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Colorectal Cancer Screening Campaign  
 
Summary:  
The long-term goal of this pilot was to change community norms and expectations related to screening, create 
enthusiasm for and reduce barriers related to screening among those who otherwise might not be reached through 
more conventional clinical screening strategies.  
 
The pilot worked closely with public health and federally qualified Community and Tribal Health Centers and other 
safety-net clinics across the region to serve patient populations with historically low baseline colorectal cancer screening 
rates (low income, limited English proficiency, migrant and seasonal farm workers, homeless, and public-housing 
residents). Outreach and dissemination sites were prioritized in Lincoln County and through clinics using traditional 
health workers/health navigators. 
 
A. Budget:  

 Total amount of pilot funds used: $390,000 

 Please list and describe any additional funds used to support the pilot.  
No additional funds were used. 

 
B. Provide a brief summary of the goals, measures, activities, and results and complete the grid below.  
 

Goal Measure(s) Activities Final Results 

Change community norms 
and expectations related to 
colorectal screening, 
reducing barriers, related 
to colorectal screening. 
 

To have 47% of IHN-CCO 
patients receive 
appropriate colorectal 
cancer screenings within 
the 18-month period of 
this project. 
 

The regional campaign 
utilized Oregon Health 
Authority’s social 
marketing campaign, The 
Cancer You Can Prevent. 
Linn, Benton, and Lincoln 
Counties recruited local, 
already screened, 
champions to be the face 
of the campaign. The 
intent of the campaign is to 
educate the public of the 
importance of colorectal 
cancer screening, to 
promote regular screening, 
and to encourage 
individuals to talk to their 
friends and family about 
their own experiences 
getting screened.  
The campaign was shared 
via multiple media outlets 
and in non-traditional 
settings (see next goal). 
To address barriers 
associated with regular 

4 bus ads ran across the 
region for 2 months. 
2 billboards ads ran in Linn 
and Benton Counties. 
9 newspaper ads ran for 4 
months across the region. 
4 radio ads ran for 2 
months across the region. 
 
 
 
 
 
 
 
 
 
 
21 clinics participated in 
the dissemination and 
posting of print materials. 
8 of the 21 clinics also 
participated in the 
development of a closed 
loop referral process. 
 

http://thecanceryoucanprevent.org/
http://thecanceryoucanprevent.org/
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screening, the regional 
campaign worked with 
clinics to promote the fecal 
immunochemical test (FIT), 
as well as more traditional 
methods like colonoscopy, 
and to create sustainable 
clinical processes to 
screen, refer, and follow-
up with patients.  
Print materials are posted 
in all pilot clinics and being 
used as a tool to start the 
colorectal cancer screening 
conversation with patients. 
All counties are currently 
continuing to provide these 
materials to the clinics. 
 

 
  

 Reach the 2014 Incentive 
Measure Benchmark. 

 Incentive Measure 
Benchmarks met for 2014 
and 2015. 

By August 2015, 
disseminate Colorectal 
Cancer Screening 
information beyond the 
walls of traditional health 
care settings by partnering 
with public health and 
other community 
organizations, reaching 
20% of InterCommunity 
Health Network-CCO 
Colorectal Cancer 
Screening eligible clients. 

 Linn, Benton, and Lincoln 
Counties identified already 
screened colorectal cancer 
screening spokespeople to 
be the face of The Cancer 
You Can Prevent marketing 
campaign. 
A copy of OHA’s media-buy 
schedule was acquired and 
previous media efforts 
across Linn and Benton 
Counties were reviewed in 
order to identify the best 
media outlets to use.  
Linn County coordinated 
with the Oregon Health 
Authority and a final design 
for print and media 
materials was produced. A 
timeline for the regional 
media campaign was 
developed and brochures 
and posters were printed.  
The campaign information 
has been shared 
throughout the region via 

Lincoln County has 
distributed 3,000 
brochures in clinical and 
non-clinical settings. 
Linn and Benton Counties 
have distributed over 5,000 
brochures in clinical and 
non-clinical settings. 

http://thecanceryoucanprevent.org/
http://thecanceryoucanprevent.org/
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email, website, bus ads, 
radio ads, billboards, 
posters, and brochures.  
Print materials have been 
distributed to non-
traditional settings in order 
to further extend the reach 
of the campaign. This 
includes community 
centers, barber shops, 
restaurants, bars, post 
offices, feed stores, 
hardware stores, etc.  

By December 2015, 
distribute 3,000 fecal 
immunochemical test (FIT) 
in selected Patient-
Centered Primary Homes 
utilizing Electronic Medical 
Record to identify patients 
aged 50 to 75 years, with 
40% (or 1,200 patient 
member) adherence and 
return of stool test 
screenings. 

 A list of clinics with 
members aged 50-75 
(including numbers of 
patients) was created to 
identify clinics which would 
allow the pilot to reach the 
largest number of 
members. 
Developed a list of the top 
10 clinics plus alternates to 
be involved in FIT kit 
distribution based on 
number of IHN-CCO 
members served. 
Inventoried various 
channels to communicate 
to providers/clinic staff. 
PowerPoint was developed 
and presentations 
regarding the pilot were 
given to Lincoln County 
Federally Qualified Health 
Centers, Samaritan Coastal 
Clinic Managers, Samaritan 
Valley Clinic Managers, and 
Benton County Federally 
Qualified Health Centers. 
This provided an 
opportunity for clinics to 
learn about the pilot and 
sign up to participate.  
Collected information from 
the Samaritan Health Plan 
Operations Population 
Health staff to learn about 

Pilot clinics purchased their 
FIT kits for the pilot.  
The eight pilot clinics 
provided FIT kits to 
patients meeting the 
criteria for CRCS screening. 
Three staff trainings 
regarding screening 
options, including the FIT, 
were held. 
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their FIT kit project and 
glean lessons learned for 
this pilot. 
Contacted Samaritan 
Health Services (SHS) 
Pharmacy to understand 
the ordering process for FIT 
kit by SHS clinics. 
Three colorectal cancer 
screening trainings were 
held with clinic staff across 
the region; in Newport, 
Albany, and Sweet Home. 
These trainings were 
conducted by IHN-CCO 
Chief Medical Officer, Dr. 
Kevin Ewanchyna. FIT Pilot 
clinics were required to 
send staff to training and 
marketing clinics were 
encouraged but not 
required to have staff 
attend. 
FIT kits are recommended 
and distributed to patients 
with no prior risk factors. 
Offered clinics 
reimbursement for the 
purchase of FIT kits and 
determined that this was 
not necessary. 

By March 2016, utilize 
traditional health 
workers/health navigators 
to reduce barriers related 
to screening among Latino 
and Native American 
populations, reaching 5% 
InterCommunity Health 
Network-CCO Colorectal 
Cancer Screening eligible 
members. 

 Utilized IHN-CCO member 
data to on race and 
ethnicity to select pilot 
clinics for pilot to increase 
screening rates among 
these populations 
Completed literature 
review on barriers for 
Latino and Native 
Americans to guide in 
implementation of 
targeted strategies, 
including research from Dr. 
Ewanchyna’s DELTA equity 
project. 
Benton County Health 
Department’s Health 

Health Navigators 
reviewed linguistically and 
culturally appropriate CRCS 
educational materials for 
use in clinic. 
Workgroup was 
established with IHN-CCO 
Chief Medical Office, 
Health Navigation Program 
Manager, Health 
Navigators and Healthy 
Communities Coordinators 
to continue outreach to 
the Latino community.  
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Navigation team provided 
their expertise on culturally 
appropriate strategies, 
education and outreach 
opportunities.  
Compiled current research 
on Latino educational and 
outreach methods  
Health Navigators have 
distributed (English) CRCS 
materials in clinics and 
community events.  

By June 2016, conduct 
evaluation of pilot and 
provide written 
documentation of evidence 
for replication. 
 
 

 
 

The CRCS Implementation 
and Evaluation team and 
IHN-CCO Statistician 
developed a practice based 
research study design and 
developed measures to 
compare screening rates 
between participating and 
non-participating clinics. 
Qualitative data was 
collected through 
interviews of Marketing 
and FIT pilot clinic staff. 
Interviews were conducted 
at midpoint and at 
completion of the 
intervention. 
Developed reports 
(evaluation repot, one-
page clinical information 
sheet, and executive 
summary, which 
summarizes the project, 
provides lessons learned 
from clinic staff, and 
recommendations.  
Working with Madison 
Avenue Collective to 
finalize evaluation report, 
executive summary, and 
one-page clinical 
information sheet. 
IHN-CCO Statistician 
completed data analysts of 
CRCS screening rates. 

Completed evaluation of 
qualitative and 
quantitative data. Finalized 
final report, one-page 
clinical information sheet, 
and executive summary. 
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C. What were the most important outcomes of the pilot? 
We analyzed IHN-CCO claims data comparing clinics who only took part in the marketing campaign (Marketing 
clinics) and those who took part in the marketing campaign and the development of the closed-loop referral process 
(FIT & Marketing clinics). We also compared these clinics using their screening rates from 2015 to 2016. Overall, the 
colorectal cancer screening rates of the participating clinics increased by 2.6%. The screening rates among Marketing 
clinics increased by 2.4% and 2.9% among FIT & Marketing clinics. Of screened members, rates of returned FIT kits 
increased by 1.6% among the Marketing clinics and by 2% among the FIT & Marketing clinics. 
 
The eight FIT & Marketing clinics developed closed-loop referral processes to screen, refer, and follow-up with 
patients. While receiving technical assistance from the pilot, clinic staff developed their own processes and 
workflows that they can continue to use and refine after concluding participation in the pilot. 
 
Clinics increased their knowledge of colorectal cancer screening options and their ability to communicate about 
these options with their patients. Providing physical education materials the clinics could show patients was 
beneficial to this process.  
While utilizing the electronic health record (EHR) effectively was a struggle for many of our clinics, this project did 
give them the opportunity to learn more about the tools that exist within the EHR and how it can make their work 
more efficient. Having an EHR specialist on the project and offering training to staff would be a great way to provide 
the clinics with more technical expertise if this project were to be replicated or expanded. 
Many of our participating clinics made the project their own such as creating and implementing workflows specific 
to their clinic and developing inventive outreach methods. Having this clinic buy-in allows for better sustainability as 
clinics continue to work on improving screening rates. 
 
The pilot coordinators learned the importance of partnership and collaboration. Traditionally, there has been little 
collaboration between public health and clinical health. However, projects like these underscore the importance of 
this collaboration between population and individual-level health. No one group can improve the health of a 
community alone. By working together, we found that we can pool together our strengths to create sustainable 
systematic changes in the delivery of healthcare. 
 

D. How has the pilot contributed to Triple Aim of improving health; increasing quality, reliability, and availability of 
care; and lowering or containing the cost of care?  
Colorectal cancer is the second leading cause of cancer deaths in Oregon but is highly preventable and treatable 
with regular screening. The pilot demonstrates complementary and coordinated efforts of clinical and community-
based prevention interventions to increase colorectal cancer screening.  
 
Health is improved and costs are lowered when cancer is caught and treated in its early stages. By systematically 
applying interventions at multiple levels (individual, community, organizational, and policy), this project aimed to 
increase screening and utilization through collaboration efforts of the regional health departments, IHN-CCO, health 
clinics, and non-traditional partners. The pilot provided the opportunity to spread a consistent message throughout 
our region regarding the importance of screenings and systematically support the screening process in the health 
care setting. In doing this, the pilot saw increases in screening rates and the ability of participating clinics to continue 
improving their clinical processes. 
 
The pilot contributed to improving the quality of colorectal screening by encouraging members to get screened 
through the media campaign and supported the use of screenings recommended by the US Preventative Services 
Task Force. It provided clinic staff with trainings and tools on recommended screenings and on how to speak with 
their patients about which screening is best for them. In addition, it provided clinics with the opportunity to improve 
their clinical workflow around screening, referral, and follow up. Improving the effectiveness and efficiency of a 
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clinic’s screening process ultimately leads to better care and better patient outcomes and reduces costs by 
preventing more serious illness. 
 

E. What has been most successful?  
Through qualitative and quantitative data, we are able to see many positive results of this project. Overall, the 
participating clinics are better able to communicate with their patients regarding their screening options. The FIT & 
Marketing clinics were able to implement a closed-loop referral process in their clinic, leading to more efficiency in 
screening practices. Screening rates are up as a whole compared to the same time in the previous year. 
 
Our pilot project partnered with the Oregon Health Authority to use their campaign, The Cancer You Can Prevent. 
This campaign was previously studied and found to be effective in increasing awareness of the importance of 
screening and encouraging individuals to be screened, which led to increase in screening rates. While we didn’t 
study the effects of the media campaign in our community, we did see increases in screening rates among our clinics 
that only took part in the marketing campaign. 
 
While the pilot project was regional, each county had a coordinator that focused on the work in their particular area. 
To keep work consistent throughout the region, our core team met frequently during the planning and 
implementation of the project. This also provided the opportunity to share lessons learned with and among clinics 
across the region. 
 
The Benton County Health Services’ Health Navigator program was able to coordinate a workgroup to develop 
culturally appropriate materials for the Latino community and coordinate outreach efforts. The program with the 
Health Navigators in Benton County is now running, and they are spreading the message of the importance of 
colorectal cancer screening within the Latino community. 
 

F. Were there barriers to success? How were they addressed? 
The team initially had trouble developing a detailed work plan that identified specific project steps. To address this 
barrier, the team developed a project timeline that aligned with project outcomes and assigned each team member 
to oversee different parts of the project. 
 
Initially, the project team had difficulty with consistency in communicating campaign and pilot message, in 
documenting, and in implementing the project in the same way consistently across the region. To address this 
barrier, we did informal process evaluations during meetings to discuss these issues and identify solutions. 
 
Throughout the project maintaining relationships with busy clinic staff and with clinics who had turnover during the 
project was a challenge, especially among marketing-only clinics among whom we had less regular communication. 
To address this barrier, we worked throughout the project to maintain regular communication with clinic staff, to 
ensure that we had appropriate clinic contacts, and to offer technical support and materials. 
 
There are so many different efforts around colorectal cancer screening happening around the state right now that it 
has been a challenge to get the larger health system to implement a standard clinical process. To address this 
barrier, we have been able to use connections to hold meetings with staff at Samaritan Health Services to discuss 
our project and how we could help them implement standardized workflow processes. 
 

G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 
scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate under 
certain conditions like size, target population, etc.)  
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Clinics were invested in the process, but the pilot period (three-month implementation period) was too short for 
clinics to adequately test their newly developed a new clinical workflow. If replicated or scaled for a larger 
population, we would recommend allotting more time, so clinics have an adequate amount of time to use quality 
improvement processes.  
 
We recommend offering training to clinics on EHR use, workflow development and implementation, and staffing 
plan modification. Through interviews with clinic staff, we learned that some of the clinics struggled with these skills 
and reported more training in these areas would have been beneficial. Having a consultant who specializes in these 
clinical processes would allow the project to provide technical assistance many clinics are unable to provide for 
themselves. 
 
We found that having educational materials, like posters and brochures, in the waiting and exam rooms to help start 
the conversation between providers and patients. We recommend having FIT kits in the exam rooms, so providers 
can show their patients the FIT, can better discuss the process, and can address patients’ barriers to completing the 
test. 
 

H. Will the activities and their impact continue? If so, how? If not, why?  
All of the clinics who developed a closed loop referral process will continue to implement and improve upon this 
process in their clinics. All participating clinics will continue to make FIT kits a screening option in their clinic, and will 
continue to market The Cancer You Can Prevent campaign. 
 
The Health Navigator Program developed culturally appropriate materials for the Latino community that will 
continue to be used by Health Navigators at Benton County Health Services and can be shared with other regional 
partners. The Health Navigators with Benton County Health Services will continue to work on improving colorectal 
cancer screening rates within the Latino community within the clinic and at the community level. 
 

Appendix: Statistical Summary of Claims Data Analysis 

Claims from Marketing or FIT & Marketing clinics with dates of service between January 1, 2015- June 30, 2015 were 
pulled and compared to claims with dates of service between January 1, 2016 – June 30, 2016 to see if there was a 
difference in the rates of colorectal cancer screening in the clinics before and after the clinic engaged in the CRCS 
campaign. Data were pulled on all IHN-CCO members who were 51-75 years old and assigned to one of the participating 
clinics. The original study design also included non-participating clinics, but it was determined later that these couldn’t 
serve as an actual controls due to the fact that there were multiple, uncoordinated efforts outside of this pilot aimed at 
increasing CRCS because this was a CCO performance metric. In fact, several of those clinics outperformed the 
participating clinics. 
 
Overall, the CRCS rates of the participating clinics increased by 2.6 %. The Marketing clinics increased by 2.4% and the 
FIT & Marketing clinics increased by 2.9%. There was not a statistical difference in the difference in screening rates 
between FIT & Marketing and Marketing clinics before and after the campaign (t-test, p =0.85). 
At the end, there was no evidence that there was any statistically significant difference in the screening rate using FIT 
kits between the Marketing and the FIT & Marketing clinics (difference = 1.18%, t-test, p= 0.08). 
 
Looking at just FIT rates in each clinic, FIT rates after the campaign increased by 1.6% in the Marketing group, and 2.0% 
in the FIT & Marketing group. This increase was also not statistically significant. Examination of the CRCS rates showed 
wide variation of CRCS rates by clinic suggesting that clinic variables beyond what was measured played an important 
role in the rate of CRCS.  
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Logistic regression modeling of post campaign data was conducted to examine if any available demographic variables 
were significant in explaining whether or not a member was screened. A full model with the variables ethnicity, age, 
gender, disability status, number of PCP visits, and type of clinic (FIT or FIT & Marketing) was tested by drop in deviance 
testing to determine if explanatory variables could be dropped from the model. Clinic was kept in the model to control 
for the wide variability between clinics. Model selection was done using a Drop in Deviance test and Bayes Information 
Criteria to determine the best fit. Age, gender, number of PCP visits, and disability status were statistically significant 
variables and kept for the final model.  
 

 Females were more likely to be screened with the odds of screening increased by 33% (95%CI = [6.7%, 68%]). 

 A positive disability status increased the odds of being screened by 1.71 times (95%CI = [1.34, 2.18]). 

 For every additional PCP visit, the odds of being screened increased by 8% (95%CI = [3%, 14%]). 

 Older members were more likely to get screened. For each year increase in age, the odds for screening 
increased by 2% (95%CI = [0.2%, 4.5%]). 
 

While being older, female, and having a positive disability status may have increased the odds of screening, the data 
suggest that a far more important variable is clinic assignment. Being assigned to the highest preforming clinic, keeping 
all other variables constant, increased the odds of being screened by 337% (95%CI = [90%, 1391%]).  
 
These data are observational and thus are descriptive of this study only. Inference to a larger population cannot be 
drawn. 


