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Background: Colorectal cancer screening rates at the Veterans
Affairs Connecticut Healthcare System (VACHS) decreased
during the COVID-19 pandemic. Fecal immunochemical testing
is recognized as a tier 1 preferred screening method by the US
Multi-Society Task Force on Colorectal Cancer. The VACHS
implemented a program that mailed fecal immunochemical testing
kits to patients to improve colorectal cancer screening rates.

Observations: This article describes the components of the VACHS
patient aligned care team-based mailed fecal immunochemical

testing program. Fecal immunochemical testing utilization,
completion, and colorectal cancer screening rates at VACHS
substantially increased after the implementation of this project.
Conclusions: Through a proactive, population-based
colorectal cancer screening program centered on mailed fecal
immunochemical testing kits outside of a traditional patient
visit, VACHS substantially increased the utilization of fecal
immunochemical testing kits as well as colorectal cancer
screening rates.

C olorectal cancer (CRC) is among the
most common cancers and causes of
cancer-related deaths in the United
States.’ Reflective of a nationwide trend,
CRC screening rates at the Veterans Affairs
Connecticut Healthcare System (VACHS) de-
creased during the COVID-19 pandemic.?
Contributing factors to this decrease included
cancellations of elective colonoscopies during
the initial phase of the pandemic and concur-
rent turnover of endoscopists. In 2021, the US
Preventive Services Task Force lowered the
recommended initial CRC screening age from
50 years to 45 years, further increasing the
backlog of unscreened patients.®

Fecal immunochemical testing (FIT) is a non-
invasive screening method in which antibodies
are used to detect hemoglobin in the stool. The
sensitivity and specificity of 1-time FIT are 79%
to 80% and 94%, respectively, for the detec-
tion of CRC, with sensitivity improving with suc-
cessive testing.”® Annual FIT is recognized as
a tier 1 preferred screening method by the US
Multi-Society Task Force on Colorectal Cancer.”®
Programs that mail FIT kits to eligible patients
outside of physician visits have been success-
fully implemented in health care systems.

The VACHS designed and implemented a
mailed FIT program using existing infrastructure
and staffing.

PROGRAM DESCRIPTION
A team of local stakeholders comprised of
VACHS leadership, primary care, nursing, and
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gastroenterology staff, as well as represen-
tatives from laboratory, informatics, mail ser-
vices, and group practice management, was
established to execute the project. The team
met monthly to plan the project.

The team developed a dataset consisting
of patients aged 45 to 75 years who were at
average risk for CRC and due for CRC screen-
ing. Patients were defined as due for CRC
screening if they had not had a colonoscopy
in the previous 9 years or a FIT or fecal oc-
cult blood test in the previous 11 months. Av-
erage risk for CRC was defined by excluding
patients with associated diagnosis codes for
CRC, colectomy, inflammatory bowel disease,
and anemia. The program also excluded pa-
tients with diagnosis codes associated with
dementia, deferring discussions about cancer
screening to their primary care practitioners
(PCPs). Patients with invalid mailing addresses
were also excluded, as well as those whose
PCPs had indicated in the electronic health re-
cord that the patient received CRC screening
outside the US Department of Veterans Affairs
(VA) system.

Letter Templates

Two patient letter electronic health record
templates were developed. The first was a
primer letter, which was mailed to patients
2 to 3 weeks before the mailed FIT kit as an
introduction to the program.’? The purpose
of the primer letter was to give advance no-
tice to patients that they could expect a FIT
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kit to arrive in the mail. The goal was to pre-
pare patients to complete FIT when the kit ar-
rived and prompt them to call the VA to opt
out of the mailed FIT program if they were up
to date with CRC screening or if they had a
condition which made them at high risk for
CRC.

The second FIT letter arrived with the FIT
kit, introduced FIT and described the impor-
tance of CRC screening. The letter detailed
instructions for completing FIT and automat-
ically created a FIT order. It also included a
list of common conditions that may exclude
patients, with a recommendation for patients
to contact their medical team if they felt they
were not candidates for FIT.

Staff Education

A previous VACHS pilot project demon-
strated the success of a mailed FIT program
to increase FIT use. Implemented as part of
the pilot program, staff education consisted of
a session for clinicians about the role of FIT in
CRC screening and an all-staff education ses-
sion. An additional education session about
CRC and FIT for all staff was repeated with the
program launch.

Program Launch
The mailed FIT program was introduced dur-
ing a VACHS primary care all-staff meeting.
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After the meeting, each patient aligned care
team (PACT) received an encrypted email
that included a list of the patients on their
team who were candidates for the program, a
patient-facing FIT instruction sheet, detailed
instructions on how to send the FIT primer
letter, and a FIT package consisting of the la-
beled FIT kit, FIT letter, and patient instruc-
tion sheet. A reminder letter was sent to each
patient 3 weeks after the FIT package was
mailed. The patient lists were populated into
a shared, encrypted Microsoft Teams folder
that was edited in real time by PACT teams
and viewed by VACHS leadership to track
progress.

Program Metrics

At program launch, the VACHS had 4642 pa-
tients due for CRC screening who were eligible
for the mailed FIT program. On March 7, 2023,
the data consisting of FIT tests ordered between
December 2022 and May 2023 —3 months be-
fore and after the launch of the program—were
reviewed and categorized. In the 3 months be-
fore program launch, 1528 FIT were ordered and
714 were returned (46.7%). In the 3 months after
the launch of the program, 4383 FIT were or-
dered and 1712 were returned (39.1%) (Figure).
Test orders increased 287% from the preinter-
vention to the postintervention period. The mean
(SD) number of monthly FIT tests prelaunch
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was 509 (32.7), which increased to 1461 (331.6)
postlaunch.

At the VACHS, 61.4% of patients aged
45 to 75 years were up to date with CRC
screening before the program launch. In the
3 months after program launch, the rate in-
creased to 63.8% among patients aged 45 to
75 years, the highest rate in our Veterans In-
tegrated Services Network and exceeding the
VA national average CRC screening rate, ac-
cording to unpublished VA Monthly Manage-
ment Report data.

In the 3 months following the program
launch, 139 FIT kits tested positive for poten-
tial CRC. Of these, 79 (56.8%) patients had
completed a diagnostic colonoscopy. PACT
PCPs and nurses received reports on patients
with positive FIT tests and those with no colo-
noscopy scheduled or completed and were
asked to follow up.

DISCUSSION
Through a proactive, population-based CRC
screening program centered on mailed FIT
kits outside of the traditional patient visit, the
VACHS increased the use of FIT and rates of
CRC screening. The numbers of FIT kits or-
dered and completed substantially increased
in the 3 months after program launch.
Compared to mailed FIT programs de-
scribed in the literature that rely on centralized
processes in that a separate team operates
the mailed FIT program for the entire organi-
zation, this program used existing PACT infra-
structure and staff.'®'" This strategy allowed
VACHS to design and implement the program
in several months. Not needing to hire new
staff or create a central team for the sole pur-
pose of implementing the program allowed us
to save on any organizational funding and ef-
forts that would have accompanied the ad-
ditional staff. The program described in this
article may be more attainable for primary
care practices or smaller health systems that
do not have the capacity for the creation of a
centralized process.

Limitations

Although the total number of FIT comple-
tions substantially increased during the pro-
gram, the rate of FIT completion during the
mailed FIT program was lower than the rate
of completion prior to program launch. This
decreased rate of FIT kit completion may be
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related to separation from a patient visit and
potential loss of real-time education with a
clinician. The program’s decentralized design
increased the existing workload for primary
care staff, and as a result, consideration must
be given to local staffing levels. Additionally,
the report of eligible patients depended on
diagnosis codes and may have captured pa-
tients with higher-than-average risk of CRC,
such as patients with prior history of ade-
nomatous polyps, family history of CRC, or
other medical or genetic conditions. We at-
tempted to mitigate this by including a list of
conditions that would exclude patients from
FIT eligibility in the FIT letter and giving them
the option to opt out.

CONCLUSIONS

CRC screening rates improved following imple-
mentation of a primary care team-centered qual-
ity improvement process to proactively identify
patients appropriate for FIT and mail them FIT
kits. This project highlights that population-
health interventions around CRC screening via
use of FIT can be successful within a primary
care patient-centered medical home model,
considering the increases in both CRC screen-
ing rates and increase in FIT tests ordered.
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