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• The National Center for Health in Public Housing (NCHPH) is 
supported by the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services 
(HHS) under grant number U30CS09734, a National Training and 
Technical Assistance Partner (NTTAP) for $2,006,400 and is 100% 
financed by this grant. This information or content and 
conclusions are those of the author and should not be construed 
as the official position or policy of, nor should any endorsements 
be inferred by HRSA, HHS or the U.S. Government.

• The mission of the National Center for Health in Public Housing 
(NCHPH) is to strengthen the capacity of federally funded Public 
Housing Primary Care (PHPC) health centers and other health 
center grantees by providing training and a range of technical 
assistance. 
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Training and 
Technical 
Assistance

Research and 
Evaluation

Outreach and 
Collaboration

Increase access, quality of health care, and improve health outcomes



Housekeeping

• All participants muted upon entry

• Engage in chat or verbally

• Raise hand if you would like to 

unmute

• Meeting is being recorded

• Slides and recording link will be sent 

via email
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• NCHPH is providing Certificates 
of Completion for attending all 
sessions
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• Complete our Post Evaluation 
Survey
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Science of Screening 
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Increase Screening

Molly Black
Director,Cancer Screening



Today’sObjectives

1 Explain the benefits of colorectal 
cancer screening

2 Describe colorectal cancer 
screening guidelines.

3
Identify critical components of 
guideline activation: regular 
screening, risk-based screening and 
follow-up.

4 Summarize screening trends.

5
Choose strategies and resources 
that will increase your CRC screening 
rates.



cancer.org | 3Source HRSA Health Center Program Uniform Data (UDS) Data, 2022. https://www.hrsa.gov/foia/electronic-reading Calculations and data visualization by the American Cancer Society.

Annotate and tell us where 
you are joining us from.

https://www.hrsa.gov/foia/electronic-reading
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Doyou have 
someone in your 
lifewho needs to 
be screened for 

colorectal cancer?

cancer.org | 11



US
Colorectal 
Cancer 
Stats

Over the past 10years, rates in 
people younger than age 50 have 
gone up by about 2%each year.

1in 5
CRC cases in 

people under age 
55

American Cancer Society. Cancer Facts & Figures 2024. Atlanta: American Cancer Society; 2024.

1in 3
With CRC have a 

family history

1in 5
45 -49 year-olds 

are up-to-date on 
CRC screening

https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-facts-and-figures/2024/2024-cancer-facts-and-figures-acs.pdf
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Certaincommunities 
are at higher risk.

• American Indian and Alaska Native 
people have the highest rates of 
colorectal cancer in the US.

• Black individuals have the second-
highest rates of colorectal cancer 
and are most likely to be diagnosed 
at a later stage, when the cancer as 
spread to other parts of the body.

• Colorectal cancer rates of new 
cases are highest in West Virginia, 
Kentucky, Arkansas, Mississippi, 
and Louisiana.

American Cancer Society. Cancer Facts & Figures 2024. Atlanta: American Cancer Society; 2024.

https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-facts-and-figures/2024/2024-cancer-facts-and-figures-acs.pdf


American Cancer Society. Cancer Statistics Center. http://cancerstatisticscenter.cancer.org. Accessed 1/18/2024. cancer.org | 14

COLORECTAL CANCER ATA GLANCE

Estimated new 
cases, 2024

Estimated deaths, 
2024

Incidence rates, 
2016-2020

Death rates, 2017-
2021

152,810 53,010 35.3 13.0
Average annual rate per 

100,000, age adjusted to the 
2000 US standard population

Average annual rate per 
100,000, age adjusted to the 
2000 US standard population

Colorectal Cancer | Burden Data

http://cancerstatisticscenter.cancer.org/


5-year relative survival by stage at diagnosis, 
Colorectal ,2013-2019

90.9% vs. 15.6%
Localized Distant

American Cancer Society. Cancer Statistics Center. http://cancerstatisticscenter.cancer.org. Accessed 1/18/2024. cancer.org | 15

Colorectal Cancer | Burden Data

http://cancerstatisticscenter.cancer.org/
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IncidenceRates: Colon &Rectum(Late Stage^), 2016-2020
All Races (includes Hispanic), Both Sexes, All Ages

Lung Cancer | Burden Data from State Cancer Profiles

^ Late Stage is defined as cases determined to be regional or distant. Due to changes in stage coding, Combined Summary Stage (2004+) is used for data from Surveillance, Epidemiology, and End Results (SEER)
databases and Merged Summary Stage is used for data from National Program of Cancer Registries databases. Due to the increased complexity with staging, other staging variables maybe used if necessary.

Source: NCI & CDC State Cancer Profiles. https://statecancerprofiles.cancer.gov | accessed: 2/20/2024

59.1%of cases 
are diagnosed 

at Late Stage

https://statecancerprofiles.cancer.gov/
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ColorectalCancer Incidence&Mortality Rates by Race& 
Ethnicity

Colorectal Cancer | Burden Data

American Cancer Society. CancerStatistics Center. http://cancerstatisticscenter.cancer.org. Accessed 2/5/2024.

©American Cancer Society, 2024. Incidence Data Source: North American Association ofCentral Cancer Registries, 2023. Morta lity Data Source: National Center for Health Statistics, Center for Disease Control and Prevention, 2023. Average
annual rate per 100,000, age-adjusted to the 2000, US standard population. Incidence is adjusted for delays when possible. Nevada and Puerto Rico are not included in national rates (see Resources page).

CRCIncidenceRates,2016- 2020 CRCMortality Rates,2017- 2021

http://cancerstatisticscenter.cancer.org/
https://cancerstatisticscenter.cancer.org/resources
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Screening for 
ColorectalCancer: 
2018GuidelineUpdate

https://acsjournals.onlinelibrary.wiley.
com/doi/epdf/10.3322/caac.21457

Colorectal Cancer Screening | Guideline

cancer.org | 19

https://acsjournals.onlinelibrary.wiley.com/doi/epdf/10.3322/caac.21457
https://acsjournals.onlinelibrary.wiley.com/doi/epdf/10.3322/caac.21457
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ACS(2018) vs.USPSTF(2021)
ColorectalCancer Screening Recommendations

* https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening

2018 ACS 2021 USPSTF*

Age to Start 45 years 45 years

Testing 
options and 
intervals

Stool-based tests

•Fecal immunochemical test (FIT), every year

•High-sensitivity, guaiac-based fecal occult blood 
test (gFOBT), every year

•Multitarget stool DNA test (sDNA-FIT), every 3 
years

Structural examinations

•Colonoscopy, every 10 y

•CT colonography, every 5 y

•Flexible sigmoidoscopy, every 5 y

Stool-based tests

•Fecal immunochemical test (FIT), every year

•High-sensitivity, guaiac-based fecal occult blood 
test (gFOBT), every year

•Multitarget stool DNA test (sDNA-FIT), every 3 
years

Structural examinations

•Colonoscopy, every 10 y

•CT colonography, every 5 y

•Flexible sigmoidoscopy, every 5 y

•Flexible sigmoidoscopy, every 10 years + FIT 
every year

Age to end Individualized decision 76 to 85 years Selective screening 76 to 85 years

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening
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RiskAssessmentand 
ScreeningToolkit: To 
Detect Familial, Hereditary, 
and Early Onset Colorectal 
Cancer

https://nccrt.org/resource/risk-assessment-
and-screening-toolkit-to-detect-familial-
hereditary-and-early-onset-colorectal-cancer/

Colorectal Cancer Screening |Primary CareResource



RISK ASSESSMENT: 4 QUESTIONS TO ASK

“YES”
to any 

question is 
considered 

at least 
INCREASED 

RISK

Question1: Does the patient have at least one 1st degree family member or 
two 2nd degree family members diagnosed with colorectal cancer (CRC) or 
adenomatous polyps?
If diagnosed before age 55, patient requires early screening.

Question 2: In the past 2 years, has the patient noticed blood in their stool or 
had other symptoms that could be related to CRC?

Question 3: Does the patient have a history of colorectal polyps from a prior 
screening?

Question4: Has the patient ever had a positive FIT/iFOBT result?

These questions weredeveloped by the Colorectal Cancer Prevention Network based upon peer review of scientific journals. The questions are designed to 
providea simple tool to medical staff and patients alike to facilitate discussion related to CRC risk assessment and determining the appropriateCRCscreening 
modality. Thesequestions may not consider all increased and high-risk criteria and may notreflectguidelines published after the date of this publication 
(August 2021).

20



Doyou 
systematically 
assess for risk?

cancer.org | 27



Rationale forScreeningat Age45 
IncreasingCRC IncidenceUnderAge 50

• Diagnosis before age 50 has 
increased by 51% over past 2 
decades
• Majority of the increase in age 40-

49
• Increases also seen in those in 30s 

and even in 20s

• Rectal cancer increase > than colon 
cancer

• Numbers are small overall – but 
steadily growing

Colorectal Cancer Screening | Guideline

cancer.org | 28



IncreasingDisease Burdenof CRC in Adults 
Aged 45-49

cancer.org | 29

• In 1990, the proportion of adults under 50 with CRC was 6.4%

• In 2020, the proportion of adults under 50 with CRC will be 
approximately 12%

• In 2020, approximately 43% of CRC cases under age 50 were in 
ages 45-49

Colorectal Cancer Screening | Guideline

Theproportion of colorectal cancerin adults underage 50 

has almost doubled since 1990.



CRC UnderAge 50:Improving Outcomes

✓ Rectal bleeding

✓ Abdominal pain

✓ Change in bowel habits

✓ Weight loss

Colorectal Cancer Screening | Guideline

Remember: Screening 

guidelines are for 

asymptomatic only!

Not relevant for 

symptomatic patients –

regardless of age

Increasedawarenessamong clinicians and young adults of 

symptoms and the need to take action to facilitate earlier 

detection

cancer.org | 30





Colorectal CancerScreening Decision Aid

cancer.org | 32



Clinician’s Reference 
Stool-based tests for 
Colorectal Cancer 
Screening

https://nccrt.org/resource/fobt-
clinicians-reference-resource/

Colorectal Cancer Screening |Primary CareResource

cancer.org | 33



What isa key 
success you have 
made in getting 
your patients to 

return their FITkit?

cancer.org | 34



Do

✓ Do make a recommendation! Be clear 
that screening is important. Ask patients 
about their needs and preferences. The 
best test is the one that gets done.

✓ Do use the American Cancer Society and 
the USPSTF recommendation to start 
screening in average-risk adults at age 
45.

✓ Do assess your patient’s family history, 
medical history, and age.

✓ Do be persistent with reminders.

✓ Do develop standard office operating 
procedures and policies for colorectal 
cancer screening, including the use of EHR 
prompts and patient navigation.

✓ Do use non-clinical staff to ensure 
screening and follow-up completion.

✓ Do streamline referrals and coordinate 
care across the continuum.

Don’t

 Do not use digital rectal exams (DREs) for CRC 
screening. In one large study, DREs missed 19 of 
21cancers.

 Do not repeat a positive stool test. Any abnormal 
finding should be followed up with a 
colonoscopy.

 Do not use stool tests on those with a higher risk.
A colonoscopy must be performed.

 Do not minimize or ignore symptoms in patients 
younger than screening age. Evaluate and refer 
symptomatic patients to colonoscopy as 
needed, regardless of age.

 Do not let patients with positive stool test go 
more than 120 days with out a follow-up 
colonoscopy.

AClinician’s Guide to 
ColorectalCancer Screening



“If there isn’t
follow-up, you
might have not
even screened

the patient.”

cancer.org | 36



What strategies are 
working to get your 
patients accessto 

follow-up 
colonoscopies?

cancer.org | 37



Current State of 
Colorectal Cancer 
Screening
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HRSAUniformData System* |Colorectal Cancer 
Screening Measure

CMS130v10

Description

Percentage of adults 50-75 years of age who had appropriate screening for colorectal cancer:
• Fecal occult blood test (FOBT) during the measurement period
• Flexible sigmoidoscopy during the measurement period or the four years prior to the 

measurement period
• Colonoscopy during the measurement period or the nine years prior to the measurement

period
• FIT-DNA during the measurement period or the two years prior to the measurement period
• CT Colonography during the measurement period or the four years prior to the measurement 

period

Initial Population
Patients 50-75 years of age with a visit during the measurement period

https://ecqi.healthit.gov/ecqm/ec/2022/cms130v10
*HRSA Health Center Program’s Uniform Data System is utilized by Federally Qualified HealthCenters for annual reporting.

Colorectal Cancer Screening | HRSA Health Center Program Quality Measure

https://data.hrsa.gov/tools/data-reporting/program-data

https://ecqi.healthit.gov/ecqm/ec/2022/cms130v10
https://ecqi.healthit.gov/ecqm/ec/2022/cms130v10
https://data.hrsa.gov/tools/data-reporting/program-data
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Colorectal Cancer Screening
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2014- 2022FQHC ColorectalCancer ScreeningTrends
HRSA Uniform Data System (UDS) Data

Source HRSA Health Center Program Uniform Data (UDS) Data, 2022. https://www.hrsa.gov/foia/electronic-reading Calculations and data visualization by the American Cancer Society. cancer.org | 40

https://www.hrsa.gov/foia/electronic-reading


54%

57%

53%

58%

Source HRSA Health Center Program Uniform Data (UDS) Data, 2022. https://www.hrsa.gov/foia/electronic-reading Calculations and data visualization by the American Cancer Society. cancer.org | 41

https://www.hrsa.gov/foia/electronic-reading


Data Source: HRSA Health Center Program Uniform Data (UDS) Data, 2022. Publicdata with calculations and data visualizationby the American Cancer Society. 
https://www.hrsa.gov/foia/electronic-reading cancer.org | 42

NationalFQHCColorectal CancerScreeningData

Year
Colorectal Cancer 

Screening Rate
# Patients Up-to-Date # Eligible Patients

2014 34.53% 1,523,524 4,411,674

2015 38.35% 1,803,514 4,703,353

2016 39.89% 2,047,900 5,133,981

2017 42.02% 2,271,055 5,405,197

2018 44.11% 2,491,769 5,648,800

2019 45.56% 2,741,612 6,017,345

2020 40.09% 2,448,884 6,108,258

2021 41.93% 2,680,519 6,393,355

2022 42.82% 2,769,283 6,467,607

Colorectal Cancer Screening | Data

https://www.hrsa.gov/foia/electronic-reading
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Data Source: HRSA Health Center Program Uniform Data (UDS) Data, 2022. Publicdata with calculations and data visualizationby the American Cancer Society. 
https://www.hrsa.gov/foia/electronic-reading cancer.org | 43
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Doyou knowyour 
current CRC 

screening rate?



In 2022, 3,698,324
eligible FQHC patients 
were not up-to-date 
on colorectal cancer 
screening.



Primary Care 
Strategies to 
Increase 
Colorectal Cancer 
Screening Rates



ACSNCCRT’s80%in Every Community National 

Achievement Awards: FQHC Honorees

https://nccrt.org/our-impact/80-in-every-community/achievement-awards/ 47

2024 Community Health Center Category: Family Health Services | South Central Idaho
Focused efforts on patient education and outreach, barrier identification, provider recommendation 
navigation to colonoscopy for patients with a positive or abnormal stool test, and an innovative 
program that fundraisers at least $25,000 each year for discounted colonoscopies from referral 
partners.

2023 Innovative Partnership Category: CommUnityCare Health Centers Central Texas Working in
partnership with the University of Texas Austin’s Dell Medical School and supported by funding from
the Cancer Prevention and Research Institute of Texas, the partnering organizations undertook a
multi-year effort to increase colorectal cancer (CRC) screening among eligible
CommUnityCare patients. The team implemented a multi-faceted intervention that featured mailed 
stool-based testing and bilingual, bi-cultural screening navigation to ensure positive (abnormal) Fecal 
Immunochemical Test (FIT) results were followed by timely colonoscopy.

https://nccrt.org/our-impact/80-in-every-community/achievement-awards/


ACSNCCRT’s80%in Every Community National 

Achievement Awards: FQHC Honorees

https://nccrt.org/our-impact/80-in-every-community/achievement-awards/ 48

2023 Community Health Center Category: Kintegra Health | North Carolina
Partnered with North Carolina Partnership to Increase CRC Screening (NC PICS), a CDC program. In 
addition to receiving ongoing technical assistance from NC PICCS, Kintegra Health participated in the 
American Cancer Society’s Learning Collaborative and developed aim statements, process maps, gap 
analysis, PDSA cycles and implemented patient reminders and reduced structural barriers. Kintegra 
Health has successfully negotiated a colonoscopy cost rate well below the Medicare rate and developed
medical neighborhood for sustainability.

2022 Community Health Center Category: Pueblo Community Health Center | Pueblo, CO Process
improvements included developing provider champions to test and adapt new clinic workflows,
reporting outcomes by provider, training medical assistants to educate and engage patients, utilizing
case management and navigation staff to reduce barriers, adapting workflows to the telehealth
environment, and postcard mailings.

https://nccrt.org/our-impact/80-in-every-community/achievement-awards/


ACSNCCRT’s80%in Every Community National 

Achievement Awards: FQHC Honorees

https://nccrt.org/our-impact/80-in-every-community/achievement-awards/ 49

2021 Community Health Center Category:Esperanza Health Centers | Chicago
Instrumental in Esperanza’s improvement is their data dashboard, which tracks screening rates monthly
and allows them to identify care teams that are exceeding their goals and capture and share their best
practices. With COVID-19, care teams focused on delivering FIT kits with prepaid mailers along with
frequent reminders. In 2018 and 2019, they received HRSA’s National Quality leader honor.

2020 Community Health Center Category: North Hudson Community Action Corporation | New 
Jersey
NHCAC Implemented a number of evidence-based systems changes, including patient navigation, patient
and provider reminders, and reduction of structural barriers including transportation and client costs.
Screening eligible patients also received a screening recommendation at all health center visits,
including dental and behavior health, to avoid critical, missed opportunities. View a short
video describing NHCAC’s work

https://nccrt.org/our-impact/80-in-every-community/achievement-awards/
https://youtu.be/IACsy8lCQfg
https://youtu.be/IACsy8lCQfg
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Steps for Increasing 
Colorectal Cancer Screening 
Rates: A Manual for Primary 
Care Practices

https://nccrt.org/resource/steps-for-
increasing-crc-screening-rates-2022/

Colorectal Cancer Screening |Primary CareResource





46

Practical advice in themanual’s four primary 

sections:

1 A Background section that provides information on the 
importance of CRC screening

2
A Steps for Increasing ColorectalCancer ScreeningRates 

section that maps out a plan for improving your CRC screening 
rates and gives step-by-step instructions for doing so

3 Ten casestudies from exemplary and diverse practices from 
across the country

4 An Appendices section that provides field-tested tools, 
templates, and resources to get you started



13



14
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Lead Time Messaging 
Guidebook: A Tool to 
Encourage On-Time 
Colorectal Cancer Screening

https://nccrt.org/resource/2023-lead-
time-messaging-guidebook/

Colorectal Cancer Screening |Primary CareResource







CONTENTS
Perceptions and Attitudes About 
Personal Health Colorectal Cancer 
Screening

Barriers to Screening 

Message Delivery

Preferred Screening Messages

Spotlight on Messaging Groups

https://nccrt.org/resource/2022-
messaging-guidebook-black-african-
american-people/

cancer.org| 58

https://nccrt.org/resource/2022-messaging-guidebook-black-african-american-people/
https://nccrt.org/resource/2022-messaging-guidebook-black-african-american-people/
https://nccrt.org/resource/2022-messaging-guidebook-black-african-american-people/


BARRIERS TO SCREENING

DEFERMENT
• This was the leading barrier
• COVID-19
• financialconcerns
• test prep
• concerns or fears about the 

test / test results
• thinking one is unlikely to 

develop colorectalcancer

DOCTOR DID NOT 

RECOMMEND IT

RACISM
• 1 in 3 people hesitant

• Personal experienceswith care 

impacted by racism

NO FAMILY HISTORY &

NO SYMPTOMS

13
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Cancer Screening Clinical 
Champion Corps Pilot

A recommendation from a 

clinician is the most 

predictive factor for a patient 

initiating and completing the 

cancer screening process.*

*Impact of provider-patient communication on cancer screening adherence: A systematic review 
https://www.sciencedirect.com/science/article/abs/pii/S0091743516302912?via%3Dihub

https://www.sciencedirect.com/science/article/abs/pii/S0091743516302912?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S0091743516302912?via%3Dihub
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Mammograms Cervical Screening Colorectal Screening

• Provider recommendation was 
associated with receipt of 
mammogram (p = .002)

• Women with physicians who 
recommended screening were 
more likely to have a mammogram.
(OR = 2.29, 95% CI = 1.42–3.69)

• A lack of doctor recommendation 
was significantly associated with 
lower odds of screening among 
Latinas (OR = .01, 95% CI = .002,
.12) and Arab women (OR = .25, 
95% CI = .10, .61) but not 
significant for Black women

• Pap: A lack of doctor 
recommendation was significantly
associated with lower odds of
screening among Latinas (OR = .09,
95% CI = .02, .42) and
Arab women (OR = .26, 95% CI =
.12, .54) but not significant for 
Black women.

• Women who reported a physician 
recommendation had a nearly 7.0 
higher odds of having been 
screening for cervical cancer in the 
preceding 3 years.

• Women whose healthcare 
providers had recommended 
screening were more likely to 
become routine screeners 
(Adjusted OR = 2.04, 95% CI = 1.32,
3.15).

• Individuals without a 
recommendation were significantly
less likely to be screened, for both
uninsured (95% CI = 0.003–0.083)
and insured (95% CI = .054-.0119)
individuals.

• Participants who reported that 
they had discussed colorectal 
cancer screening with their health 
care provider had a 10-times 
greater likelihoodof screening 
compared to those who did not 
report provider communication 
about screening (OR = 10.78, 95%
CI = 4.85, 29.94, p < .001).

• When physiciansmade a clear 
recommendation about screening 
(Advise step), participants were 
significantly more likely to be 
screened (OR = 4.31, CI = 1.75,
10.59). 5

MajorFindings



Molly Black

Director, Cancer Screening

For questions, feedback 
and collaboration:

Molly.Black@cancer.org

o: 980.308.0311

c: 828.337.5136

mailto:Molly.Black@cancer.org


Q&A Session
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Upcoming LC Sessions

80

Session 1 (03/13/2024): Colorectal cancer screening 
recommendations

Session 2 (03/20/2024): How to talk with patients 
about health

Session 3 (03/27/2024): Colorectal cancer screening 
messaging

Session 4 (04/03/2024): Interventions engaging 
CHWs



Contact us
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Robert Burns
Program Director
Bobburns@namgt.com

Jose Leon, M.D.
Manager of Clinical Quality
jose.leon@namgt.com

Kevin Lombardi, M.D., M.P.H.
Manager of Policy, Research, and 
Health Promotion
Kevin.lombardi@namgt.com

Fide Pineda Sandoval, C.H.E.S.
Training & Technical Assistance 
Manager
Fide@namgt.com

Chantel Moore, M.A.
Manager of Communications
Cmoore@namgt.com

Please contact our team for Training 
and Technical Support
703-812-8822



Thank you!
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