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ACS and Community Health Centers

ACS has prioritized the need to effectively partner with
CHCs

Viewed as an ACS signature program

More than 100 staff across the country whose primary
responsibility is establishing relationships and providing
support to CHCs and state Primary Care Associations

A multitude of tools and resources have been created,
and more are in development

Grant opportunities available




National Colorectal Cancer Roundtable

National coalition of public, private, and voluntary
organizations whose mission is to advance colorectal
cancer control efforts by improving communication,
coordination, and collaboration among health
agencies, medical-professional organizations, and the
public.

Co-Founded by ACS and CDC in 1997

Goal: increase the use of recommended colorectal
cancer screening tests in at-risk populations

Community Health Center taskgroup develops
strategies and tools for CHCs

www.nccrt.org



http://www.nccrt.org/

Collaboration with NACHC
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Community health centers are uniquely positioned to address disparities in colorectal cancer (CRC) screening as they have S u Cce szu I p rog ra l I I S a n d

addressed other disparities. In 2012, the federal Health R: and Services inistration, which is the funding agency for
the health center program, added a requirement that health centers report CRC screening rates as a standard performance

measure. These annually reported, publically available data are a major strategic opportunity to improve screening rates for ro Ce SS eS a n d
CRC. The Patient Protection and Affordable Care Act enacted provisions to expand the capacity of the federal health center )

program. The recent report of the Institute of Medicine on integrating public health and primary care included an entire section
devoted to CRC screening as a target for joint work. These developments make this the ideal time to integrate lifesaving CRC

. .
screening into the preventive care already offered by health centers. This article offers 5 strategies that address the challenges re CO m m e n d I n g Wa yS I n

health centers face in increasing CRC screening rates. The first 2 focus on imp: g the pi of primary care.
The third emphasizes working productively with other medical providers and institutions. The fourth strategy is about aligning
leadership. The final strategy is focused on using tools that have been derived from models that work. CA Cancer J Clin

.
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Reducing the incidence and mortality from colorectal cancer  input: the National Prevention Strategy and the National

(CRC) is a high priority for addressing the toll that all Quality Strategy.
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cancers take on the US population.” Cancer is the leading  preventive services as essential components of a medical care

cause of death for individuals aged younger than 80 years, system that will improve the health of the population as e I r Ca n C e r S C re e n I n g

and the leading cause of premature mortality.>* CRC is the ~ a whole.**

nation’s third leading cause of mortality from cancer, even However, the disparities in cancer incidence and mortality

Iso evident g O a | S .

degree with timely sereening. Screening for CRC reduces its  in rates of screening for CRC.”* Community health centers

Both emphasized the importance of

though it has been shown to be preventable to a significant  rates experienced by vulnerable populations are 2

incidence, mortality, and stage at presentation and improves  (referred to hereafter as “health centers”) are uniquely
survival. After a decade of progress, momentutm in the positioned to address disparities in CRC screening as they
direction of widespread CRC screening continued to build  have addressed other disparities.”

To pursue this potential,
in 2011 and was further encouraged by the release of 2 the National Colorectal Cancer Roundtable (referred to
national strategies developed as required by the Patient hereafter as the “Roundtable”), a national leadership group
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A Primary Care Clinician’s* Evidence-Based
Toolbox and Guide
2008




“Action Plan” Toolkit Version

Eight page guide introduces
clinicians and staff to concepts
and tools provided in the full
Toolkit

Contains links to the full Toolkit,
tools and resources

Not colorectal-specific; practical,
action-oriented assistance that
can be used in the office to
improve screening rates for
multiple cancer sites (colorectal,
breast and cervical)

Available at

http://nccrt.org/about/provider-
education/crc-clinician-guide/

How to Increase Preventive
Screening Rates in Practice:
An Action Plan for implementing the

Primary Care Clinidan’s* Evidence 8ased
Toolbox and Guide
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Community Health Center Version

= Customized to meet unique @
needs of patients and providers )
in these settings Options for
Increasing Colorectal
= Step-by-step guidance Cancer Screening Rates
on how to implement
office systems change

= Developed by UNC researcher
Dr. Catherine Rowheder
(rohweder@email.unc.edu,
919-966-6879)

Funding for this project was provided by the University Cancer Research Fund of The UNC
Lineberger Comprehensive Cancer Center



mailto:rohweder@email.unc.edu

Staff Involvement

Key Point.....the clinicians cannot do it all!

Time that patients spend with non-clinician staff is
underutilized

Standing orders can empower nurses, intake staff, etc.
to distribute educational materials, schedule
appointments, etc.

Involve staff in meetings to discuss progress
in achieving office goals for improving the
delivery of preventive services




Engage your team in
creating, supporting,
A recommendation and following the
from you is vital. policy.

Communication

You may need to
Seeing screening remind patients
rates improve can several times
be rewarding for before they follow
your team. through.




Why are 40% of at-risk
individuals not screened?




Why patients aren’t getting screened

(according to Physicians)

Table 4 Perceived barriers by primary care physicians in Arizona to
ordering CRC screening tests

Barriers Ranked Ranked Ranked Total
#1 #2 #3 votes
(%)
Patient reluctance to 501 229 83 813 (83)
undergo screening
procedures
Patient fear of procedure 183 279 180 642 (65)
or results
Patient lacks insurance 188 147 173 508 (52)
coverage for screening
procedure
Time constraints 42 55 107 204 (21)
Logistical problems 20 55 118 193 (20)
for the patient
Lack of reimbursement 38 45 53 136 (14)

for ordering or
performing procedures

Decreased availability 36 22 51 109 (11)
of screening tests

Other 27 7 17 51(5)

Your familiarity with 4 4 9 (1)

current guidelines

Cancer Causes
Control.,2011



Why patients aren’t getting screened

. (according to Patients)

“My doctor never talked to me about it!”




#1: Make a Recommendation

EXp[ore how your practice will assess a
patient’s risk status and receptivity to

Screenjng.

Determine the screening tests and related
messages you and your statf will share with

pa tients.




Make a Recommendation

Goal = Recommendation to each eligible patient

Requires an opportunistic/global approach*

Don’t limit efforts to “check-ups”

Requires a system that doesn’t depend on the doctor
alone

Requires consistent messaging from clinicians and staff,
taking into account patient knowledge and concerns




Recognize potential barriers to screening

Recommendation discussions must be sensitive to and
address:
* Fear of cancer diagnosis
- Perception that cancer is a “death sentence”
 Lack of understanding of need for asymptomatic
screening
* Misconceptions about cancer causes and risks
e Embarrassment
e Concern over discomfort
 Cultural issues
 Patient preferences




Risk Assessment

Making appropriate screening recommendation
requires accurate assessment of each patient’s
risk status

Individual Risk Levels

Average
Increased

High




Sample Screening Algorithm

Assess Risk:
Person & Family

s Increased or High Risk =
Afm“ h:‘;fk :RC + family or personal hx
ormadeno':am polyp of CRC or adenomatous polyp,
1BD or HNPCC related cancer
+
/ \ Personal History \
<50 yrs 250 yrs 7"‘"7 ""W{
Do Not Screen* Adenoma CRC  |BD** Germline  Adenoma
Screen Syndrome  or Cancer
If + 1 \ l / l l
Diagnosis by Surveillance B Childhood Screen
Colonoscopy Colonoscopy Screening 10 yrs before
youngest
relative
* Options or age 40
FORT at home qyr
Flex sig qSyr
FORT + flex sig
DCBEQSWys o NATIONAL
Coloroscopy q10 yrs

olorectal
ancer
** 1BD refears to inflammatory bowe! disease for eight years

ROUNDTABLE




Risk Assessment

Q: How Many at Increased Risk?

A: Many more than we usually think.

Emphasis on screening in the “average risk” population
sometimes obscures the importance of risk assessment.

In fact, 20-25% of the population is at increased risk of
CRC.




#2 Develop a Screening Policy

Create a standard course of action for screenings, document it,

and share it.

Compi]e a list of screening resources and determine the Screening

capacilj/ available in your communizj/.




Office Policy

An Office Policy states the intent of the practice

Tangible, maintains consistency,
Prerequisite for reliable, reproducible practice

Algorithms can improve understanding and adherence to
policy

Beware: one size does not fit all practices!

Beware: one size does not fit all patients!




Common Sense Colorectal Cancer Screening

Recommendations' at a Glance

Risk Category

Age to Begin
Screening

Recommendations

Average risk
No risk factors

No symptoms®

< Age 50

= Age 50

No screening needed

Screen with any one of
the following options:
Tests That Find Polyps
and Cancer

FS q 5 yrs*

C5q10yrs

DCBE g 5 yrs®
CTCq5yrs*

OR

Tests That Primarily

Find Cancer

gFOBT q 1 yr***

FIT q 1 yr***

sDNA®**

Increased risk
CRC or adenomatous polyp
in a first-degree relative®

Age 40 or 10
years younger
than the earliest
diagnosis in the
family, whichever

Colonoscopy*

comes first
Highest risk Any age Needs specialty
Personal history for > 8 evaluation and
years of Crohn’s disease colonoscopy
or ulcerative colitis or
a hereditary syndrome

(HNPCC or, FAP, AFAP)




Office Screening Policy

Factors to Consider in Your Office Policy

Individual Risk Level (“risk stratification”)

Medical resources (e.g. location and accessibility of
endoscopy facilities)

Insurance (deductible? copay? resources for uninsured?)
Impact of Affordable Care Act on preventive services

State and federal program policies and processes (CDC
program,...)

Patient preferences/options




Patient Preferences

100+
90+
80+
70+
60
50+
40

Participants, %

30
20
104

O FOBT completed

W Colonoscopy completed

P<.001 P<.001

67%

38%

FOBT Arm

Colonoscopy Arm Choice Arm

Inadomi, Arch Intern Med 2012




High Quality Stool Testing

Cumician's REFErReNCE: FEcaL Occult BLoobD TesTinG (FOBT)
FOR COLORECTAL CANCER SCREENING

Guidelines from the American Cancer Society, the US Preventive Services Taskforce, and others
recommend high-sensitivity fecal occnlt blood fests (FOBT) as one option for colorectal cancer
screening. This document provides state-of-the-science information abount goaiac-based FOBT and
fecal immunochemical fests (FIT)
#* (Colorectal cancer scresning with FOBT has been shown to decrease both incidence and mortality in
randomized controlied trals.
= High-sensitiviry FOBT detects colorectal cancer at relatively hizh rates.
* Modeling studies suggest that the years of life sawed through a high-quality FOBT screening program
are essentially the same as with a high-quality colonoscopy-bazed screening program.
= Access to colonoscopy and other imvasive tests may be limited or non-existent for many patients.
In addition, some adules prefer less mvasive tests.
All of these elements make FOBT a reazsonable choice for patients.

Recent advances in stvol blood screening include the emergence of new tests and improved understanding
of the impact of quality factors on testing ontromes.

@

Two main fypes of FOBT are available — guaiac-based FOBT and FIT

Guaiac-based FOBTs have been the most common form of stel tests used in the US. Modern high-
sensitivity forms of the guaiac test (such as Hemocoult Sensa) have much higher cancer and adenoma
detection rates* than older tests (Hemoooult IT and others).

(Gaaisc-based FOBT version Sensitivity for camcer Sensitivity for adenomas
Hemocrult Sensa (high-sensitiviny) 50% - 1% AUh-374
Hemocrult IT 13% - 5% % -2

These differences are so significant that screening guidelines mow specify that only hish-sensitivity
forms of guaiac-based tfests (like Hemoccult Sensa) should be wsed for colorectal camcer screening.
Hemocoult IT and similar slder goaiac tests should no longer be msed for colorectal cancer screening.

FITs alzo look for hidden blood in the stool, but these tasts are specific for haman bleod and muaiac tests are
not. Ther= are many brands of FIT sold in the U5, and there is no consensus that one brand is superior to
another. There is evidence that patient adherence with FIT may be higher than with suaiac FOBT; this may be
a result of preparation nesded by padents (no distary and medication resmictions, only 1 or 2 specimens
reguired with some brapds).

FIT and guaiac-based FOBT Sensitivity for cancer Sensitivity for adenomas
Inmmmochemical rests (FIT) 55% - 100% 1% — 443
High-sensitiviry guaiac-based FOBT 50% - T M -357%
(Elemoccult Sensa)

When done correctly FIT and high-sensitivity guaiac-based FOBT have similar performance®; both are
significantly better than Hemoccnlt IT and similar older tests.

L

*Romialivalai cilal aie baiad on review of @alics hal uisd saleansssgy &8 e refoense ilmdand 1o FOET

,,;Qf'llk'n-r..ll
-y L ancer

Clinicians Reference: FOBT
One page document designed
to educate clinicians about
Important elements of colorectal
cancer screening using fecal
occult blood tests (FOBT).

Provides state-of-the-science
information about guaiac and
immunochemical FOBT, test
performance and characteristics
of high quality screening
programs.

Available at
www.cancer.org/colonmd



http://www.cancer.org/colonmd

Office Screening Policy

Standing orders

Standing orders allow nursing staff or medical assistants
to discuss CRC screening options, provide FOBT/FIT kits
and instructions, and submit referrals for screening
colonoscopy have been demonstrated to increase CRC
screening rates

Staff training on risk assessment, components of the
screening discussion, ... is essential for a successful
program.

Check State practice regulations

J Am Board Fam Med 2009




Standing Orders

STANDING ORDER FOR COLORECTAL CANCER SCREENING

PoLicy:

Under this standing order medical assistants and RNs with proper training may order a fecal occult
blood test (FOBT), fecal immunochemical test (FIT), or hemoccult to screen for colorectal cancer for
clients who meet these criteria.

PURPOSE:

Colorectal cancer (cancer of the colon or rectum) often begins as polyps, which are small growths inside

Administer EOBT/FIT/ hemoccul the lining of the colon. While most polyps are harmless, some may turn into cancer. Colorectal cancer is

. . . the third most common cancer found in men and women in the United States. The lifetime risk for
a. Provide client with test

b. Review instructions on H developing colorectal cancer is roughly 1 in 20.

c.  Explain diet or medicati The main purpose of colorectal cancer screening is to detect occult or hidden blood that may be present
a. FIT test: no diet in the stool. The presence of blood may or may not be a sign of cancer. If blood is found, a colonoscopy
b. FOBT test: avoid is needed to detect the cause of bleeding. 9 out of 10 colorectal cancer deaths can be prevented
horseradish, vitd through regular screening.
ibuprofen (Advil
d. Explain procedure to ret PROCEDURE:
e. Close the loop: have clig 1. Identify adults in need of regular colorectal cancer screening:
a. Average risk clients (medical assistant may perform screening): no family history of
Document that kit was given to colorectal cancer or adenomatous polyps
record.

Medical Director
Printed Name Signature

Effective date

Date reviewed Date revised

San Francisco Health Plan




#3 Be Persistent with Reminders

Determine how your practice will notify patient and physician

when screening and follow up is due.

Ensure that your system tracks test results and uses reminder

prompts for patients and providers.




Clinician Reminder Types

Chart Prompts

Problem lists
Screening schedules

Integrated summaries

Alerts — “Flags” placed in chart

Follow-Up Reminders

Tickler System
Logs and Tracking

Electronic Reminder Systems




Patient Reminders

. = Two types

1. Education

2. Cues to action



Office Wall Chart

TeSts to FI ngkygrgcg’ggr[e about these tests. SC re e n i n g g u i d e | i n es

e R Pre— — for Breast, Cervical
Breast ‘Women* Slar‘ting at age 20 if you notice any (hange in your breasts such as a Iump, tell Every year ’ ’

your doctor or nurse right away. You may choose to do BSE
cancer (breast seff-exam) to find breast changes.

Have an exam of your breast by a doctor or nurse Every 3 years
P VTR R ——— T P — —— olon Frostate an
and older An exam of your breast by a doctor or nurse )
cer\llcal Women** Starting about 3 Have ONE of the following:

ears after you start The regular Pap test OR Every year
cancer having sex but no The newer liquid Pap test Every 2 years

later than age 21

Starting at age 30 If you have had 3 normal Pap tests in a row, you may have:
The regular or liquid Pap test OR Every 2 to 3 years
Pap test with the new HPV test Every 3 years
1f you have NOT had 3 normal Pap tests in a row, then continue
with you Pap tests every 1 or 2 years e n e ra
Prostate African American Starting at age 45 * Have a blood test to check your PSA (prostate-specific antigen) Every year
men OR men with and a rectal exam to check your prostate gland . .
cancer a close family
b ITestyle/jprevention
prostate cancer
before age 65
All other men Starting at age 50 | Your doctor should offer you a blood test to check the PSA inyour | Everyyear

blood and a rectal exam te check your prostate gland. Your docter .
should talk to you about how you might or might not benefit from

i e i o e e o e ] obacco cessation
or not.

Men and women* Starting at age 50 Have ONE of these tests:
Test to check for blood in your stool OR Every year

o
Test to look into the lower part of the colon (flexible Every 5 years

sigmoidoscopy) OR

Test to check for blood in your stool sach year and a flexible

Every 5 years
sigmoidoscopy OR
An x-ray of the colon (barium enema) Ok Every 5 years
Atest to look into the entire colon (colonoscopy) Every 10 years .
Your doctor or nurse will help you decide which of these tests are
o eight, etc
Women Starting at age 20 | Your doctor or nurse should check your thyroid gland, mouth, skin, | Whenever you have
lymph nodes, and ovaries. your regular check-up
L] L
Men Starting at age 20 | Your doctor or nurse should check your thyroid gland, mouthy, skin, | Whenever you have | I I I S a I I ; a n I S
lymph nodes, and testicles. your regular check-up.

*You may need to begin testing for eolon cancer or breast cancer earler or be tested more often if you are more likely than other peaple ta have these cancers. Talk 1o Your doctor about this.

1 you hav fad 3 hyskeractomy (your utss e corvi has boen ramovuc. you 2y choosa o stop havig the Pap st Unles the sirpory was for cnc I you o 35
e Tt s e P e e 4 o Tt o e e R
uterus). This testing Is done with 3 blopsy.

Be sure to tell your doctor or nurse if you have had any type of cancer or if your mother, father, brother, sister, or children
have had cancer.

1.800.ACS 2345
v 4 v 4| v v} s

Don't use Get at least Eat a healthy Maintain Drink less Protect yourself
tabaceo. If you 30 minutes diet with ahealthy alcohol, if from the sun
do, ask your of physical plenty of weight. you drink ‘with an SPF
dector or activity on 5 fruits and atall. (sun protection American
nurse about or more days vegetables. factor) of 15 Cancer |
quitting. of the week. or higher. Society




Patient Education

“Tharo ¥ nothing wmgwﬂ:a

If you're 50 or
older, you need
to get tested
for colon cancer.
No matter

_ how good
your excuse is.

Get Tested For Colon
Cancer: Here's How."

An 7-minute video reviewing
options for colorectal cancer
screening tests, including test
preparation.

Available as DVD, or you can
refer patients to the URL to
view from their personal
computer.

Geatl Yertes
for coden canowr

) -~




Telephone Reminder Scripts

gFOBT/FIT Follow-up Phone Script for Average-Risk
Individuals

Introduction:

Good morning/afternoon. May I speak with
(Note: Due to HIPAA regulations, the conversation should not proceed unless speaking directly with the patient.)

My name is and I am calling from
You recently received a stool test for colon cancer screening.
Did you have any questions about the test?

We are calling everyone who received one of these to see if there is any way we can help
you complete the test.

1. “Have you had the chance to complete and mail your kit?”

If the answer is YES, get the approximate date to ensure that the test will be valid,
and get the approximate date of receipt. Thank the participant and let him or her
know that you will mail them the results.

If the answer is NO, ask the following question.

NATIONAL

olorectal
ancer

ROUNDTABLE



Patient Education

“Tharo ¥ nothing wmgwﬂ:a

If you're 50 or
older, you need
to get tested
for colon cancer.
No matter

_ how good
your excuse is.

Get Tested For Colon
Cancer: Here's How."

An 7-minute video reviewing
options for colorectal cancer
screening tests, including test
preparation.

Available as DVD, or you can
refer patients to the URL to
view from their personal
computer.

Geatl Yertes
for coden canowr

) -~




Follow up Reminders

Track test completion, reports,
appropriate follow up for positives

EMR
“Tickler” System

Logs and Tracking

Requires staff time and commitment

|deal role for navigators/community health
workers



#4 Measure Practice Progress

Discuss how your screening system Is working during regu]ar statt

meetings and make adjustments as needed.

Have Stc’llllTCOHdUCf a Screening audit or contact a 10C&] COIHP&H)/

t]lat can PC‘I’[OI’IH SUC}I a service.




Tracking Practice Progress

Determine your baseline
Set Realistic Goals

Chart audits or other tracking measures (i.e. EHR
reports)

Provide staff-specific feedback on performance
Seek patient feedback

|dentify strengths and weaknesses, barriers,
opportunities to improve efficiency

Track progress and periodically reassess goals



Flu + Stool testing

(A.K.A. “FIUFIT”)




CRC Screening Outreach During Annual
Flu Shot Activities (“FIUFIT”)

Combines CRC screening with annual flu shot
campaigns

Practice/ Clinic staff provide FOBT/FIT kits to
eligible patients when they get their annual flu
shot

Either a high sensitivity FOBT or a FIT kit can be used
for the program

Patient completes specimen collection at home
and returns kit to doctor’s office or mails kit to
the lab for processing




Potential Benefits of FIUFIT

Reaches patients at a time each year when
they are already thinking about prevention

Creates a seasonal focus on cancer screening
that may add to other screening efforts

Time-efficient way to expand team based
care and involve non-physician staff in
screening activities

Educates patients that “just like a flu shot,
you need FOBT/FIT every year”

Slide courtesy of M. Potter, MD



FIUFIT

FLU-FOBT/FIT Interventions
Have been tailored and results replicated in:
(1) primary care underserved settings,
(2) high volume managed care flu shot clinics

(3) commercial pharmacies where flu shots
are increasingly provided

Can be done with limited resources

Leads to higher screening rates



American Cancer Society FIUFOBT Program
Implementation Guide and Materials

Signin | Register Sign Up for Email Espafiol  Asian & Pacific Languages

THE OFFICIAL SPONSOR OF BIRTHDAYS®
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How can we help you? Q SEARCH ® Live Chat | & 800-227-2345

Home Learn About Cancer Stay Healthy Find Support & Treatment  Explore Research ~ GetInvolved  Find Local ACS

Stay Healthy » Information for Health Care Professionals » ColonMD: Clinicans' Information Source » FluFOBT Program B PRINT & SHARE ® SAVE

American Cancer Society FIuUFOBT Program Stay Healthy Topics

The American Cancer Society FIuFOBT program is intended to assist medical practices in increasing colorectal

cancer (CRC) screening. It has been demonstrated in the medical literature that offering and providing take-home fecal Stay Away from Tobacco
occult blood tests (FOBTs) or fecal immunochemical tests (FITs) to patients at the time of their annual flu shot .

b : Eat Healthy and Get Active
increases CRC screening rates. Successful Flu-FIT and Flu-FOBT Programs have been implemented in community

health centers, in a public hospital, and in a large health maintenance organization. They have also been pilot tested Be Safe in the Sun

in commercial pharmacies Other Ways to Protect Yourself

In this section, you will find information to develop and deliver a successful FluFOBT Program. For additional Find Cancer Early

information and resources visit flufobt.org ACS Programs to Help You Stay

Well

Tools and Calculators

ACS FIUFOBT Implementation Guide

Information for Health Care

This guide includes background information about the FluFOBT Program and its benefits, as well as patient eligibility Professionals
criteria and education materials. It lists the steps required to set up a FluFOBT training program in your health center,

including ctaff training and tracking tool

www.cancer.org/flufobt




What’s in the ACS FIUFOBT Program
Implementation Guide?

Background information on colorectal cancer
and FIUFOBT

Patient eligibility criteria
Colorectal cancer screening recommendations

Patient education

Guidance on setting up your FIUFOBT Program

Implementation recommendations and
resources

Example advertising and tracking tools



