
COMMUNITY CANCER SCREENING 
PROGRAM

Quan P. Ly, MD, FACS
Professor, Division of Surgical Oncology

Department of Surgery
University of Nebraska Medical Center

November 1, 2024



No Conflict of Interest to disclose.

DISCLOSURE DECLARATION 



Objectives
Colon cancer overview

Update on FQHC collaboration

Implement a community-initiated 
program

Future directions



Colorectal cancer statistics

http://seer.cancer.gov/statfacts/html/colorect.html



Colonoscopy and prevention
Hiromi Shinya and William Wolff, 
~1975 

1969- they did the first colonoscopy 
at New York Beth Israel Medical 
Center using a scope developed in 
Tokyo by Dr. Niwa and Dr. Yamagata

Dr. Shinya also developed the wire 
loop snare cautery for polyp removal

From June 1969 to June 1972, the 
pair performed 1600 colonoscopies





Screening Guidelines for Average Risk

Age >= 45 yrs

No family history of colon, other GI, GU, lung or breast cancers

No personal history of inflammatory bowel disease

Colonoscopy should be offered first.  If negative, repeat 
every 10 years until age 75y.

Other screening modalities can be offered if the patients 
refused colonoscopy



Stool tests

Stool DNA Test 
+ No bowel preparation
+ Sampling is done at home
+ Requires only a single stool sample
+ Noninvasive 

- Will miss most polyps and some cancers
- High cost compared to other stool tests

- New technology with uncertain interval 
between testing

- Colonoscopy necessary if 
abnormalities are detected 

- Interval: Annual 

Fecal Occult Blood Test 
+ No bowel preparation
+ Sampling is done at home
+ Low cost
+ Noninvasive 

- May require multiple stool samples
- Will miss most polyps and some cancers
- Higher rate of false-positives than other 
tests
- Pre-test dietary limitations

➢ Slightly more effective when combined 
with a flexible sigmoidoscopy every 
five years

- Colonoscopy necessary if 
abnormalities are detected 

- Interval: Annual 



Treatment options
Precancerous:   Polypectomy via colonoscopy   (cure)

Early localized disease (stage I & II):  Surgery with lymph 
node dissection

Locally advanced (stage III):  Surgery follow by adjuvant 
chemotherapy

Metastatic (stage IV):  chemotherapy  follow by surgery if 
resectable

Rectal cancer treatment difference (stage II & III): neoadjuvant 
chemotherapy follow by surgery

The best treatment of colorectal cancer is 
PREVENTION!!!



Current Screening Rates in Nebraska reported by 
the CDC



One World Connection
Introduction on 4/13/2021 and had first meeting on 6/14/2021 with Dr. 
Kris McVea
 -no mammograms since 3/2020
 -many patients with FOBT+ but can’t get a colonoscopy

>48,000 patients

6775 patients between 50-74 with only 3141 (46.4%) completed 
cancer screening (FOBT)



Nebraska Medicine’s Commitment
Meeting with NM CFO, COO in July 2021 - were in support of 
outreach.

Learned about Dr. Taylor’s colonoscopy program at Bellevue (10 /yr)

September 2021- Group meeting of Bellevue staff with One World 
team: reviewed of 3 patients 

December 2021- One World asked for recurrent meeting, colonoscopy 
needs not met (10 – 15 per month)

February 14, 2022- meeting with One World and NM VP for finance – 
program was expanded. 



Colon cancer screening program

Dr. Robert Taylor/ Kelly Vaughn started a screening 
program in 2020
 5/2021-2/2022: 10 referrals, 6 completed (55-97 days, 
mean 67.5), 1 tubular adenoma

 3/1/22 to 12/31/22: 38 referrals, 25 scheduled with 20 
completed (22-245 day, mean 89)

 
Colonoscopies 2021 2022 2023 10/2024

NM (BMC/Dr. Taylor) 6(6) 23(23) 136(63) 29(18)



Summer Undergraduate Research 
Program to understand the 
barriers to screening
with support from Dr. Delair, Dr. Mercer and Dr. Mammen

I developed the questionnaires, edited by Dr. Delair, translated 
by our NM Spanish interpreters.
Students were trained by Dr. Delair to conduct the survey in 
both English and Spanish
Students called over 600 patients over 2 weeks



347 patients 
contacted, 92 
consented to 
the survey



Students called about 700 pts
212 consented to participates





Students’ plans
- Expand surveys to other clinics 

- Volunteer as navigators to help makes the appt for the 
patients

- Educators- if you’re interested, let’s get together to see 
how we can put together a program to give college students 
volunteer opportunities that teach them about health 
disparity, communication, and strengthen their applications 
into healthcare careers



Medical Mistrust and Distrust

In 1932, the U.S. Public Health Service, working with the Tuskegee 
Institute, began a study to record the natural history of syphilis. It 
was originally called the “Tuskegee Study of Untreated Syphilis in 
the Negro Male” 

The study initially involved 600 Black men – 399 with syphilis, 201 
who did not have the disease. 

Participants’ informed consent was not collected. 

Researchers told the men they were being treated for “bad blood,” a 
local term used to describe several ailments, including syphilis, 
anemia, and fatigue. 

In exchange for taking part in the study, the men received free 
medical exams, free meals, and burial insurance.



In 1972, an Associated Press story about the study was published. 

In October 1972, the panel advised stopping the study. A month later, 
the Assistant Secretary for Health and Scientific Affairs announced the 
end of the study. 

In March 1973, the panel also advised the Secretary of the Department 
of Health, Education, and Welfare (HEW) (now known as the 
Department of Health and Human Services) to instruct the USPHS to 
provide all necessary medical care for the survivors of the study2.

The Tuskegee Health Benefit Program (THBP) was established to 
provide these services. In 1975, participants' wives, widows and 
children were added to the program. 

In 1995, the program was expanded to include health, as well as 
medical benefits. The last study participant died in January 2004.

https://apnews.com/article/e9dd07eaa4e74052878a68132cd3803a
https://catalog.archives.gov/id/650716
https://catalog.archives.gov/id/650716
https://www.cdc.gov/tuskegee/about/timeline.html#cdcreference_2


Overcoming patients’ mistrust by 
proving providers’ trustworthiness

Why should we care? 







Mount Calvary Community Church 
9/28/24

25 mammograms
13 low dose CT
18 PSA
30 FIT tests
16 BP readings
6 BS checks
Sign up for insurance
Connect with NOAH for primary 
care

2 with palpable breast mass 
were referred directly to breast 
team

• I felt special, like people really cared.
• Very good. Knowledgeable and informative.
• Excellent! Very impressed with the services



67 people seen
25 Mammograms
12 low dose CT
15 PSA
25 FIT test given



Future directions?
One Stop Cancer Shop to Nebraska Cancer Stop? 

Connecting to other community leaders to break down healthcare 
barriers in Omaha and across the state.

Anyone who is interested-  let’s meet the patient where they are. 



Take away
IF we wait for the community to come to us, it is often too late

Prevention and early detection are the best treatment of cancer

Help us connect with the community and build trust.  

Encourage young people to go into health care 



Questions?

Quan P. Ly, MD
qly@unmc.edu

402-559-8941 (office)

mailto:qly@unmc.edu
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