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Abstract
Screening rates for colorectal cancer (CRC) remain low, espe-
cially among certain populations. Mailed fecal immunochemical 
testing (FIT) outreach initiated by U.S. health plans could reach 
underserved individuals, while solving CRC screening data 
and implementation challenges faced by health clinics. We 
report the models and motivations of two health insurance 
plans implementing a mailed FIT program for age-eligible U.S. 
Medicaid and Medicare populations. One health plan operates 
in a single state with ~220,000 enrollees; the other operates 
in multiple states with ~2 million enrollees. We conducted 
in-depth qualitative interviews with key stakeholders and 
observed leadership and clinic staff planning during program 
development and implementation. Interviews were transcribed 
and coded using a content analysis approach; coded interview 
reports and meeting minutes were iteratively reviewed and 
summarized for themes. Between June and September 2016, 
nine participants were identified, and all agreed to the interview. 
Interviews revealed that organizational context was important 
to both organizations and helped shape program design. Both 
organizations were hoping this program would address barriers 
to their prior CRC screening improvement efforts and saw CRC 
screening as a priority. Despite similar motivations to participate 
in a mailed FIT intervention, contextual features of the health 
plans led them to develop distinct implementation models: a 
collaborative model using some health clinic staffing versus a 
centralized model operationalizing outreach primarily at the 
health plan. Data are not yet available on the models’ effective-
ness. Our findings might help inform the design of programs to 
deliver mailed FIT outreach.
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INTRODUCTION
While screening to detect colorectal cancer (CRC) 
is strongly recommended by the U.S. Preventive 
Services Task Force (USPSTF), increasing uptake 
remains a persistent and complicated problem [1, 2].  
This screening gap is even more pronounced 
among certain subgroups; screening rates among 
low-income (47%), recent immigrant (36%), African 
American (59%), and Hispanic (47%) populations 
[2, 3], and those served by U.S. Federally Qualified 
Health Centers (FQHCs) (39%) are lower than the 
63% screening rate in the United States overall [3–5]. 

However, screening disparities can be decreased 
through outreach strategies [6–8].

CRC screening outreach varies by the target popu-
lation and funding source. For example, encouraging 
fecal immunochemical testing (FIT) might be espe-
cially important among disadvantaged populations 
(e.g., non-White, low income, elderly, and disabled). 
A low-cost, system-based approach to CRC screening is 
key to overcoming the wide variety of patient and clinic 
barriers in health care settings with traditionally under-
served populations [5, 9–12]. Several EU and other 
countries have CRC screening programs [13, 14], many 
of which use fecal testing approaches, but the lack of 
a national healthcare system in the United States com-
plicates screening outreach efforts [15–17]. Even with 
this challenge, U.S. studies have shown that mailed FIT 
programs can improve rates of CRC screening com-
pared to offering colonoscopy alone [6, 18].

One pragmatic study, the Strategies and Opportunity 
to STOP Colon Cancer in Priority Populations (STOP 
CRC), attempted to increase CRC screening rates in 
26 FQHCs by having clinic staff identify and mail 
FITs to people overdue for screening [19]. Providers 
and patients had positive reactions to the mailed FIT 
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Implications
Practice: We present two different models for 
health plans to consider if they want to imple-
ment a mailed fecal immunochemical testing 
(FIT) intervention for their populations, and we 
describe ways to adapt the program for different 
organizational contexts and available resources.

Policy: We found that US Medicaid and Medicare 
policy motivated health plans implementing can-
cer screening outreach in those populations and 
outreach could be implemented in different 
organizational contexts.

Research: We add to the implementation litera-
ture a study of what enables two different health 
insurance organizations to institutionalize a real-
world mailed FIT intervention.

program and in general to using FIT [14, 18, 20–22]. 
However, community-based clinics face a variety of 
challenges implementing such a program, including 
turnover in key staff, competing time pressures, elec-
tronic health records (EHRs) that are incomplete or 
not designed to support population-based screening, 
challenges with staffing a centralized mailing pro-
gram, and colonoscopy access [11, 20, 21, 23].

No in-person visit is needed for direct-mail FIT 
programs, therefore a mail-based outreach initiated 
by U.S. health insurance plans offers a possible solu-
tion to some of these clinic-specific challenges. Health 
plans can offer infrastructure, more reliable staffing for 
mailed programs, broad reach, and claims data that 
may better capture prior screening tests, such as colo-
noscopies. Also, patients have no unanticipated costs 
since the insurance pays for the testing. On the other 
hand, health plans may face challenges interfacing 
with primary care providers to ensure follow-up to FIT 
is being provided, such as arranging colonoscopies for 
patients with positive FIT tests. While health plans may 
be engaged in CRC screening outreach [24, 25], few 
previous evaluations have explored the widespread 
practice of CRC screening outreach interventions 
implemented by health insurance plans, especially 
plans that serve U.S. Medicaid populations [26, 27].

In response to this gap, BeneFIT is a 4-year study that 
supports two health plans in implementing a mailed 
FIT outreach program to U.S. Medicaid and Medicare 
populations. As a core component of the intervention, 
the health plans mail FITs to the homes of age-eligi-
ble health plan members overdue for CRC screening. 
However, in accordance with translation research that 
allows for local adaptations [28–32], each health plan 
had flexibility in how they would organize implemen-
tation of the mailed FIT program. Throughout the 
study, the research team is conducting qualitative inter-
views and observing planning meetings with health 
plan leadership and clinic staff at each stage of devel-
opment and implementation. This paper describes 
the development and design of the two health plan 
models for implementing the mailed FIT program. We 
utilize data gathered from early in-depth interviews 
with health plan leaders and staff, along with planning 
meeting minutes, to describe the contextual factors 
that motivated the health plans to initiate a mailed FIT 
program, and the unique implementation models each 
health plan initially developed.

METHODS

Setting
This study included two U.S. health plans covering 
enrollees in both the Medicaid and Medicare insur-
ance programs in Oregon and Washington states. In 
the United States, Medicaid provides health cover-
age for people who have low income; it is funded 
both by the federal government and state govern-
ments. Medicare is the U.S. federal health insurance 
program for adults aged 65 and older or younger 

people with disabilities. The Medicaid population is 
the largest line of business for both health plans that 
took part in this study, and most study participants 
had Medicaid or dual Medicaid–Medicare insur-
ance. Oregon’s and Washington state’s Medicaid 
programs provide full coverage for CRC screening 
and follow-up testing with no out-of-pocket costs.

One of the two health plans in this study (which we 
will call Health Plan Oregon) is a nonprofit organiza-
tion that operates in a single state with about 220,000 
enrollees (called plan members). Health Plan Oregon 
provides insurance for Medicaid, Medicare (with 
most Medicare patients dually eligible for Medicaid), 
and dental coverage. Health Plan Oregon contracts 
with hundreds of primary care providers ranging 
from large to small practices as well as hospitals and 
specialists. Oregon’s Medicaid population is divided 
among networks of health care providers, called 
Coordinated Care Organizations (CCOs), which are 
responsible for primary and secondary care, addic-
tions and mental health, and dental care [33]. Health 
Plan Oregon works with four of these CCOs.

The other health plan in the study (which we will 
call Health Plan Washington) is a for-profit organ-
ization that operates in multiple states and that 
has approximately 2 million members overall. It is 
a government-contracted health plan that covers 
Medicaid, Medicare, Marketplace, and dual-eligible 
members. The Marketplace segment refers to plans 
that have been developed as part of the Affordable 
Care Act, which extended federal and state health 
coverage benefits in the United States.

Recruitment and program design
The research team recruited the health plans into the 
study through existing contacts with health plans in 
Oregon and Washington state that served a Medicaid 
and Medicare population. The research investigators 
held discussions with health plan leadership and qual-
ity improvement administrative leaders about their 
past efforts and whether they would be willing to take 
part in the BeneFIT study. The health plans agreed to 
implement a mailed FIT program and provide data 
for the research teams to evaluate the implementation. 
Health Plan Oregon identified and invited health 
systems within their plan that might be interested in 
taking part in the mailed FIT program. Health Plan 
Washington announced the mailed FIT program 
to the provider groups within their health plan and 
allowed providers to opt out. Both programs were 
offered in addition to any currently existing CRC 
screening efforts happening at the health system level.

The research team members worked with each 
health plan, supporting their development of an 
implementation model for a mailed FIT program. 
The health plans developed mailed FIT program 
protocols, created new data reports, created mailed 
materials, and designed a program workflow, call-
ing on the research team’s expertise as needed. The 
mailed FIT program was based in-part on the mailed 
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intervention conducted in the STOP CRC study 
[34] and the Washington plan’s experience offering 
the program to Medicare enrollees previously. The 
research team met regularly with the health plan 
representatives, received program workflows, and 
developed an evaluation plan.

Qualitative interviews
An open-ended, semi-structured interview guide 
was developed based on review of prior meeting 
minutes, research staff expertise, and concepts 
drawn from the Consolidated Framework for 
Implementation Research (CFIR) [35]. The guide 
explored the following domain areas: prior and cur-
rent CRC screening strategies used by the health 
plans, challenges in previous efforts aimed at CRC 
screening, current quality and population-based 
initiatives, and factors shaping participation in 
the BeneFIT study and influencing design of the 
mailed FIT program models. Health plans were 
asked to identify leadership staff involved with 
the design and implementation activities of the 
mailed FIT programs. From this list, two mem-
bers of the research team (J.L. Schneider and J.S. 
Rivelli) trained in qualitative methods conducted 
in-depth, 60-min interviews with key stakehold-
ers from each health plan. These research team 
members were separate from those who were 
supporting development of the implementation 
models. Depending on interviewee preferences, 
the interviews were conducted by phone or in-per-
son and were either one-on-one or in small groups. 
Interviews were audio-recorded and transcribed 
for content analysis [36–38]. A coding dictionary 
was developed following review of a subset of inter-
view transcripts. Aided by a qualitative software 
program, Atlas.ti [39], the qualitative staff applied 
codes to interview transcripts, marking sections of 
text with as many codes as appropriate reflecting 
the content of the passage. The two coders (J.L. 
Schneider and J.S. Rivelli) met regularly to discuss 
any discrepancies in application of codes, refine 
the codebook, and come to consensus on inter-
pretation. Next, the qualitative staff generated 
reports of coded text using the query function of 
Atlas.ti and reviewed the reports multiple times to 
summarize content and generate topical themes. 
Summaries were shared and discussed with the 
overall research team, resulting in refined themes. 
The Human Subjects Division of the University of 
Washington reviewed and approved all interview 
procedures and materials. The design and early 
implementation phase of BeneFIT’s mailed FIT 
programs spanned from January to September 
of 2016, with interviews occurring after the main 
design period and during early implementation 
phase. We report our qualitative findings first, fol-
lowed by a description of the models generated by 
each health plan.

RESULTS

Interviews
Between June and September 2016, nine health plan 
leaders were identified and approached; all agreed 
to the interview. For Health Plan Oregon, we com-
pleted a total of five interviews with health plan 
staff, including the chief medical director, clinical 
quality improvement manager, senior manager of 
primary care projects, quality improvement consult-
ant, and population supervisor. For the Washington 
health plan, four interviews were completed with 
the national medical director, state chief medical 
officer, vice president of quality, and director of 
interventions. Based on our content analysis, find-
ings from the interviews are organized into three 
areas: organizational context and prior CRC screen-
ing activities; prior challenges to CRC screening 
efforts; and motivating factors to participation in the 
BeneFIT mailed program.

Organizational context and prior CRC screening activities
The qualitative interviews asked about existing initi-
atives addressing health care quality in general and 
specifically to increase CRC screening rates. Both 
health plans had formal systems in place to address 
quality improvement efforts and measurement goals, 
such as the Medicare STARS measures, Healthcare 
Effectiveness Data and Information Set (HEDIS) 
measures, and Oregon’s CCO quality metric targets. 
Medicare and Medicaid quality reporting metrics 
directly influenced organizational initiative choices. 
For CRC screening, the Oregon plan had previ-
ously focused on increasing opportunistic screen-
ing among its provider network. It had conducted 
a small mailed FIT pilot in three clinics, but had not 
yet implemented a central, system-wide mailed FIT 
approach. The other plan, Health Plan Washington, 
had piloted a mailed FIT program for its Medicare 
members, but not its Medicaid members.

Organizational structure and context were 
important determinants of planning the program 
within each health plan. In Health Plan Oregon, 
a central team provided each health center with 
clinical quality dashboards showing key quality 
metrics, including CRC screening, for the Health 
Plan Oregon members getting care at that health 
system. The team also provided a list of members 
with care gaps for these quality measures. In add-
ition, Health Plan Oregon had innovation special-
ists, called “practice coaches,” who visited health 
centers to help them improve their capacity to work 
on preventive care measures. For example, practice 
coaches helped identify and address workflow chal-
lenges or designed workflows to address clinic goals. 
Finally, Health Plan Oregon had a team of “panel 
managers” embedded at the larger clinics to help 
with quality goals. For CRC screening in particular, 
the panel managers regularly reviewed the patients’ 
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charts, identifying members who were scheduled 
for a visit that day and were due for CRC screening. 
Then they alerted providers and medical assistants 
to offer a FIT test during their clinic visit.

Health Plan Washington focused on initiatives 
that could “benefit the greatest number of mem-
bers” so they could improve care and performance. 
In the past, some monetary incentives were tied to 
provider performance on measures at the state level, 
such as chronic disease, pediatric well child visits, 
immunizations, and asthma adherence. For CRC 
screening, they had used phone outreach (live calls 
from the Member Services team) to members who 
appeared to be due for CRC screening, encouraging 
them to visit their provider to complete screening. 
Health Plan Washington also had a standing rela-
tionship with a lab that provided lab processing of 
many types of tests, including FIT tests, for their 
member population.

Prior CRC screening challenges
When asked about prior organizational challenges 
to increasing CRC screening, we found similar 
barriers that both health plans were hoping this 
program might address. Both organizations experi-
enced barriers to colonoscopy access for their health 
plan members; wait times for colonoscopies varied 
depending on the particular regional area in which 
a clinic was located.

There’s just such a huge demand and lack of access [for 
colonoscopy]. – Oregon
Providers [Gastroenterologists] often reserve only a 
certain number of colonoscopies a month for our pop-
ulation, so it can be hard to get them.—Washington

As described by both health plans, efforts to meet 
other state-based and national metrics can take 
energy, focus, and resources away from meeting 
CRC screening goals. Additionally, one health plan 
noted challenges pertaining to clinic providers 
being less supportive of FIT, compared to colon-
oscopy as a CRC screening option, thus hindering 
population-based CRC screening efforts. The other 
health plan described challenges with lab vendor 
requirements regarding type of FIT being offered 
and the provision of FIT kits from the vendor, which 
impeded timely CRC screening for their members.

Motivating factors for participating in mailed FIT program
Both health plans saw CRC screening as an increas-
ingly important organizational priority. In addition, 
the growing numbers of Medicare members in both 
health plans meant that more of their members 
needed CRC screening (i.e., they were in the age-eli-
gible population), and it made sense for the organiza-
tions to close this “care gap.” Both organizations also 
mentioned that CRC screening is a HEDIS measure 
and is one of the Medicare 5 STAR rating measures. 

Both organizations had tried smaller pilots of mailed 
FIT programs that they wanted to expand upon. 
Given these experiences, the mailed FIT approach 
proposed by the BeneFIT study was compatible 
with both organizations’ goals and perceived to be 
a “good cultural fit,” and allowed for a larger scale 
assessment than had been previously conducted.

Both organizations saw a mailed FIT program as 
a way to meet various patient needs (such as increas-
ing education on the importance of screening) and 
to address the organizational barriers to increased 
CRC screening.

We are looking for just a different avenue to promote 
colorectal cancer screening within our populations. As 
we noted before, access can be an issue with our popu-
lation… We hope to see if we could increase participa-
tion and outcomes in a population that was essentially 
underinsured or of lower socioeconomic levels…So the 
thought of at least opening it up to be able to mail out 
FIT kits and follow-up with those members, via a tele-
phone call, seemed promising….—Washington
We understand the limitations of our population - 
the homelessness, or the single mom that works two 
or three jobs…So I  think the more that they can be 
exposed to [CRC screening], the better off they’re 
going to be and the more likely they’re going to at least 
return the FIT test.—Oregon

Health plan leaders felt that implementing the 
program would be both an opportunity to further 
support practices in promoting CRC screening and 
potentially overcome the challenge of lack of time 
to discuss CRC screening during office visits. In 
addition, both organizations were motivated by the 
chance to systematically evaluate this type of popu-
lation-based approach.

Some motivating factors were unique to each 
health plan. Health Plan Oregon had the unique 
motivation of CRC screening being one of the 17 
state CCO quality metrics. They saw the program 
as a way to help them meet that state metric while 
reducing the clinic workload through a coordinated 
screening approach.

I think that it seems like it has a lot of potential to be 
a very effective intervention for something that we are 
obviously motivated as an organization to make sure 
that we are doing well on and that all of our members 
are getting the screenings that they need...there’s also 
the financial incentive behind it for us to also perform 
well [on State metrics]. And there is an ease of imple-
mentation - in theory, should be easy for the member 
also. It’s kind of like a win/win all around. Ease for the 
organization, ease for the provider and ease for the 
member.

Health Plan Washington saw a unique chance to 
work with the research team to learn best practices 
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for CRC screening and evaluate progress and return 
on investment.

I think not only the ease to which we can implement 
this for our members, but also being able to collect the 
data as a result of a very targeted campaign, is really 
attractive for this particular intervention.

Each of the health plans designed their mailed FIT 
programs within the context of these motivations 
and organizational environments, leading to both 
similarities and differences in their designs.

Mailed FIT program designs
At the start of the BeneFIT study, the research team 
provided information about the design, implementa-
tion, and results of prior mailed FIT programs. The 
health plans established internal teams that designed 
their programs, specifying how the programs would 
work in their organizations and with their vendors. 
The health plans developed two distinct models for 
the mailed FIT program (see Table 1). One model 
used health clinic staff for key pieces of the interven-
tion while centralizing the FIT mail-out and admin-
istration of the program (collaborative model). The 
other model operationalized virtually all of the inter-
vention workflow at the health plan level (central-
ized model).

Collaborative model
Health Plan Oregon developed a collaborative 
model (see Fig.  1) and approached their health 

centers or individual clinics, asking if they wanted 
to opt into the mailed FIT program. In Health Plan 
Oregon, six health centers, with 26 total clinics and 
3,449 eligible patients, participated in the first year 
of the BeneFIT study. When a clinic or health center 
chose to be part of the program, a health plan staff 
member met with a clinic representative, who was 
typically a Quality Improvement or Operations 
Manager. For some small clinics, this person was a 
nursing manager or the director of the clinic. The 
health plan and clinic representatives customized 
how the program was going to work. They agreed 
on a number of logistical aspects, such as the type 
of FIT, how completed FIT kits were returned to 
the clinic from the patients, and how to customize 
materials for their clinic system (e.g., co-branding 
introductory letter, adding consent-to-treat forms or 
additional inserts).

To support the FIT kit mailing, Health Plan 
Oregon created a list of health plan members who 
were assigned to receive care from each clinic and 
due for CRC screening. The clinics had the option 
to review this list and exclude patients whom they 
thought should not receive a mailed FIT (e.g., the 
member had already been screened for CRC or was 
not receiving care at the clinic). After the lists were 
reviewed by the clinics, Health Plan Oregon sent the 
lists of eligible members to a print and mail vendor, 
who checked the addresses against the U.S. Postal 
Service database and then printed and mailed a 
letter introducing the importance of FIT testing 
and telling members they were due for screening. 

Table 1  | Implementation model similarities and differences

Key similarities for both health plans

Eligibility data Health plan data are used to generate lists of plan members due for screening
Mailing through a vendor An independent vendor prepared and mailed the kits, thereby offloading this time-in-

tensive activity from individual clinics and the health plans

Key differences Centralized model/Washington Collaborative model/Oregon

FIT kit return Kits returned to central lab contracted 
through the health plan

Kits returned to clinics

Phone and mail reminders Outreach through centralized vendor-sup-
plied health coaches

Outreach through a variety of clinic/health 
plan staff or no phone outreach. Vendor 
mailed reminder postcards for all clinics.

Mailed materials All members received the same FIT and 
explanatory information from the health 

plan via the vendor

Letters were co-branded by the health 
plan and the clinic, FIT type varied by 

clinic, and different materials (i.e., con-
sent-to-treatment forms) were included 

depending on clinic
Lab results Lab vendor sent FIT results to mail vendor. 

Mail vendor mailed a copy of the FIT 
results to the health plan and clinics.

Clinics received results directly and health 
plan does not receive FIT results

Follow-up care Clinics needed to incorporate results into 
EHR for follow-up. Health plan provided 
phone follow-up to encourage members 
with positive FIT tests to see their pri-

mary care providers

Follow-up care followed usual clinic 
procedures

FIT fecal immunochemical testing.
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Health Plan Oregon received undeliverable letters, 
removed those individuals from the list, and sent an 
updated list to the print vendor. The print vendor 
then assembled and mailed FIT kits to the remain-
ing list. They mailed reminder postcards 2 weeks 
after the FITs. In addition, some clinics made phone 
call reminders to return the FIT, and in some cases, 
those phone calls were made by the health plan’s 
embedded panel managers.

Patients returned completed FITs to the clinic, 
either by mail or in person. The clinic’s staff placed 
lab orders and sent the FITs to their lab. Follow-up 
care and referrals to colonoscopy were handled 
through existing clinic processes. The health plan 
tracked overall screening rates using claims.

Centralized model
Health Plan Washington used a centralized model 
(see Fig. 2), outreaching to 8,551 members due for 
CRC screening in the first year of the program with 
virtually all the activities at the health plan or its 
contracted vendors. Health Plan Washington sent 
the lists of members due for CRC screening to a 
vendor to print and send introduction letters, place 
lab orders, and mail the FIT kits. The vendor also 
conducted reminder calls after the mailing to con-
firm that the patient received it, answer any ques-
tions, and mail a second kit if needed. A central lab 
received the completed FIT kits from members and 
sent results to the mail vendor. The mail vendor 
tracked their work (e.g., number of kits mailed, 

Collabora�ve Model of Health Plan Mailed FIT Implementa�on

Clinics/ProvidersHealth Plan Oregon Print and Mailing Vendor

Health Plan uses data to list 
members mee�ng inclusion 

criteria

Member list is ve�ed by 
clinics that chose to do so

Op�onal

Health Plan sends member 
list to Print Vendor

Print Vendor checks 
addresses with USPS, 

mails introduc�on le�ers

Health Plan sends 
updated mailing list and 
FIT kits to Print Vendor

Print Vendor preps and 
mails FITs

Member receives 
FIT kit

Clinic (or clinic’s lab) provides 
FIT kits (of their choice) 
shipped to Health Plan

Clinic receives completed 
FITs from members

Print Vendor mails reminder 
postcards Clinic places lab order, 

sends FIT to lab

Lab results received in 
EHR, clinic no�fies 

members of results and 
provides follow-up care 

Health Plan updates list 
for opt out or bad address

Members opt out

Usual 
Care but 

with 
increased 
volume

Clinic handles incoming 
phone calls from members

Clinic handles incoming phone 
calls from members, mail 
addi�onal FIT if needed

`

Bad addresses returned to 
Health Plan

Member returns 
FIT kit to clinic

Health Plan receives claims for 
completed screening, tracks 

overall rates of screening

Health Plan no�fies clinic 
FITs are being mailed

Clinic staff make reminder 
phone calls (op�onal)

Fig 1  | Collaborative model of health plan mailed FIT intervention. FIT fecal immunochemical testing.
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number of reminder calls completed) and reported 
back to the health plan. When a FIT kit was com-
pleted, the vendor received FIT results from the 
lab and sent the results to both the primary care 
provider and the Washington health plan. Health 
Plan Washington used its own care coordinators to 
follow-up on positive FITs by contacting the mem-
bers and encouraging them to see their primary care 
provider. Health care providers followed up with 
patients based on usual clinical practice when they 
received FIT results.

Similarities and differences of the models
The models developed by the two health plans 
had similarities and differences that led each one 

to have its own advantages (see Table 1). Because 
the collaborative model closely involved the clin-
ics in the program, the FIT kits sent were those 
that the clinics already used, thus enabling clinic 
staff to answer patient questions. The materials 
were co-branded with clinic and health plan logos. 
Clinics could review the health plan lists of patients 
not up-to-date for screening and remove patients 
who were current for screening according to their 
EHR. They also could validate that the health plan 
lists contained patients who correctly belonged 
to the clinic’s population, and update their med-
ical records, as needed. The FIT test results came 
back to health clinics following each clinic’s usual 
process, ensuring documentation of the results 

Centralized Model of Health Plan Mailed FIT Implementa	on

Print and FIT Outreach VendorsHealth Plan Washington Clinic/Providers

Health Plan uses data to list 
members mee	ng inclusion criteria

Health Plan checks addresses, 
updates bad addresses then sends 

member list to Vendor

Health Plan orders and receives 
FIT kits and sends to  Vendor

Member receives 
FIT kit

Member returns 
FIT kit to lab

Vendor receives FIT results 
from lab

Vendor no	fies Health Plan 
and clinic/provider of results

Vendor preps and mails FIT 
kits (~1-week a�er le�ers)

Clinics/Providers can opt out 
of interven	on

Vendor conducts reminder 
calls

Health Plan receives reports of 
reminder calls, finds contact 
informa	on for unreachable 
pa	ents, sends contact info 

back to vendor 

Vendor checks list with 
USPS, mails Introductory 

le�er

Health Plan care coordinators 
follow-up with posi	ve results 
to connect members to their 

clinic/provider

Clinics/providers receive 
FIT results, enter into EHR/
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Fig 2  | Centralized model of health plan mailed FIT intervention. FIT fecal immunochemical testing.
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in the patient record. This streamlined follow-up 
care. On the other hand, the clinics needed staff 
to successfully process the incoming FITs, handle 
lab billing, and answer patient questions. This col-
laborative model also required customized work-
flows for each clinic, which was a more intensive 
process for the health plan. For example, clinics 
used a variety of FIT types, each having different 
instructions, requiring the vendor to mail different 
tests and instructions to patients depending on their 
clinic designation. Finally, health plan data deter-
mined the clinic to which each member belonged, 
but these data were not always accurate. Some plan 
members may have been assigned to a particular 
clinic, but not yet established care at the clinic. 
Work processes were needed to address these dis-
crepancies either before the mailed outreach or 
after the FITs were returned.

In the centralized model, on the other hand, 
virtually all the FIT program administration was 
handled by the health plan and its vendors, yield-
ing economies of scale. Only one type of FIT kit 
and instructions was used, greatly simplifying the 
mail-out. Health Plan Washington was able to use 
their care coordinator team to follow-up on posi-
tive FIT results. The centralized model did not 
allow for identification of patients who were cur-
rent for screening according to their EHR, but 
whose claims data suggested they were eligible to 
receive the FIT. Additionally, information about 
the BeneFIT mailing and its results was not avail-
able until the vendor provided these to the clinic 
and health plan. This could pose problems with 
clinicians receiving questions from their patients 
about the mailed FIT (which had been ordered by 
the contracted vendor, not the clinician) or chal-
lenges with follow-up of results. Because the plan’s 
contracted vendor ordered the FITs, usual integra-
tion of lab results into the clinic records did not 
apply, and clinics needed to enter the FIT results 
into their medical records once they were received 
from the vendor.

DISCUSSION
The BeneFIT study enabled two U.S. health plans 
to develop their own ways of implementing an evi-
dence-based mailed FIT program. Health plans can 
potentially manage the logistics and costs of mailing 
more easily than individual clinics or smaller health 
centers. In this way, the BeneFIT models of mailed 
FIT can help scale up clinic-based efforts, which may 
be especially important in FQHC environments.

Centralized CRC screening interventions have 
been successful in many national health care pro-
grams [13, 15–17] and integrated health care organ-
izations (i.e., a single-payer system), such as Kaiser 
Permanente or the Veteran’s Administration [40–
44]. However, when shifting to a health care setting 

with multiple types of insurance, including U.S. 
Medicaid, outreach interventions are more com-
plicated to implement and fund. Many non-single 
payer health insurance plans are working on initia-
tives to raise CRC screening rates [45], yet few have 
rigorously evaluated those programs.

We found one similar study that translated a 
research-based CRC screening intervention into 
a health plan-based outreach specifically in a U.S. 
Medicaid population. Staff in three New York 
Medicaid managed care organizations [26] used 
telephone screening reminders and increased CRC 
screening by 6.1% compared to usual care (n = 2,240 
women aged 50–63). In this study, implementation 
success and screening rates were slightly lower than 
the research team’s original intervention results, 
which Dietrich et  al. [26] attributed to a different 
patient population and staffing (i.e., health plan staff 
had competing priorities). Our study also translates 
a research-based outreach into a health plan envir-
onment, but with the health insurers as partners in 
the outreach to Medicare and Medicaid populations 
to improve CRC screening uptake.

The BeneFIT study was able to systematically 
look at motivations and how health plans came to 
develop and implement their own models of imple-
mentation. While many studies have compared 
centralized mailed FIT programs [46–48], few have 
examined different implementation strategies. Some 
population-based studies have compared different 
programs for delivering preventive care [49, 50].  
However, they were somewhat different from our 
study, as they mainly compared different types of 
interventions. We did identify one UK study where 
implementation led to different service models 
(one centralized and one collaborative learning 
approach) for acute stroke services and that did 
influence implementation outcomes [51]. In our 
study, however, direct mailing of FITs to patients 
was the core program, but the strategies for deliver-
ing the mailed program were different, that is, cen-
tralized versus collaborative models.

The two health plans in this study had similar 
motivations for rolling out a mailed FIT program 
in their patient population. They both were gener-
ally adopting more population-based approaches 
that enabled them to streamline efforts. Both plans 
provided coverage for mainly Medicaid patients 
whose benefits included CRC screening and fol-
low-up tests, and both plans were motivated to 
try a new CRC outreach approach in the face of a 
multitude of new state and federal requirements. 
The program design addressed many barriers to 
CRC screening programs and was a good fit for 
both health plans organizationally. Despite many 
similar barriers and motivations to conducting a 
mailed FIT program, the models the two health 
plans ultimately developed were very different. 
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The two resulting models of implementation 
reflect both structural constraints and culturally 
unique characteristics of each of the two health 
plans. For example, the Oregon plan had previ-
ously relied on coaching of clinic-level work pro-
cesses and panel managers embedded within each 
clinic, while the Washington plan had centralized 
care coordinators who could follow-up with high-
risk individuals.

Adaptations to evidence-based programs that fit 
an organization’s structure and available resources 
are almost always needed to implement and poten-
tially maintain interventions [28–32, 52], yet these 
adaptations are rarely systematically documented 
and studied. For the BeneFIT project, adaptation 
and tailoring of the mailed FIT program was cen-
tral to its implementation in both health plans. The 
resulting variation in models we documented is 
important because it demonstrates how the imple-
mentation features arose from the internal organ-
izational context rather than the research team’s 
solution, while also allowing fidelity to the core 
intervention element of mailing a FIT. The inter-
vention was rolled out using existing organizational 
relationships within the health plans and care deliv-
ery systems, such as lab vendors, care coordina-
tors and panel managers, and print vendors. Both 
models leveraged the health plans’ existing claims 
data and tools to select members eligible for mailed 
FITs. We observed that these two plans leveraged 
their own organizational strengths to implement 
an evidence-based program within a challenging 
setting.

Limitations and strengths
While we do not yet have data on the impact of each 
of these models on CRC screening rates or chal-
lenges faced while implementing these two models, 
we anticipate publishing these findings in the future. 
Our focus here is on the design and early implemen-
tation phases of the BeneFIT program. We ensured 
the credibility of our interview data [36, 38] by 
interviewing all leaders and staff at the health plan 
level involved in designing and implementing the 
programs. This group was a small number of peo-
ple, leading to relatively few qualitative interviews. 
In addition, because we specifically set out to study 
a health plan-initiated intervention, our focus was to 
understand the health plan motivations and expe-
riences, thus we did not solicit provider or patient 
feedback. However, we utilized an interview guide 
informed by CFIR, employed standard content ana-
lysis techniques [36–38], and reviewed notes from 
health plan development meetings. Despite these 
limitations, this research is intended to describe the 
motivations of two health plans for selecting different 
FIT program models within the context of an innova-
tive naturalistic study of a much-needed intervention.

Our study was set in the United States and 
focused on a specific form of health insurance (U.S. 

Medicaid and Medicare) to address a population 
with low CRC screening rates. We do not know how 
these models might be applied outside of the United 
States and in the context of nationalized or sin-
gle-payer health systems. Nonetheless, the models of 
implementation might be valuable for programs or 
organizations implementing a mailed FIT program 
in other healthcare settings.

According to Chambers et  al.’s [53] Dynamic 
Sustainability Framework, interventions improve 
from ongoing optimization and need to be con-
tinually adapted to be institutionalized. Observing 
adaptation by the health insurance plans was built 
into the BeneFIT project, which enables us to study 
the process of what allows two different organi-
zations to institutionalize the program, and our 
overall evaluation will include assessing the reach, 
effectiveness, costs, and lessons learned from 
implementation. Our future evaluations will also 
explore whether the programs were maintained 
after the research ended and what additional 
adaptations to implementing the mailed FIT pro-
gram contributed to or hindered the health plans’ 
ability to sustain the program. By exploring the 
organizational context and details of these real-
world approaches, we hope to help other health 
plan decision makers delivering direct-mail CRC 
screening outreach and to contribute to the imple-
mentation literature.
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