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individual cancer types. Methods used are described in DiRienzo et Figure 2. Performance of a sequencing liquid biopsy testing strategy for cancer 95%Cl. Results are shown for lung, upper Gl, pancreas & gallbladder (GB), head oromise of embedding this blood-based MCED into standard
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' ) ) achieved an overall sensitivity of 68.7% (283/412) and a specificity of 98.7% (934/946). performance across cancer types in the context of gastrointestinal and related endoscopic care pathways, offering a scalable framework for earlier
at the population level. Abbreviations: TP, true positive; FP, false positive; FN, false negative; TN, true negative. cancers. diagnosis, improved patient outcomes, and broader health equity.
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