DELAY AND ANTICIPATED CORRECTIVE ACTION OR DELETION

BNSF Lawsuit and loss of Noridian Contract

In order to continue its vital work for the Libby community and those affected by Libby amphibole
asbestos, the Centre for Asbestos Related Disease (CARD) filed for Ch. 11 bankruptcy on Monday,
August 7, 2023. CARD had to do so to prevent BNSF Railway Co. (BNSF) from seizing CARD’s
assets pending the outcome of CARD’s appeal of a judgment entered in BNSF’s favor.
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CARD is appealing the judgment entered in BNSF’s lawsuit against CARD wherein BNSF alleged
CARD had submitted over 2,000 false claims. BNSF, who has been found strictly liable for its
handling of asbestos in Libby has been concurrently litigating numerous civil lawsuits brought
against it by people diagnosed with an asbestos related disease, many of whom have been
diagnosed by CARD. While the Missoula federal court jury rejected many of BNSFs over 2000
allegations against CARD, it did find that CARD had submitted 337 false claims of the over 8,400
people it has screened. It appears those 337 false claims were related to patients receiving Medicare
benefits under the Libby provisions of the Affordable Care Act based on abnormal radiology reads
but without a separate clinical diagnosis of asbestos related disease. Although CARD did not
diagnose those people, CARD filled out a form for those people to be eligible for Medicare based
on its understanding of the Libby provisions of the ACA. In completing those forms, CARD
followed the procedures that have been in place since the ACA was passed I n2010. Those
procedures had never been questioned or rejected by the U.S. government. CARD understands that
the government does not intend to change anyone’s Medicare or Pilot Program benefits based on
the verdict. Following the verdict, CARD did lose a contract with Noridian to perform services
under the Medicare Pilot Program for Asbestos Related Disease but ongoing screening activities
including outreach and education about Medicare and Pilot Program benefits continue
uninterrupted.

On appeal will be key legal rulings interpreting the meaning of the Libby provisions of the ACA
and key evidentiary rulings that prevented CARD from presenting a full defense, including the
testimony of former U.S. Senator Max Baucus, who was the primary author of the ACA’s Libby
provisions and would have testified the intent of the ACA was to include those 337 people.
Nevertheless, BNSF’s ability to seize CARD’s assets pending the appeal has placed CARD at risk
of closing its doors.

CARD?’s first priority is and has always been the service to and care of its patients. CARD is a
non-profit clinic primarily funded by this grant. By filing for bankruptcy while pursuing the appeal,
CARD is able to continue serving the Libby community and those affected by Libby amphibole
asbestos through free asbestos health screening, outreach, and education. CARD remains dedicated
to its mission, and it continues to accept new patients and other services as usual.

STATUS OF PROGRAM, SCREENING, INFRASTRUCTURE, AND STAFF

The grant’s goals and objectives were implemented successfully during the 4™ quarter of this
grant year despite difficulties with the BNSF lawsuit and subsequent Ch. 11 bankruptcy. All
screening activities have continued uninterrupted, and patients, board members, staff, and
community organizations remain supportive. CARD is continuing to conduct business as usual
for grant-related activities but is no longer filling out EHH forms for screening participants who
are not diagnosed by CARD even if they have a positive outside CT or B-read. CARD’s
infrastructure remains solid with a strong administrative and implementation team. Quality
assurance processes remain successfully in place for delivery of ARD and LCS screening
activities, data management, outreach, and educational activities. All screening CT scans are
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read by a qualified physician, so CARD’s physicians read all CT images ordered by our
physician assistant.

MEASURES OF EFFECTIVENESS

Measures of effectiveness were reported under each specific goal above. In addition, CARD staff
received feedback from patients reaching out by phone, email, and on satisfaction surveys. A few
of their comments were:
e “You all do an excellent job. Glad to have a place to go to help with our health problems
from asbestos.” ~ E.H. 6.14.23
o “All the staff is very kind. Always positive attitudes at the CARD Clinic. We appreciate
you all.” ~R.B. 7.6.23
e “The CARD puts my best at heart and answers any questions or concerns [ have. I’'m
treated so well by the CARD staff. I’'m so comfortable with the quality care I receive at
CARD. I’'m very thankful for them.” ~J.S. 8.3.23

-

Left: CARD booth teaching kids to identify dangerous vermiculite at the 2023 Rally held in
August.

Right: Cabinet Peaks Medical Center health fair attendees standing in front of CARD’s
educational booth at the event.

FINANCIAL RECAP OF GRANT EXPENDITURES

As of this report, it is estimated at 94% of the grant funds for year 4 which were $2,999,994 will
have been expended when all bills are paid. Slightly fewer patients than anticipated were seen
leaving the shortfall in expenditures of approximately $170,000 however numbers have
increased from prior grant years when COVID-19 impacted participation significantly.
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