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Background: The population served by Federally Qualified Health
Centers (FQHCs) has lower levels of cancer screening compared
with the general population and suffers a disproportionate cancer
burden. To address these disparities, 3 federal agencies and a
primary care association established and tested the feasibility of a
Regional Cancer Collaborative (RCC) in 2005.
Methods: RCC faculty implemented a learning model to improve
cancer screening across 4 FQHCs that met explicit organizational
readiness criteria. Regional faculty trained “care process leaders,”
who worked with primary care teams to plan and implement practice
changes. FQHCs monitored progress across the following measures
of screening implementation: self-management goal-setting; number
and percent screened for breast, cervical, and colorectal cancer;
percent timely results notification; and percent abnormal screens
evaluated within 90 days. Progress and plans were reviewed in
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regular teleconferences. FQHCs were encouraged to create local
communities of practice (LCOP) involving community resources to
support cancer screening and to participate in a monthly teleconference that linked the LCOPs into a regional community of practice.
Summary reports and administrative data facilitated a process evaluation of the RCC. 2 test and test of trends compared baseline and
follow-up screening rates.
Results: The RCC taught the collaborative process using process
leader training, teleconferences, 2 regional meetings, and local
process improvement efforts. All organizations created clinical
tracking capabilities and 3 of the 4 established LCOPs, which met
monthly in an regional community of practice. Screening documentation increased for all 3 cancers from 2005 to 2007. Colorectal
cancer screening increased from 8.6% to 21.2%.
Conclusions: A regional plan to enable collaborative learning for
cancer screening implementation is feasible, and improvements in
screening rates can occur among carefully selected organizations.
Key Words: colorectal cancer screening, quality improvement,
health disparities
(Med Care 2008;46: S74 –S83)

I

t is widely recognized that Americans do not receive recommended health care,1 particularly the uninsured and
underinsured.2 Evidence indicates that, compared with the general population, the uninsured and underinsured get less screening for breast (58% vs. 70%), cervical (69% vs. 82%), and
colorectal cancer (20% vs. 40%) and suffer disproportionate
cancer morbidity and mortality.3– 6 Evidence from randomized
trials and observational studies of cancer screening suggest that
reaching the unscreened will substantially affect cancer morbidity and mortality.7–11 To address low screening rates among
the uninsured and underinsured, the Health Resources and
Services Administration (HRSA), the Centers for Disease
Control and Prevention (CDC), and the National Cancer
Institute (NCI), developed the Regional Cancer Collaborative
(RCC). This article describes this demonstration project and
its results.
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The foundation for this demonstration project was
HRSA’s “Health Disparities Collaboratives (HDC)” that began in 1998 to promote a systems approach to health care
improvement.12–14 The HDC model involved 20 –30 clinic
teams (eg, receptionists, medical records clerks, nurses, physicians) meeting with national experts in large learning sessions, addressing specific disease conditions and developing
quality improvement plans to address these conditions in their
local health centers.15,16 An HDC-model collaborative addressing cancer occurred among 21 teams from 2002 to 2004.
In 2005, nearly 800 Federally Qualified Health Centers
(FQHCs) were operating around the United States, but only
half of them had at least 1 team trained in the collaborative
process for one or more conditions.
Based on the experience with the HDC model, a need
existed for an approach that could: (1) reach all the primary
care providers in HRSA-supported institutions, (2) use fewer
resources and less time away from health centers, and (3)
make changes that affect the care of a larger proportion of the
people served by FQHCs. The RCC was developed in 2005
as a demonstration project to test the feasibility of meeting
these goals by teaching the collaborative model through
primary care associations. This article describes the demonstration project, results of a process evaluation to identify key
cancer screening implementation activities, and the activities’
impact on cancer screening rates, including those for colorectal cancer.

2. Demonstrate high performance in their collaborative work;
3. Have organizational leadership that would give teams the
time and encouragement to actively influence practice in
all its clinical sites;
4. Have a computerized clinical management system capable
of managing thousands of patients, including identifying
patients eligible for cancer screening, identifying patients’
cancer screening status, tracking patients with abnormal
screening results and sending appropriate reminders, and
tracking the relevant variables for other conditions for
similar planned care;
5. Be able to enter the entire population eligible for screening
into the clinical management system;
6. Be willing to send staff for training as “care process leaders.”

METHODS

1. National faculty were responsible for the core content of
cancer screening and the process of health care evaluation
and change. This faculty included a primary care physician/researcher and breast cancer screening expert from
NCI 关0.2 Full Time Equivalent (FTE), ST兴, an Institute for
Healthcare Improvement nurse and care process expert,
(0.35 FTE, TJ), an American Cancer Society colorectal
cancer expert (15 hours), university faculty in cervical and
colorectal cancer (15 hours each), and primary care experts in
information technology and care processes (80 hours);
2. Regional faculty trained process leaders and facilitated
their work at each health center. This faculty included an
administrative leader (0.2 FTE, JG), support staff (0.2
FTE), a nurse/administrator (0.35 FTE, WM), and a
CHCACT information technology specialist (0.25 FTE);
3. Local faculty, established the measurement systems, evaluated the care processes in their organizations, and led other
provider teams to make changes in their care processes. This
faculty included the process leader, physicians, nurses, information technology specialists, and staff (average of 4 FTE/
team with an aggregate of 950 hours/team).

Demonstration Project Setting and Overview
HRSA currently provides partial support to at least
1365 privately operated FQHCs around the United States
serving 14 million people (40% uninsured). Many (64%) of
those served by FQHCs are from minority populations, including 23% Black/African American, 3% Asian American/
Pacific Islander, 1% American Indian/Alaska Native, and
36% Hispanic/Latino (HRSA 2005 Uniform Data Set).
FQHCs vary in their organization but operate as independent
businesses that fund their operation through insurance reimbursements, fees, and subsidies. FQHCs may include 1 or
more primary care centers, which may include 1or more
primary care teams (physician or physician’s assistant, nurse
practitioners, nurses, receptionists, and medical records staff).
Nationally, more than 50 HRSA-funded Primary Care Associations in the states and territories assist the FQHCs in
meeting their mission. The Community Health Center Association of Connecticut (CHCACT) led the Northeastern
United States activities (Health and Human Service Regions
1 and 2) when this demonstration project occurred there.

Organization Selection
The regional nurse/administrative leader for HDCs in
regions 1 and 2 recruited the FQHCs for the RCC based on
explicit criteria:
The FQHC had to
1. Include a team that previously completed an HDC collaborative (diabetes, cardiovascular disease, asthma, or depression) or equivalent;
© 2008 Lippincott Williams & Wilkins

After identifying potentially eligible organizations, the
CHCACT project leader (WM) performed telephone and
in-person interviews with FQHC leaders to assess their information system against the criteria, and subjectively evaluate their enthusiasm for the project and willingness to
commit the time and personnel necessary for success.

Teaching Model
The challenge was to transform the traditional HDC national model into a regional model capable of facilitating the
cancer collaborative teaching activities by regional and local
leaders. To achieve this end, we developed 3 distinct groups of
faculty:

Process Leader Selection and Training
The care process leaders, who worked with the primary
care teams and administrative personnel, were identified as
respected opinion leaders with sufficient authority within the
administrative structure to manage change. They were clinical practitioners interested in improving clinical processes,
clinical quality staff leaders or champions interested in clinical quality improvement, or administrators responsible for
clinical integration strategies.
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At least 1 person from each FQHC was sent to a 2-day
Process Leader training session early in 2005. The Process
Leaders learned about the Chronic Care Model,17 which categorizes factors relevant to care processes and planning such as
“decision support,” “self-management support,” “clinical information systems,” and “community,”18 and how to evaluate
health care processes (eg, screening, timely follow-up) within
this model. They also learned about the Plan/Do/Study/Act
(PDSA) Model for improvement developed from industrial
quality improvement efforts.19 Process leaders facilitated
team engagement in multiple small PDSA cycles, in which
teams would plan (P) a change 关eg, whether standing orders
for fecal occult blood testing (FOBT) could be followed by
those to whom they were delegated兴, do (D) it, study (S) the
results with quick measures, and act (A) to make changes in
care in short periods of time (days, weeks) based on what was
learned. Leaders also encouraged teams to critically evaluate
their care and plan changes.

Implementation
The faculty carried out a variation on the train-thetrainer model of education in the cancer collaborative process. Instead of a top-down training cascade, a collaborative
exchange of expertise was used. National faculty had cancer
screening and change process expertise and regional faculty
had knowledge of local conditions and change process experience. National faculty worked with the regional faculty to
enable process leaders and their teams to use information
systems, evaluate care process, and implement changes at
local primary care clinics. The teams also implemented specific care activities they thought would increase their screening rates based on evidence and the face validity of the work.
“Cancer Control Activities” were specific actions undertaken
that involved one or more team members to assess or change
their daily practice with respect to cancer screening. The
national faculty facilitated monthly teleconferences with
FQHC teams, conducted 2 in-person educational sessions for
FQHC teams, and convened monthly teleconferences with
organizational representatives and regional members from the
Communities of Practice, described below. All faculty members participated in the collaborative for 1 year ending March
31, 2006. The teams continued their work beyond that date.
National and regional faculty worked with the care
process leaders and 4 FQHCs to enhance the health center
teams’ understanding and implementation of cancer control
activities. This approach included several steps called
“planned cancer screening,” which were expected to increase
cancer screening rates based on earlier experiences and evidence from the cancer control literature20 –24:
1. Enter the entire eligible population into a clinical management system;
2. Participate in monthly teleconferences to review screening
content and implementation challenges;
3. Review the screening rates and consider practices using
the Chronic Care Model;
4. Use Cancer Planet (http://cancercontrolplanet.cancer.gov)
and available evidence to plan specific improvement cycles
and test and implement changes in care (activities); and
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5. Engage community resources to create a Local Community of Practice (LCOP) focused on improving local
screening rates and cancer care capabilities.

Communities of Practice
At the local level, FQHCs did not have the capacity to
provide complete care for people with abnormal screening
tests and cancer diagnoses, and few had partnerships with the
full array of available community resources. The RCC therefore formed an LCOP around each FQHC (Fig. 1)—voluntary groups of people who learned and worked together on
issues of shared interest or concern.25 Figure 1A describes
key elements of the LCOP: its domain (area of focus), the
community involved, and the activities undertaken (practice).
Simultaneously, the NCI sponsored a Regional Community of Practice (RCOP) (Fig. 1B), which provided a
multistate forum for sharing ideas, identifying resources, and
encouraging action on local community-building efforts. For
example, members described new approaches to FOBT
screening and methods for launching an LCOP and establishing an on-line directory of collaborating organizations. Regional community members included researchers focused on
cancer health disparities, American Cancer Society leaders,
State Health Department Comprehensive Cancer Plan leaders, and State Breast and Cervical Cancer Program administrators. Regional community members participated in the 2
in-person education sessions and monthly teleconferences.
The national faculty (ST) worked with regional participants
in the RCOP, establishing the agenda and encouraging discussion and knowledge-sharing on key issues.

Measurement
A fundamental aspect of the RCC was the measurement
of screening processes to guide changes. Health center teams
reported 6 measures of screening implementation, including
self-management goal setting; rates of screening for breast,
cervical and colorectal cancer; rates of timely test result
notification for any of the 3 cancers; and rates of diagnostic
evaluation within 90 days of abnormal screens for all 3
cancers (Table 1). Teams recorded the measures from automated clinical management systems beginning in September
2005 and reported them to a central data repository on a
monthly basis through February 2007. Numerators for the
self-management goal setting came from data entry sheets
that were incorporated into the flow of care. The data entry
form was also a part of the medical record and included
documentation of the discussion and recommendation for
screening (shared decision making). The occurrence of the
test was documented in laboratory and administrative data.
The denominator for all screening measures was all those
age-eligible for screening who had 1 or more primary care
visits to the FQHC in the previous 3 years. The teams
reported their progress on a secure data repository and discussed them in the monthly calls.

Process and Impact Evaluation
The process and impact evaluation included collecting
descriptive data, reviewing and describing the team’s cancer
© 2008 Lippincott Williams & Wilkins
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FIGURE 1. Local and regional communities of practice. A, Local community of practice at the level of a federally qualified
health center. Goal: Maximize community resources to reduce cancer morbidity and mortality. B, Regional community of
practice. Goal: Learn and share successful strategies.
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TABLE 1. Screening Measures
Measure*

Definition*

1. Self-management goal setting
2. Mammography screening
3. Cervical cancer screening
4. Colorectal cancer screening

5. Notification of results
6. Completion of follow-up care

Percent of patients (women ⱖ21 yr of age and men ⱖ51) having documentation of a
discussion of age-appropriate cancer screening (shared decision making)
Percent of women ⱖ42 yr of age who have had a mammogram in the previous 2 yr
Percent of women age ⱖ21 who have had a Pap smear within the prior 3 yr*
Percent of adults age ⱖ51 who have been appropriately screened for colorectal cancer
FOBT within 1 yr
Sigmoidoscopy within 5 yr
Colonoscopy within 10 yr
Percent of screened patients having documented notification of mammogram, PAP and colorectal
cancer screening results within 30 d
Percent of patients requiring additional evaluation and/or treatment completing that
assessment/treatment within appropriate time frame

*For details of how the measures were taken see the cancer section of the Health disparities collaboratives website at http://www. healthdisparities.net/
hdc/html/collaboratives.topics.cancer.aspx.

control activities, and collecting and analyzing data on screening rates. We collected descriptive data for this article through
several sources: monthly team reports of screening rates, online
planning documents for team activities, summary narrative reports
about team activities, and HRSA health center demographic data.
We summarized the cancer control activities from monthly written
team narratives and a separate aggregate report abstracted from
these narratives for the monthly calls. The aggregate report informed teams about how others successfully executed activities. All
reports and summaries were reviewed by the national care process
expert (TJ) and activities were grouped by the kind of care activity
undertaken.
We conducted a before-after analysis of the screening
measures at the organization level using a 2 test and a test of
trends. The analysis excluded the first 2 months of observation when the centers were developing their measurement
systems. One center did not report the measure regarding
results notification and was therefore excluded from that
analysis. We compared the proportions meeting measures at
baseline to the proportion meeting them in February 2007.

RESULTS
Among 292 FQHCs in the targeted geographic region, 21
met the initial selection criteria. After interviews with the regional leader, 4 met the final criteria and accepted the invitation
to participate. To maintain their anonymity they were called
organization A, B, C, D. Two factors limited eligibility. The first
was institutional leaders who did not show interest or would not
make explicit commitments of time and resources to the project.
The second was data systems that were not capable of handling
the large denominator, identifying screening status, or sending
reminders to patients.
The 4 organizations meeting the criteria served populations
that varied in size from about 8000 to 40,000 people. They had large
uninsured populations (13–53%) and large minority populations
(60–99%). The number of primary care sites within the organizations varied from 1 to 6. The FQHC teams entered approximately
43,000 individuals in their registries through February 2007. Table
2 provides a full description of the populations.
The project demonstrated the feasibility of a regional
approach to learning and care process improvement. The 4
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organizations established process leaders, implemented changes
in their practices, and participated in their RCOP. The teams
conducted PDSA cycles, organized their care, and implemented
changes. Faculty participation varied in accordance with learning demands. For example, the primary care experts met on most
team calls, but the cervical cancer expert only attended calls and
meetings related to cervical cancer screening. Two faculty members participated in all the calls and meetings, and all faculty
members participated in educational sessions.
The implementation activities undertaken within the
FQHCs during the intervention year are summarized in Table
3. Some activities were more difficult to execute than others.
For example, one “common sense” activity—“establish the
denominator of care”—seemed simple but turned out to be
very difficult. Identifying the denominator from the billing
system was relatively easy, but most sites resisted the work
burden of entering hundreds of people into their automated
management system even though it was critical to measurement and other activities. Entering people one-by-one as they
were seen seemed easier, but was ultimately inaccurate and
created falling cancer screening rates because people were
entered into the denominator for those rates faster than they
were entered in the numerator. Automated transfer of the
whole demographic database for the denominator of care was
the challenging but preferred method. Activities sometimes were
concentrated on 1 cancer type to address its unique aspects. For
example, 1 site developed a same-day appointment system for
Pap smears so women could “walk-in” to be seen or be triaged
there during the course of care for other conditions. The single
unifying theme of the activities were that teams thought about
the entire screening process and then identified activities that
would clarify problems and/or improve the processes.23
For colorectal cancer, sites varied in their activities but
all sites “mapped” how a patient moved through the clinic
during a routine appointment and then whether each step in
the screening process could be improved. For example they
redesigned how screening for colorectal cancer was offered
so that receptionists and practical nurses presented information on screening, laboratory technicians gave instructions on
FOBT (the predominant screening technique), and physicians
© 2008 Lippincott Williams & Wilkins
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TABLE 2. Descriptors of 4 Federally Qualified Health Centers in the Regional Cancer Collaborative
A
Organization
Population size
Male users
Female users
Total all users
Encounters in one year*
Population demographics
Race (all users)
Asian/Pacific Islander
Black/African American (not Hispanic or Latino)
American Indian/Alaska Native
White (not Hispanic or Latino)
Hispanic or Latino (all races)
Unreported/refused to report
Race total
Estimated size of target population†
Females—20–44 yr of age
Females—45 and above
Males—45 and above
Total target population (approximate)
Number in cancer registry (January 2007)
Insurance status (all users)
Private
Medicaid
Medicare
Uninsured
Other
Total
Staffing
No. medical staff‡
No. enabling staff§
No. other staff¶
Total staff

N

B
%

N

C
%

N

D
%

41.5
58.5
100.0

9419
14,445
23,864
74,835

39.5
60.5
100.0

9907
15,940
25,847
125,658

1112
5246
127
15,662
16,676
742
39,565

2.8
13.3
0.3
39.6
42.1
1.9
100.0

301
2034
40
4430
16,196
863
23,864

1.3
8.5
0.2
18.6
67.9
3.6
100.0

71
3880
49
297
21,131
419
25,847

8928
5656
3959
18,543
16,820

48.1
30.5
21.4
100.0

6491
2834
1618
10,943
7539

59.3
25.9
14.8
100.0

5629
4424
2318
12,371
11,072

45.5
35.8
18.7
100.0

1965
1013
657
3635
3182

54.1
27.9
18.1
100.0

4190
23,638
2665
9072
0
39,565

10.6
59.7
6.7
22.9
0.0
100.0

1764
7010
1158
10,976
2956
23,864

7.4
29.4
4.9
46.0
12.4
87.6

1551
17,994
2306
3513
483
25,847

6.0
69.6
8.9
13.6
1.9
98.1

1261
2125
358
4402
11
8157

15.5
26.1
4.4
54.0
0.1
99.9

28.9
14.8
56.3
100.0

60.49
22.32
93.62
176.43

34.3
12.7
53.1
100.0

105.29
31.62
154.32
291.23

15.0
0.2
1.1
81.8
1.6
99.7

36.2
10.9
53.0
100.0

3494
4663
8157
22,462

%

16,401
23,164
39,565
106,389

72.68
37.15
141.74
251.57

38.3
61.7
100.0

N

42
3031
34
261
3426
1363
8157

22.34
18.25
65.12
105.71

42.8
57.2
100.0

37.2
0.4
3.2
42.0
16.7
99.5

21.1
17.3
61.6
100.0

*Users include dental and other services. Medical users are from 70% to 96% of all users in these centers.
†
Available administrative data does not allow aggregation by the exact age ranges of target populations for screening. Numbers reflect people with at least one visit in a year.
‡
Medical staff ⫽ Doctors (not psychiatrists), NPs, PAs, CNMs, nurses, other med personnel, laboratory personnel, x-ray personnel.
§
Enabling staff ⫽ Case Mgr, Educ Spec, outreach, transportation staff, other enabling services.
¶
Other staff include ⫽ Medical, dental, mental health, substance abuse, other prof, pharmacy, admin & facility staff.
Source: HRSA administrative data.

encouraged its use. The mapping and redefined roles and
processes occurred through active discussions within the
organizations and clinical teams. Some sites incorporated
standing orders for FOBT so staff could identify and refer
eligible adults for FOBT. Most sites struggled with clarification of FOBT screening instructions because they were universally recognized to be poorly written. One site received a
small grant for professionally designed promotional information with stories and photographs from patients to motivate
colorectal cancer screening. They also developed a set of
visual instructions for FOBT performance.
Three organizations developed an active LCOP (Fig.
1A). FQHC coordinators convened diverse stakeholders, including hospitals, nonprofits, and city agencies to learn more
about working together to improve cancer screening and
© 2008 Lippincott Williams & Wilkins

follow-up in vulnerable populations like the uninsured. The
community-of-practice approach was a major shift for many
centers from partnerships with a single organization toward a
more inclusive, multilateral strategy with many organizations. Health centers organized community-wide breakfast
meetings, for example, in which 10 –20 organizations participated in discussions of screening rates and other domain
priorities. These sessions generated ideas and participants
worked together to implement them. Examples stemming
from these meetings included weekend screening sessions,
special events, development of new treatment resources, and
a redesign of the medical referral process for enrollment in
the state breast and cervical cancer screening program. Local
leadership, provided mainly by skilled health center coordinators, was a key success factor for LCOP.
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Leadership from the Health Centers established contacts with specialists to assure diagnostic and follow-up care would occur.
Arrangements varied from formal relationships marked by agreed fee schedules and support by HCAP grants, to informal
networks of willing providers. Specific examples include local specialists performing mammography twice a month on “Screening
Saturdays” (C) and free or low-cost colonoscopies (A); a dedicated day at a local hospital for health center patients to receive
colonoscopies (D), and policy changes in National Breast and Cervical Cancer Early Detection Program (NBCCEDP) program to
facilitate enrollment and access (B)
Teams began meeting with groups of community contacts together to establish a local community of practice. These communities of
practice varied from creating a county-wide coalition of organizations including representatives from the NBCCEDP, the ACS,
professional organizations and clubs, and the health center (B) to breakfast meetings with relevant groups in an urban setting (C)
to the creation of various task forces to address pressing issues (advocacy for under and uninsured, insurance and finance, clinical
guidelines, data collection and tracking). One group contacted relevant University and Specialty Groups but did not establish an
ongoing forum (A).

Senior leader for center gave explicit support for project, gave time for meeting, and was kept up-to-date on progress. Examples of
leadership include: participation in team meetings and actively engaging with groups to meet diagnostic and screening needs of the
population (D); authorizing creation of a core executive team to coordinate improvement activities among sites (A); arranging
regular time to meet with site process leaders (A); and allocating funds to produce a CRC screening brochure and enhanced
patient FOBT instruction (B).
At least 1 member of the center was trained in the Chronic Care model and change models at a 1-day regional meeting
Used billing records to establish the size of the population of women ages ⱖ21 and men ⱖ50 with at least 1 visit in the prior 3 yr.
The first step was to identify the population in the billing database. The second step was to find a clinical management system
capable of providing screening reminders in the course of care as well as track individuals’ screening and follow-up status. The
last step was to move the population into that clinical management system. Even if the clinical management system could manage
the size of the database, it was either a large data entry task or the more sophisticated teams were able to enter the entire set of
individuals electronically
Mechanisms to signal a person is due for breast, cervical, or colorectal cancer screening at the time of any encounter. Methods
varied from a chart review and note (A) to special screening status cards placed on the chart (C) to an automated encounter form
with flagged items printed from computerized management system (B)
Monthly reviews of team measures. Clinic A also had reports of provider-level measures available to each provider and team
Education regarding screening and follow-up guidelines for all providers. All sites reviewed target measures and USPSTF
recommendations and one included training by American Cancer Society (ACS) staff (C)
Systematic review of the progression of a patient and screening paperwork, specimens, lab results and clinical reports through their
usual course (mapping). This mapping also involved identifying staff responsibilities during the course of this process
Discussion among clinical teams to clarify individual responsibilities for introducing, discussing, referring, and following up with
patients on each screening test during the course of usual care
Person(s) was designated to oversee internal and external coordination of care and information flow, and to act as primary contact
for patient in screening process (B, D)
Physicians wrote orders and completed necessary referrals in advance so staff could refer for screening tests in all individuals who
were age eligible and asymptomatic
Staff wrote single page summaries to document the discussions of each screening test and obtained or wrote materials that explained
each screening test. One center developed a set of wordless instructions for FOBT testing and a promotional photo brochure (B).
Others adopted ACS materials by contacting the ACS representative they met through the community of practice (A, C, D)

Source: Abstracted from monthly team reports, online team planning documents, and summary discussions.
*Additional background information and a description of the process leader training may be found at: http://www.healthdisparities.net/hdc/html/collaboratives.topics.cancer.aspx.

Community stakeholders
identified and engaged on
ongoing basis in a
community of practice25

Culturally and literacy
appropriate patient
educational materials
obtained or developed43
Greater access to diagnostic and
follow up care established via
community linkages

Feedback to providers38
Providers educated on
guidelines
Care processes mapped and
gaps identified39,40
Team roles defined and
redefined24,30,39
Consistent care management
personnel identified41,42
Standing orders

Reminder systems
implemented21

Process leader trained*
Establish denominator for care

Senior leadership support and
accountability ensured34–37

Activity

TABLE 3. Cancer Screening Implementation Activities
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TABLE 4. Population Screening Measurements
Baseline

Follow-up

Before/
Eligible
No. Meeting Guideline % Meeting Eligible
# Meeting Guideline % Meeting After*
Population
November 2005
Guideline Population
February 2007
Guideline
P

Population Screening Measurements
Self-management goal setting
Screening rates for:
Breast cancer
Cervical cancer
Colorectal cancer
Notification of results
Evaluation of abnormality or treatment
within appropriate time frame

38,492

777

2.0%

40,732

6215

15.3%

⬍0.001

15,054
33,711
13,849
7249
646

3034
15,481
1479
2176
188

23.2%
25.2%
8.6%
30.0%
29.1%

16,999
38,016
15,836
10,523
667

6738
19,124
30,13
7410
156

39.0%
37.2%
21.2%
70.4%
23.4%

⬍0.001
⬍0.001
⬍0.001
⬍0.001
0.072

Eligible population ⫽ individuals in the target age group with at least 1 visit in the prior 3 years.
Source: team monthly data deposits to a central reporting site from automated information systems.

Percent of Adults with Colorectal Cancer Screening
(Time Appropriate)
Average

A

B

C

D

percent

60

40

20

0
FIGURE 2. Four organization’s colorectal cancer screening rates over time.

Since 2005, the RCC has showed increases in selfmanagement goal setting, the number and proportion of
people with documented screening for colorectal, breast, and
cervical cancer screening (Table 4). The general process of
identifying eligible patients, discussing and changing screen© 2008 Lippincott Williams & Wilkins

ing processes, and tracking changes in screening measures
was implemented for all 3 cancers. Overall, colorectal cancer
screening rates have improved, although trends have differed
across the 4 organizations, with 3 sites showing improvements and 1 site’s rates appearing to drop (Fig. 2). Docu-
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mented notification of screening results within appropriate
time frames also has improved significantly, but 1 site was
unable to report this measure. Follow-up within 90 days has
had a nonsignificant decline.

DISCUSSION
This demonstration project represented a comprehensive and intensive effort to increase colorectal, breast, and
cervical cancer screening. Through its implementation, we
demonstrated the feasibility of teaching the collaborative care
process using teleconferences and regional meetings to enable organizations to improve their cancer screening. This
effort depended upon committed FQHC leadership, organizational change, process leaders, and measurement of the
activity’s impact upon health care processes.
Consistent with other work done within the collaborative framework, this effort shows changes in the processes of
care.12,26 This regional collaborative was built on the national
HDC model. The latter showed improvement in health care
processes for diabetes, asthma, and hypertension, and was
cost effective compared with centers without collaboratives,
but it had some limitations.12,15,26 –28 Because primary care
involves large populations, making changes focused on a few
specific disease conditions could not address the health care
that affects most people. Through the RCC, we demonstrated
how it was possible to address care that affects large populations and redesign the traditional collaborative learning
model. Despite the demonstration of its feasibility, we recognize that it took considerable effort. The level of effort
should be recognized at the outset by anyone interested in
implementing or testing comprehensive change in primary
care practice, but evidence from other settings indicates that
the investment is worth the effort.29
We recognize that this report has limitations. First, at the
time of the demonstration, we intervened in only 4 FQHCs,
though we showed the viability of the approach and demonstrated improvements in screening in the populations served by
these centers. A full test of the RCC as a dissemination method
would analyze the results across many FQHCs and include
control populations. This demonstration project did not have
adequate power or resources for that level of intervention and
evaluation, but provides the basis for such a test.
We also recognize that these were highly motivated teams
who met specific eligibility criteria and volunteered to join the
project. Addressing changes in screening practice can be tedious
work that requires motivation and tenacity that other teams may
not have.30 Our findings may be generalized to organizations
and teams selected in a similar manner. Screening documentation processes undoubtedly improved as a result of the collaborative and this activity may explain some of the improvement
in results. Because we did not have the resources to validate
submitted measures, we relied on the team’s self-reported data.
Nonetheless, self-collected data is the information used for
internal feedback in many health care organizations, as well as
national quality improvement systems so our results have some
potential external validity. Finally, we did not have detailed
information about individual activities adopted by centers. Such
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information could increase our understanding of why screening
rates did not increase uniformly at every site.
We also note that follow-up within a timely period
decreased, but not significantly. It is not clear whether this
reflects improved documentation, regression to the mean, or
a truly negative trend. Teams reported that the time frame for
receiving cervical cancer reports and evaluating patients
within 90 days was unrealistic because laboratories were
often delayed in their reporting. This measure of timeliness
demonstrated the challenge of care that was dependent upon
coordination and communication across specialties, laboratories,
and organizations. We did not have data that allowed us to
identify differences in follow-up by cancer site, though the
teams themselves could. Although an aggregate measure is good
for reporting, the measures by individual cancer may be more
useful for process improvement within a health center because it
would allow them to examine their processes for each cancer.
The development of the COPs was not the same across all
4 organizations. Each undertook different activities, and 1 did
not develop any local linkages. Furthermore, when the intervention period ended, the RCOP stopped although LCOPs continued. Sustaining RCOPs needs commitment and sponsorship that
have yet to develop; perhaps these types of collaborations could
be considered in the context of state cancer plans.
Even though the self-reported screening rates increased,
they seem low compared with self-reported rates from national
studies. Part of this appearance is artifact: Actual measures of
care from medical records are typically lower than self-reported
measures31,32 but the rates reported here are further lowered by
a denominator including people with only 1 visit in the prior 3
years. This denominator includes inactive center users and therefore lowers the apparent rates. We chose this denominator
because it encompassed the 3-year time period associated with
the longest interval for the screening tests (Pap, FOBT, mammography). Some screening tests involved a longer interval (eg,
colonoscopy) but they were rarely used in the population. The
optimal denominator for screening is an important issue that
reflects one of the challenges for FQHCs. Screening denominators may be restricted to those people seen within a year but that
would exclude the rare users of the health centers who may be
healthy. The goal of the collaborative was to increase screening
among those at highest risk and that would include rare users of
health care. However, even the denominator used did not identify individuals who never used the FQHCs. In fact a low
proportion of uninsured individuals actually know about
FQHCs.33 These uninsured who have not been seen in an FQHC
will benefit most from screening because they are least likely to
be screened, and people who have not been screened at all are
most likely to develop late-stage cancers.7,8
Based on the feasibility of the RCC, HRSA has incorporated the planned approach to cancer screening into its
national effort to systematically address health disparities and
improve health care delivery. Primary care associations are a
key aspect of this strategy because of their regional influence.
Their ability to influence screening will depend upon their
ability to enable local health centers to implement planned
cancer screening by training process leaders, creating the
information system infrastructure, and actively encouraging
© 2008 Lippincott Williams & Wilkins
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shared approaches to care. Although the RCC demonstrated a
viable learning model and increased screening, colorectal
cancer screening rates remained low and did not improve in
all organizations. More evaluation is needed to understand
what aspects of the collaborative approach contribute to the
success and why success is not universal.
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