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Four key talking points

• To achieve “80% by 2018” for CRC screening you need an intervention (or a 
few) and an implementation strategy.

• Evidence based interventions (EBIs) to improve CRC screening exist. 

• Many toolkits/resources are available to help users (e.g., hospitals, primary 
care doctors, employers, community organizations, insurers) implement 
EBIs to improve CRC screening.

• Strategies (resources/approaches) are needed to support implementation 
and adaptation of EBIs based on your local context.



The Challenge

• 45% of care is not based on 
available evidence (McGlynn, 
2003; Grol 2003)

• It takes an average of 17 years to 
get new knowledge generated 
by RCTs to be incorporated into 
practice; application is highly 
uneven (Balas & Boren, 2000) 





“The barrier to reducing the number of deaths from 
colorectal cancer is not a lack of scientific data but a 
lack of organizational, financial, and societal 
commitment.”

Danial K. Podolsky, MD (NEJM 7/20/00)



Poll: What “primary” affiliation brought you 
here today?

• Health Insurance Plan

• Coordinated Care Organization

• Primary Care Clinic

• Researcher/Academic

• Other



10 of 16 CCOs met the 47% Benchmark for 
CRC Screening in Medicaid Members in 2014



Oregon Ranks 23rd for CRC Screening

ACS Colorectal Cancer Facts & Figures, 2014-2016



Oregon CRC Roundtable – April 22, 2016
• CRC screening saves lives.  Multiple effective 

screening options exist.

• We have an extraordinary opportunity to 
achieve our goal of  80% colon cancer screening 

rate by 2018.

• Sign the National Colorectal Cancer Roundtable 
(NCCRT) pledge today at 

http://nccrt.org/tools/80-percent-by-2018/80-
percent-by-2018-pledge/

http://nccrt.org/tools/80-percent-by-2018/80-percent-by-2018-pledge/


Community health 
centers are at 80%

21



Health plans 
are at 80%

39



“Can you share a bit about what 
strategies are most effective in 
improving screening rates?” 



Review: USPSTF Recommendations for 
CRC Screening

• Average-risk individuals aged 50 -75*:

• High-sensitivity fecal occult blood test (FOBT), including fecal immunochemical tests 
(FIT) annually plus colonoscopy for abnormal test results;

• Colonoscopy every 10 years;

• Sigmoidoscopy every 5 years (10 years) plus interval FOBT/FIT.

• The Affordable Care Act (ACA) mandates that screening tests recommended by the 
USPSTF be covered with no out-of-pocket costs.

• Preferred ACS screening message: “population screening with FIT and follow-up on 
positives with colonoscopy.”

*based on US Preventive Services Task Force (USPSTF) Recommendations



Screening Behaviors Are Influenced by 
Multiple Levels

CDC Colorectal Cancer Control Program (CRCCP) http://www.cdc.gov/cancer/crccp/sem.htm

http://www.cdc.gov/cancer/crccp/sem.htm


Frequent targets for interventions to improve 
CRC screening in the US*

1) Screening at the point of care

2) Population based approach organized by single practice, group 
practice, or health delivery system

3) Public health approach – screening invitations extended to regional 
public outside of medical delivery

*Efforts may occur individually or in combination

Verma et al (2015) CA Cancer J Clin



Challenges Moving Evidence into “Real World”

• Many studies test multiple intervention elements; exact combination 
may not be feasible here (cost, resources, setting)

• Patient characteristics and recruitment methods vary 

• Articles provide limited detail on:
• Context – What was it like BEFORE the intervention? What EHR system was 

used (and how)? Who paid for the intervention? 

• Implementation strategies – Who did what and when? How would that work 
here?

• Publications and recommendations may lag behind clinic/community 
needs



Assessing 
your Setting

Implementing & 
Evaluating

Establishing 
Goals & 

Objectives;
Planning for 
Evaluation

Finding 
Evidence

Selecting  Best 
Fitting EBIs

Adapting

Putting Public Health Evidence in Action. Training Curriculum. Session 4: 
Finding Evidence-based Approaches. Cancer Prevention and Control 
Research Network. (December 2014). Retrieved from http://cpcrn.org/

Putting Evidence into Action….

http://cpcrn.org/


“If we want more evidence-based practice, 
we need to create more practice-based 
evidence.”

Larry Green, UCSF



Locating Evidence-based Interventions & 
Implementation Resources



http://cancercontrolplanet.cancer.gov/

http://cancercontrolplanet.cancer.gov/


http://www.thecommunityguide.org/index.html

http://www.thecommunityguide.org/index.html




What Interventions Increase CRC Screening?

http://www.thecommunityguide.org/cancer/index.html, see webinar handout by Basak et al (2016) 

Intervention Recommended 
for stool tests?

Median increase # Studies Target

Patient reminders Yes 10.9% 5 Client

Small media (e.g., brochures, flyers) Yes 12.7% 7 Client

One-on-one education Yes 19.1% 7 Client

Reducing structural barriers Yes 36.9% 12 Client

Provider assessment and feedback Yes 12.3 to 23% 9 Provider

Provider reminder and recall systems Yes (& flex sig) 17.6% 6 Provider

Client Incentives Insufficient 0 Client

Mass Media Insufficient 1 Client/Pop

Group education Insufficient 2 Client

Reducing out-of-pocket costs Insufficient 0 Client

Provider incentives Insufficient 5 Provider

http://www.thecommunityguide.org/cancer/index.html


Question: What EBIs Are You 
Using or Considering Using?



Promising Interventions in Vulnerable Populations 
(N = 27), Systematic Review Underway

Intervention 
Classification

Total 
studies

N studies by study design
(N = total patients combined)

Does Intervention Improve 
FOBT/FIT Screening?

Strength of evidence

Direct Mail 9 8 RCTs (N=8275)
1 non-randomized CT (N=959)

Yes High

Flu-FOBT/FIT 2 1 RCT (N=1372)
1 cohort study (N=1499)

Yes High

Clinic processes 2 2 RCTs (N=1939) Mixed Moderate

Patient Navigator 2 2 RCTs (N=543) Yes (overall screening)
Mixed (FOBT only)

Moderate

Education at clinic visit 5 4 RCTs (N=1801)
1 pre/post study (N=401)

Mixed Low

Education with lay 
health advisors

4 3 RCTs (N=1794)
1 pre-post (N=186) 

Unclear Low

Education with media
(community)

1 1 pre-post study (N=304) Unclear Insufficient

Education with media 
(clinic + community)

2 1 feasibility assessment (N=549)
1 nonrandomized CT (N=1672)

Mixed Low

Davis et al 



Example: Rural, Direct Mail Intervention
Setting:

• 16 rural family physician clinics affiliated with the Iowa Research Network (IRENE)

• 54% baseline CRC screening rate (Standard Deviation = 14.8%)

Method:

• Clinics provided list of patients to research team

• Patients provided informed consent; $20 for baseline questionnaire

• Only individuals due for CRC screening eligible for the study

Intervention/Outcomes: 743 patients randomized to 4 intervention levels. FIT returned to investigators who 
processed and mailed results to patient and physician.

Usual Care 
(n = 185)

Chart reminder 
(n=185)

Chart + mailed 
education + magnet + 

postage paid FIT (n=186)

Chart + mailed education + 
magnet + postage paid FIT + 

phone call (n=187)

% Any CRC test 17.8 20.5 56.5 57.2

OR (95% CI) Reference NS 6.0 (3.7-9.6) 6.2 (3.8-9.9)

Levy, 2013



Example: Repeat FIT Tiered Direct Mail Intervention
Setting: Erie Family Health Center, FQHC in Chicago

• 4 clinics serving adults (87% Latino; 36% uninsured)

• Baseline CRC screening rates: 43%

Method: 

• Patients age 51-75 identified from EHR; waived informed consent

• Eligible patients = negative FOBT in past year (repeat screening)

Intervention & Outcomes: 450 patients randomized to usual care (n=225) or stepped intervention (n=225)

10.2% 39.6% 24.0% 8.4%

Before 
intervention

Mailed reminder letter, FIT w/ 
prepaid postage, auto call, text  

(baseline)

Auto call, 
text 

reminder 

(2 weeks)

Navigator 
phone 

outreach 

(3 months)

CRC screening increased from 
17 - 43% between 07 – 09 by:
1) Empowering medical 

assistants to identify, 
counsel, and give FOBT kit

2) Routine quality 
measurement and feedback

3) CRC included as quality 
metric for clinicians’ 
incentive compensation

Baker et al. 2014

37.3%

Usual care 
(Control)



Example: FluFIT

Setting: Kaiser Permanente Northern California, 5 clinics

Intervention: Provide FIT kits to eligible patients along with influenza vaccinations 

Outcomes:

• 26.9% - FLU-FIT, completed FIT in 90 days

• 11.7% - FLU only, completed FIT in 90 days

• Most patients reached by intervention had <1 PCP visits in the last year

• FLU-FIT intervention increased CRC rates regardless of whether or when FIT kits were 
previously mailed to patients

Potter et al. 2013



What Interventions are Recommended for Racial 
and Ethnic Minorities?
Method: Systematic Review of 33 studies

Population: Minority populations; predominately Hispanic and African American

Level 
(# Studies)

Type of interventions
% screening 

increased

Patient 
(n=13)

Education through direct contact by trained professionals (excludes navigation)
15% 
(11% - 41.9%)

Patient 
Navigator 
(n=7)

Minimum: Repeat phone calls for scheduling, bowel prep, appointment reminders
Other: Transportation, translation, additional referrals, face-to-face meetings, 
accompanying to endoscopy appt.

16%
(7% - 40%)

Provider
& System
(n=13)

• Focused provider education
• Health system educational initiative
• Provider reminder systems
• Health literacy training to help physicians improve communication with patients

17.7%
(12.3% - 55.8 %)

Naylor et al, 2012





Toolkits to guide increased CRC screening at the 
point of care and across a delivery system exist

Download at www.nccrt.org

http://www.nccrt.org/


Tools – The Cancer You Can Prevent

• Campaign funded by the CDC to 
the Oregon Health Authority

• Promotes sharing stories by 
those who have been screened 
for CRC

http://thecanceryoucanprevent.org/

http://thecanceryoucanprevent.org/


Toolkit for CDC Funded Programs to work with 
Health Systems

• Health system: an entity that is or 
could be involved in delivering CRC 
screening services in a community
• Hospitals
• Medical practices
• Health insurance providers
• Public health systems
• Large employers

• Strategies to Address
• Provider barriers
• Patient barriers
• Infrastructure barriers

http://www.cdc.gov/cancer/crccp/pdf/colorectalactionguide.pdf

http://www.cdc.gov/cancer/crccp/pdf/colorectalactionguide.pdf


http://cancercontrolplanet.cancer.gov/

http://cancercontrolplanet.cancer.gov/


http://rtips.cancer.gov/rtips/index.do

http://rtips.cancer.gov/rtips/index.do




http://www.miyoworks.org/

http://www.miyoworks.org/


Now What? 
Determining which intervention to use…

Deciding how to implement…



ACS Recommends: 
“80% by 2018 What Insurers Can Do”

1) Set your system-wide goal at 80% by 2018 for colorectal cancer 
screening;

2) Use data in strategic ways to track and promote screening;

3) Educate clinicians, health plan staff, and patients about what is and 
is not covered;

4) Promote quality screening options;

5) Incentivize providers;

6) Be familiar with potential barriers to screening from the patient 
perspective (or convene a group of patients to identify/address)

See cancer.org/colonmd or nccrt.org/tools for more information



What We’ve Observed for Clinic/Health Plan 
Partnerships to Improve CRC Screening

Challenges
• Parallel processes 
• Different FIT kits
• Lag in data at health plan 

level; practice-level 
challenges producing EHR 
data queries

• Only targeting sub-set of 
patients

• No system to follow-up on 
positive FIT screens or ensure 
ANNUAL screening

What Might Health Plans Do?
• Engage in coordinated efforts with 

clinics (e.g., use the same FIT kit)

• Advocate for use of high-quality FIT

• Focus on ways to optimize return rates

• Leverage existing lab interfaces so kit 
results automatically enter EHR

• Support sustainable programs for 
annual FIT and follow-up colonoscopy 
(e.g., cost of FIT kits or mail out, phone 
or text reminders, infrastructure)





Primary Care and Public Health Leader Views 
on Intervention Toolkits

“I think [the toolkit] would be easy to use. I think the bigger issue is finding 
the time and energy to implement [the change] and to get staff buy-in. No 
matter how good the toolkit is, unless it is used correctly it won't help solve 
the problem.”

“I appreciate the nuts and bolts, how-to of the toolkit. The harder part is the 
practical. Who do you have do this and with what resources?  Having 
instructions is different than having someone knowledgeable to help make 
the change. Toolkits can be helpful, but also intimidating…they’re different 
than working with a practice facilitator or other another clinic that’s done it. 
It’s different than having a cheerleader in the practice to actually help you 
make the change.”

Davis et al (in review)



Moving between Type I and Type II Thinking



Webinar Schedule
DATE
(Weds 11am-Noon)

TOPIC

April 13th Screening Options for CRC – A Summary of the Evidence Behind Colonoscopy and Fecal Testing (FIT/FOBT)

May 4th An Overview and Discussion of Evidence-based CRC Screening Interventions – Translating Research into YOUR 
Clinic and Community Setting

May 11th Finding the Right Interventions for the Right Setting at the Right Time – A Focus on STOP CRC

May 18th

11:30 am-12:30 pm
Register here

Improve Colorectal Cancer Screening Rates and Save Lives! - Additional webinar opportunity hosted by the 
Patient-Centered Primary Care Institute
Presenters: Patricia Schoonmaker, MPH & Gloria Coronado, PhD

May 25th Partnerships with Health Plans – Design of BENEFIT, a direct-mail program supported by a Medicaid Health 
Plan

June 9th

12:30 pm -1:30 pm
Register here

The FluFIT Program - FREE webinar opportunity hosted by the  Nevada Cancer Coalition
Presenter: Michael Potter, MD 

June 29th Operationalizing Direct-Mail Interventions in Practice – EMR Tools and Practice Readiness Assessment

✓

✓

https://attendee.gotowebinar.com/register/8615333684330993156
https://cc.readytalk.com/cc/s/registrations/new?cid=x1267bfugmot


One-on-one TA Available*

*ask Laura Kreger if you need another form
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Questions & Answers?



Additional Slides



Example: Participatory Media Intervention
Setting: High Plains Research Network & Community Advisory 
Council members (rural Colorado) 

Intervention: “Boot Camp Translation” 

• Iterative, participatory approach (6 months of development)

• Simple and direct messaging

• Newspaper stories, Community talks, Radio outreach

Outcomes:

• 70% of the target population reached through media 
campaign

• Increased screening

• Participatory research + community ownership = locally 
relevant, culturally appropriate interventions

Norman, 2013



Example: Patient Navigation
Method: SR of 15 articles; PN interventions in diverse, urban primary care settings

Interventions:

• Professional PN

• Language-concordant or ethnic-concordant professional

• Language-concordant or ethnic-concordant lay person or peer

Outcomes:

• All studies reported increase CRC screening rates; 11-91% (3 RCT, 5 non RCT = 
statistically significant)

• Increased patient knowledge, improved quality of bowel prep and patient satisfaction

• Language/ethnic-concordant professional = quicker uptake of services

• Outcomes are better after a 6 month period of PN intervention

Muliira & D’Souza, 2016



Strategic Prevention Framework

Step 1. Assess population needs, the resources required to address the 
problem, and the readiness to act;

Step 2. Build capacity at patient, practice, health system levels to address 
needs and problems identified in Step 1;

Step 3. Develop a strategic plan – this plan articulates a vision for 
organizing specific interventions, policies, and practices locally;

Step 4. Implement the evidence-based interventions identified in Step 3;

Step 5. Monitor implementation, evaluate effectiveness, sustain those 
that improve or replace those that fail.



Practice-Level Toolkit #1

• Developed by the National Colorectal 
Cancer Roundtable (NCCRT) and 
American Cancer Society (ACS)

• Updated information on screening 
targets and guidelines

• Evidence-based tools and strategies 
for improving performance

• Materials available in multiple formats

Brief: http://www.cancer.org/acs/groups/content/@editorial/documents/document/acspc-029276.pdf
Long: http://www.cancer.org/acs/groups/content/documents/document/acspc-024588.pdf

http://www.cancer.org/acs/groups/content/@editorial/documents/document/acspc-029276.pdf
http://www.cancer.org/acs/groups/content/documents/document/acspc-024588.pdf


Key Steps/Process 
Recommendations

• Implement practice changes to 
achieve the four essentials

• Take steps to identify and 
screen every age-appropriate 
patient

• Involve your staff and put 
office systems in place

• Follow a continuous 
improvement model to 
develop and test changes (e.g., 
PDSA cycles)



Practice-Level Toolkit #2 (Supplement to #1)

Part 1: Introduction

Part 2: Recommended Steps

1) Make a Plan

2) Assemble a Team

3) Get Patients Screened

4) Coordinate Care across the 
Continuum

Part 3: Resources/Tools





Tools – The Cancer You Can Prevent

• Campaign funded by the CDC to 
the Oregon Health Authority

• Promotes sharing stories by 
those who have been screened 
for CRC

http://thecanceryoucanprevent.org/



General Resources/Training on How to Select and 
Implement Evidence-based Interventions (EBIs)

• http://cpcrn.org/pub/evidence-in-action/

http://cpcrn.org/pub/evidence-in-action/


Patient incentives

Setting: RCT, safety-net health system 
in Fort Worth, Texas

Outcomes:

• No significant difference in 
screening rates with financial 
incentives

• Results did not differ by age, sex, 
race, neighborhood poverty rate

• Median time to FIT completion did 
not differ across groups



Preliminary Data: Payer, Gender, Age, PCP Visit, and Geography 
Associated with CRC screening for publically and commercially 
insured populations in Oregon 

All
(N = 64,989)

Medicaid Only*
(N = 4,516)

Commercial Only
(N = 60,473)

Medicaid Payer 0.63 (0.59, 0.67) -- --

Female 1.12 (1.09, 1.16) 1.22 (1.06, 1.39) 1.12 (1.08, 1.15)

Years observed after 50

2 years 1.73 (1.66, 1.82) 1.67 (1.38, 2.01) 1.72 (1.66, 1.82)

3 years 2.30 (2.19, 2.40) 1.89 (1.57, 2.29) 2.32 (2.22, 2.44)

4 years 2.63 (2.52,2.76) 2.16 (1.80, 2.60) 2.67 (2.55, 2.80)

PCP visit in first year 1.36 (1.31, 1.41) 3.52 (2.73, 4.55) 1.34 (1.29, 1.39)

Geography (Frontier ref)

Rural 1.64 (1.24, 2.17) 1.17 (0.75, 1.82) 1.74 (1.29, 2.36)

Urban 1.89 (1.43, 2.51) 1.46 (0.93, 2.28) 2.02 (1.49, 2.73)

*Race/Ethnic Categories only available for Medicaid Members, not significant



Microsimulation Modeling: 
Which Interventions are Most 

Cost Effective Here?



Comparing Programs to Increase CRC Screening in 
Vulnerable Population: A Cost-Effectiveness Analysis in 
North Carolina

Intervention Cost Components Base ($) Notes

Medicaid Mailed 
Reminder

Develop registry & reminder content (one-time) $10,000 Programmer and physicians’ time

Programming time to identify enrollees $200 / year

Materials (postage, paper, ink) $0.71 / reminder

Mail reminders $3,850 / year 200 hours staff time

Endoscopy Expansion Financial incentive to locate  facility in underserved 
areas 

$500,000 / facility

Mass Media Content development (one-time) $368,000 From campaign promoting seat 
belt use

Advertising purchase of month long campaign $332,000 / year

Voucher for uninsured Voucher for colonoscopy $750 / person 2013 Medicare physician fee 
schedule

Hassmiller Lich K.M et al (in review)



Mailed Reminder as Most Cost-Effective Strategy in NC 
Microsimulation

Undiscounted:

Cost of 

intervention

Additional life years 

up-to-date

Intervention cost per 

additional life year up-to-date

Mailed Reminder $1,619,578 111,516 $14.52

Endoscopy Expansion $3,000,000 11,832 $253.98

Mass Media $3,694,800 148,305 $24.91

Voucher for Uninsured $3,750,000 41,709 $89.91

Hassmiller Lich K.M et al (in review)



South Carolina study shows benefit of FIT-
based program

Outcome Colonoscopy program Annual FIT program Relative difference

Individuals screened 2,747 21,153 7.7

Colonoscopies performed 2,747 1,540 0.6

CRC cases prevented 13 30 2.4

CRC deaths prevented 6 26 4.1

Life-years gained 68 258 3.8

*Assumes fixed state funding of $1 million over 2 years for uninsured, low income population aged 50 – 64

Source: van der Steen A et al. Optimal Colorectal Cancer Screening in States’ Low-Income, Uninsured 
Populations – The Case of South Carolina. Health Services Research, June 2015.


