Preferences for colorectal cancer screening: A latent class analysis
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Data Analvsis . Figure 2. Willingness-to-Pay for Changes in Attribute Levels Comparing
BACKGROUND y Results from Latent Class Analy5|s Class 1 and Class 2 (with 95% Confidence Intervals)

It is important to understand the trade-offs patients make when evaluating screening tests for colorectal DCE Analy5|5 Latent class analysis identified two types of respondents. Figure 1 presents the normalized coefficients from the latent class analysis.
cancer (CRQ). B |atent class |ogit model was estimated to identify distinct classes of preferences among respondents m Class 1 placed the most WEight on test efﬁcacy, vaIuing efﬁcacy much more than any other attribute. Class 1 had much higherWTP for
m CRC is the second leading cause of cancer-related deaths in the United States, causing more than 50,000 and calculated willingness-to-pay (WTP) for changes in test attributes to assess their relative importance higher levels of efficacy.

deaths annually [1]. across subgroups. ® Class 2 was more influenced by cost, and less influenced by efficacy.

The U.S. Preventive Services Task Force recommends routine screenings for CRC for average risk individuals - Personal characteristics were included in the latent class analysis to predict class membership. ® Significant predictors of membership in class 1 were being white, college educated, married, and having a colonoscopy previously.

aged 50 to 75 years. ® Analyses were conducted using SAS version 9.3 (SAS Institute Inc) for the descriptive statistics and NLOGIT Figure 2 presents the WTP for changes in attribute levels.

The Healthy People 2020 target for CRC screening is 70.5% [2] and the National Colorectal Cancer 5 (Econometric Software, Inc) for DCE analysis. = Class 1 had much higher WTP for higher levels of efficacy than class 2.

Roundtable has a goal of 80% screening by 2018 [3], but survey data suggest that only 58.2% of the ® Reponses to all questions in the survey were summarized using descriptive statistics. ® Both classes had similar WTP for tests that could remove polyps. Both classes had positive and statistically significant WTP to avoid

screening recommended population are up-to-date with CRC screening [4]. “discomfort like intense cramps during test and no activity limitations.”

A number of researchers have used stated-preference surveys, such as conjoint analysis or discrete-choice RESU LTS

experiments (DCEs) to study preferences for CRC screening tests [5-71.

- None of the studies investigated whether groups of respondents had differing preference patterns Sample

outside subgroup analysis based on single, observable characteristics such as race, gender, or age.

]
"Discomfort like intense cramps during test and No activity limitations" $127 == CRC patients: Class 1
to "Sedative and Activity limitations after test" 1$302 === CRC patients: Class 2

"Discomfort like intense cramps during test and No activity limitations" $134
to "No pain or discomfort during test and No activity limitations" $259

Discomfort and activity
limitations during and
after the test

"Sedative and activity limitations after test"
to "No pain or discomfort during test and no activity limitations"

"2 days diet restrictions and laxative use"
to "2 days diet restrictions"

"2 days diet restriction and laxative use"

A total of 2,073 respondents completed surveys. Table 2 presents a summary of respondents’ demographic
to "No preparation”

OBJECTIVE characteristics. Figure 1. Normalized DCE Preference Weights from Latent Class Logit Model (with 95%
To analyze preferences for the features of CRC screening tests and understand sources of heterogeneity in Table 2. Sample Characteristics and Experience with Cancer Screening Confidence Intervals) "2 days diet restriction

. _ to "No preparation”
preferences, the effect of test attributes and personal characteristics on preferences, and the implications for Tests, Unwelghted (N=2,073) Prepere

CRC screening. characteriste 0 Jvae | 10

Age, years === CRC patients: Class 1

M 61.2 === CRC patients: Class 2
M ET H O D S Educeaatri]on (highest degree received) :

Survey DeVEIOpment Less than high school

High school graduate—high school diploma or equivalent
® Online DCE survey comprised the following sections: Some college, no degree

- background questions on CRC risk factors and respondent’s subjective estimate of CRC risk relative to Bachelors’ degree or higher
others of the same age Race/ethnicity
- description of and questions about each test attribute used in the DCE White, non-Hispanic
- DCE questions (each respondent answered 5 DCE questions) Black, non-Hispanic
- history with CRC screening and perceptions about CRC screening tests Other, non-Hispanic
- general questions on health and health behaviors —
) 2+ races, non-Hispanic
® DCE questions: Ew
- Table 1 lists the attributes and levels and how they match to existing CRC screening tests Male
- DCE questions presented a choice between pairs of hypothetical CRC screening tests =l CRC = colorectal cancer.
» The profiles in the DCE questions were based on an experimental design with known statistical properties Household income Note: Class 1 and 2 are the predicted classes from the latent class analysis. The horizontal bars surrounding
. Sulrvey instrument was p(rjetes:;ced in 9dfa;|e—to—face interviews to ensure that the survey questions were ;Jnder $2:,ooo each WTP value denote the 95% confidence interval about the point estimate.
relevant, appropriate, and understandable. 25,000-549,999
$50,000-$74,999 CO N C LU S I 0 N S
. $75,000 and above
Table 1.  Attributes and Levels TR —
Widowed

1. Most colorectal cancer (90%-95%) / Most pre-cancerous polyps (90%-95%) / once
every 10 years Colonoscopy: 1
2. Some colorectal cancer (50%-70%) / Some pre-cancerous polyps (50%-70%) / once FlexSig: 2
every 5 years FOBT: 3 Never married

3. Some colorectal cancer (50%-70%) / Very few pre-cancerous polyps (10%-25%) / once | FIT: 3 Living with partner
every year

Preparation
before the test

"Cannot remove cancer and polyps"
to "Can remove cancer and polyps"

Can the
test
remove

"Some cancer/every year"
to "Some cancerlevery 5 years"

"Some cancer/every year" $1
to "Most cancer/every 10 years"

"Some cancer/every 5 years" $32
to "Most cancer/every 10 years" $1,021

What can the test find?
How often should you
get the test?

Hispanic

1 1
-100 400 900 1,400 1,900 2,400 2,900
Willingness to pay ($)

Preference weight

Respondents have different preferences regarding the importance of efficacy, cost and other test features,
and personal characteristics are related to these preferences and the likelihood of getting CRC screening tests.

Divorced

No preparation

What can the test find
and how often do you
take the test?

Separated

IMPLICATIONS

To increase participation in CRC screening, doctors, nurses, and health systems can offer all recommended
test options with advice about each, explore test preferences with patients, and match patients with the test
they prefer and are most likely to complete.
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Somewhat likely 28.7%
Somewhat unlikely 8.0%

2 days diet restrictions

Experience with CRC Screening Tests
Has a doctor or other health professional ever recommended that you get a test for colorectal cancer?

Colonoscopy: 1
Can the testremove | 1. Yes FlexSig: 1
cancer and polyps? 2. No FOBT: 2

FIT: 2 No

Colonoscopy: 3 | don’t know
FlexSig: 3 Missing (n)

:;I(_)I_B;r 2 Have you ever had a colonoscopy?

Discomfort and . No pain or discomfort during the test / All activities as usual after the test. Colonoscopy: 3 Yes 69.8%
activity limitations . Discomfort like intense cramps during the test. / All activities as usual after the test. FlexSig: 2 No 29.2%
during and after the . During test, sedative so no discomfort / After test, no driving and limited activity rest | FOBT: 1 | don’t know 1.1%

test of day FIT: 1

Yes

2 days diet restrictions and laxative use

. No preparation
2. 2 days diet restrictions
. 2 days diet restrictions and laxative use

Preparation before
the test

Most colorectal cancer (90% -95%) / Most pre-cancerous
polyps (90% to 95%) / once every 10 years

Some colorectal cancer (50%-70%) / Some
pre-cancerous polyps (50%-70%) / once every 5 years
Some colorectal cancer (50%—-70%) / Very few
pre-cancerous polyps (10%—-25%) / once every year

* After test, no driving and limited activity rest of day

* No pain or discomfort during the test
« Discomfort like intense cramps during the test
« All activities as usual after the test

« All activities as usual after the test
* During test, sedative so no discomfort

Missing (n) 0

Out-of-pocket cost to
you per test

Very unlikely 4.5%

I'm not sure 7.1%

Missing (n) 1
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