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Executive Summary 

Achieving higher rates of colorectal cancer screening is imperative to preventing and detecting 
cancer; however, there are several factors that contribute to a state or program’s ability to achieve a 
higher rate of screening.  The National Colorectal Cancer Screening Network is an informal volunteer 
group of individuals representing organizations involved in colorectal cancer prevention 
programming and activities in states, tribes, and territories from across the US.  Mining the 
resources of the National Colorectal Cancer Screening Network is one strategy to further explore such 
factors using a responsive convenience sample, as network members represent a diverse geographic 
region, while also having a unique view of the impact that practice and policy have on colorectal cancer 
screening delivery in the field.  A literature review, preliminary survey, key informant interviews, and a 
detailed survey were used to assess the landscape of colorectal cancer screening on local, state, and 
national levels. Themes that emerged from this analysis were related to colorectal cancer screening 
policy, access, and capacity.   

The majority of participants in the preliminary survey (N=85) indicated that their main source 
of funding for their program was through the Centers for Disease Control’s Colorectal Cancer Control 
Program (CRCCP) (58%). However, there were discrepancies in answers, such as if Medicaid covers CRC 
screening in particular states, which pointed to the need for a more detailed survey. Participants in the 
detailed survey (N=41) represented 22 states and the District of Columbia.  Similar to the first survey, 
56% of participants reported that they receive CDC CRCCP funding. Overall, participants demonstrated 
strong overall awareness of key issues, such as a screening colonoscopy being classified as a diagnostic 
when a polyp is found and the resulting change in patient copays. Participants also reported they had 
heard of providers limiting the number of Medicare and Medicaid patients they will accept, largely due 
to reimbursement issues. Looking forward to when the Affordable Care Act expands Medicaid eligibility, 
53% of respondents said that insufficient provider capacity will be problematic to delivery of colorectal 
cancer screening to the increased population.  

Although health care reform strives to expand coverage to a larger number of individuals, 
several issues will remain and will likely be exacerbated.   

• For instance, unexpected patient costs for screening colonoscopies that become 
diagnostic is a current problem. A recommendation to address this problem among 
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private payers is to work with insurers to reform billing code policies and work to 
ensure such policies are being implemented in practice.  Within the Medicare 
program, it is likely that federal legislators will need to address this problem.  A 
multifaceted approach will be needed to assure all the necessary steps in the process 
are changed.  Although the results demonstrated that detailed survey participants 
acknowledge this as a problem, the majority of respondents indicated that their state 
has not proposed a policy to ensure that a screen remains preventive rather than 
diagnostic (54%) among private insurers, or they did not know if a policy had been 
proposed (41%). A few states, such as South Carolina, report success working with 
private insurers. In addition, this concern was further extended to using FOBT/FIT tests 
for screening. For instance, one survey respondent stated, “We are anxious to work with 
others to get the Medicare policies and provider billing reformed so that patients who 
have colonoscopies that were intended to be screening colonoscopies remain screening, 
even if something is found on colonoscopy. Also that colonoscopy as follow up to 
positive FOBT/FIT would be covered completely.”  

• A second recommendation is to continue to focus on working with employers to 
implement worksite wellness policies. Even if there is more widespread access to 
coverage due to health care reform measures, people will still need to get time off work 
to attend appointments. This is particularly true for those undergoing colonoscopy 
screening.  Respondents to the detailed survey listed several ongoing efforts in various 
states. In Mississippi, for example, work is being done to offer paid time off for 
screening, removing one barrier to screening. 

•  A third recommendation is to provide more policy training for the public health 
workforce. The majority of the survey participants were aware of current barriers to 
screening.  However, in regards to the diagnostic billing coding, only one respondent 
was aware of a policy that had been proposed to address this problem. Training on how 
to act on such issues could provide public health professionals with the tools necessary 
to move such initiatives forward. 

•  Finally, a final recommendation is to implement a survey with other groups whose 
perspective and experiences are important, such as medical providers and a revised 
survey to the tribal nations.   Providers could offer insight on reimbursement issues, 
how frequently primary care or endoscopic providers limit Medicaid or Medicare 
patients, and the corresponding impact on CRC screening. Their foresight on whether 
provider capacity will be sufficient once health care reform is implemented would be 
helpful in addressing related issues.  The system and policy challenges to increase 
screening in tribal communities are very different, as reflected by one participant in the 
survey, and warrants further explanation.  
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Introduction 

Describing the challenges being encountered by those trying to promote and increase CRC 
screening at the ground level, such as the public health workforce, can be very useful in identifying 
actions at the national or local level that may have substantial effects on increasing CRC screening rates.  
The aim of this project, sponsored by the National Colorectal Cancer Roundtable Policy Action Task 
Group with funding  from CDC Cooperative Agreement Number U50/DP001863, was to gather 
information from members of the National Colorectal Cancer Screening Network and their contacts 
about practices and policies and challenges associated with colorectal cancer screening. The network 
originated in 2007, when New York and CDC convened an informal meeting among  states involved in 
colorectal cancer screening. With leadership provided by the states, the Network has grown to about  
300 members, representing national, regional, state, local, and tribal organizations from  42 states (See 
appendix A).  . The purpose of the National Colorectal Cancer Screening Network is to promote 
collaboration to increase colorectal cancer screening through information-sharing among its members 
of nationally-distributed public health and health care professionals. The Network generally meets bi-
annually at National Colorectal Cancer Roundtable conference in fall and the Prevent Cancer 
Foundation’s Dialogue for Action meeting in the spring.  This Network was chosen to serve as the survey 
population due to the geographic distribution of its members and its composition of public health 
professionals working within the field. However, it is important to note that the Network is a 
convenience sample, and is not exhaustive in its representation of all colorectal cancer screening 
programs 

The two components of the project are: 

• Exploring issues around medical providers and access to medical care; and 
• Exploring issues around state and local practices and policies related to insurance and colorectal 

screening. 

With health care reform occurring at a national level by 2014, these topics are important to explore 
as we aim to achieve higher rates of CRC screening. 

Methods 

A literature review, including CRC screening guidelines, existing coverage for CRC screening, as 
well as overviews of proposed health care reform activities, was conducted to gather appropriate 
background information on CRC screening (See Appendix F).  About 85 members participated in a 
preliminary survey sent out to the Colorectal Cancer Screening Network members in February 2011 
prior to the Dialogue for Action Conference on Colorectal Cancer to explore potentially important policy 
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issues for discussion at the meeting and to guide development of a more specific survey. Some areas 
highlighted for exploration included inconsistency of CRC screening coverage of Medicaid, lack of 
knowledge about policies and practices that affect CRC screening, and a need for more understanding of 
the effects of health care reform on local and state level activities related to CRC screening. Please see 
Appendix B for details on the preliminary survey and the results of that survey. 

The findings from both the literature review and preliminary survey were used to develop key 
informant interview questions. These key informant interviews were conducted to provide insight into 
key policy and practice issues surrounding colorectal cancer screening. Key informants from across the 
nation were identified with insight from Dr. Holly Wolf; and interviews were conducted in April and May 
2011.   

Key informant questions included: 

1. As the (insert title/organization here), what is your role in regards to colorectal cancer screening? 

2. What are two or three of the greatest barriers for individuals to receive access to CRC screening 
(specifically thinking about policies and practices)? 

3. What kind of barriers to screening will remain even after health care reform is put into place? 

4. What do you think the next steps will be in driving the consumer to be screened?  

5. Is there anything else you would like to discuss/share that we haven’t that you feel is relevant? 

6. Is there anyone else you think we should talk to? 

A total of eight interviews were conducted. That included representatives from the following 
organizations: American Cancer Society Cancer Action Network, the leadership team of the Screening 
Network, and current and former leaderships of the National Colorectal Cancer Roundtable Policy Action 
Task Group. (See Key Informant Interview Guide in Appendix B for more details.)    The findings from the 
Key Informant interviews and themes to address in the detailed survey were provided to Mary 
Doroshenk, Director of the National Colorectal Cancer Roundtable, for review and comment.  

The results of the key informant interviews were summarized into key themes and used to 
develop a more detailed survey. The detailed survey was organized around the major themes of access 
to screening, provider capacity, and policy. The 49-question multiple choice survey was created using 
the online survey tool Zoomerang.  Five questions provide opportunity for open ended comments.  A 
four point Likert scale was used to answer several of the questions, in order to encourage participants to 
choose a non-neutral answer. In the following discussion, the Likert categories “somewhat” or “greatly” 
were collapsed in reporting the results. After pilot testing the questions, the 30 minute detailed survey 
was sent via email to a subset of the Screening Network (n = 50) who had volunteered to participate in 
the survey.   The survey was later sent to the larger Screening Network to increase the response rate 
and was closed after 1 month.  
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Results and Discussion 

Participant characteristics  

Forty-one participants from 22 states and the District of Columbia completed the survey.  
Geographically, there were strong representation from the Southeastern, Western and Pacific 
Northwestern, Mid-Northern, and Northern states. There were notable gaps in participation from 
southwest, mid-south states, and New England in this survey. (See Figure 1.) The majority of participants 
(48%) were program managers, coordinators or directors.  Physicians (13%), advocates/legislators (8%) 
and researcher/data analysts (8%) were also represented.  Little participation occurred from health 
education professionals in the network.  

Figure 1. 

 

Fifteen states from the Center of Disease Control’s Colorectal Cancer Control Program (CRCCP) 
were represented.  Fifty-six percent of participants reported that their state receives this funding. The 
CDC currently funds 25 states and 4 tribes for colorectal cancer prevention activities. Thirty-four percent 
of participants responded that they receive state funding, and 15% indicated that their program was not 
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currently funded. Other sources of funding include local funding (such as taxes and local health 
departments), private foundation funds and local in-kind contributions. 

Figure 2 represents reported programs from both the preliminary survey and the detailed 
survey. Overall 90% of detailed survey participants, representing all 22 states from the survey, indicated 
their state had free or reduced-cost screening.   Sixty-eight percent of these respondents said that 
programs in their state offer free or reduced-cost treatment if cancer is found. However, we are not able 
to determine if the programs that survey participants represent offer the treatment or if treatment is 
provided by another source, therefore this percentage may be an overestimate. Of those states that 
answered yes regarding treatment funds, 72% receive CRCCP funding. This is noteworthy, as CRCCP does 
not cover treatment costs. This suggests that states that have CRCCP funding may be more successful in 
leveraging private and state funds available to cover treatment.  

Figure 2. 

With respect to other payer sources for the underserved, 80% of participants responded that 
their state’s Medicaid coverage included CRC screening for individuals over 50, while 10% responded 
“no” and 10% responded “I don’t know.” This is a significant change from the earlier network survey, 
where 27% of participants did not know if Medicaid covered colorectal cancer screening in their state. 
Furthermore, preliminary survey participants who indicated that Medicaid did cover screening in their 
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state (66%), did not answer consistently within the same state. This suggests that respondents to the 
second survey were more knowledgeable about this topic  or perhaps that events have transpired 
between the first and second survey that have increased awareness of state Medicaid coverage.  
Although it is reasonable to assume that there are some overlap in participants between surveys, 
respondents self-selected to participate, and thus it was not the exact same sample. This underscores 
the complexity of understanding Medicaid as a system, as coverage varies from state to state and 
suggests that additional training around the system at the local level will help improve utilization after 
health care reform.  

When asked about the primary CRC screening method used in their state, 58% of respondents 
indicated colonoscopy, while 33% indicated FIT/FOBT. The remaining 9% indicated “other.”  Reported 
primary screening method may differ from actual primary screening method. For example, participants 
in the survey reported FIT/FOBT as the primary screening method for New York; however, New York City 
has an extensive colonoscopy screening program. One thought is that instead of answering for the 
entire state, participants may have answered the question based upon their own program. See Figure 3. 

Figure 3. 

*Note. Primary screening method as reported by participants in the detailed survey. It is possible the actual primary screening method used in 
each state may differ.  
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Policy 

Cost sharing for screening tests that become diagnostic 

 One concern that was identified during formative research for the detailed survey was that a 
screening colonoscopy may be classified as a diagnostic or therapeutic procedure when a polyp is found 
rather than a preventive screen. This increases the individual’s out-of-pocket cost, including co-
insurance, co-pays, deductibles and additional charges related to anesthesia, medications, and/or 
pathology fees. The survey used the broad term “out-of-pocket costs” due to the fact that the increased 
expenses for a diagnostic exam can take a variety of forms depending on the recipient’s insurance 
coverage (i.e. Medicare vs. private insurance plan). It is important to note the challenge in defining the 
various terms and policies related to out-of-pocket costs.  

These increased out-of-pocket costs were identified as an issue with private insurance and 
Medicare. For example, if a Medicare beneficiary goes in for a screening colonoscopy, it will be 
considered a free preventive service, and they will not have any out-of-pocket costs. However, a 
screening colonoscopy becomes diagnostic when a physician removes a polyp or takes biopsy 
during the procedure. If this happens, the exam will be given a different classification and the 
Medicare patient will be responsible for a 20 percent co-insurance. See Appendix D for more 
information. 

 Overall, survey respondents demonstrated a high general awareness of this issue. Eighty percent 
responded that they had heard of the type of billing code that is used on a patient’s record affecting 
whether the colonoscopy is classified as a preventive screen or a diagnostic procedure in individuals 
with private insurance. Furthermore, when asked if they had heard about this coding issue increasing an 
individual’s out-of-pocket costs, 83% said yes. Seventy percent said they thought that these potentially 
unexpected costs would deter individuals from being screened.  

Awareness was similarly high when asked about the Medicare population. Seventy-six percent 
of participants responded they had heard of the issue of a preventive screen becoming diagnostic in the 
Medicare population. Sixty percent thought that these potentially unexpected costs would deter 
Medicare beneficiaries from being screened.  

A preventive screening becoming diagnostic when a polyp is found may also be an issue for 
those covered by Medicaid. However, this issue did not come up in key informant interviews and was 
not explored in the survey due to the program and CRC screening coverage variability state to state.   

While Medicare policy can only be addressed at the federal level, states have the ability to 
address some private insurance policies within their state.  Although detailed survey participants 
acknowledge this as a problem, the majority of respondents indicated that their state has not proposed 
a policy to ensure that a screening test remains preventive rather than diagnostic (54%) with respect to 
patient cost sharing, or they did not know if a policy had been proposed (41%).  A few states have been 
successful.  The one state that responded “yes” was South Carolina. According to the respondent, “BCBS 
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[Blue Cross Blue Shield] SC has implemented a policy that ensures that billing code used is preventive 
services so that no increased out of pocket is incurred. BCBS is by far the largest insurer in SC.”   

Although it appears from the survey that there is not a lot of work being done currently at the 
state or local level to address this preventive vs. diagnostic cost sharing issue, such an effort would likely 
be supported by Screening Network members. The majority of participants (78%) said the most effective 
way to ensure lower out-of-pocket expenses for individuals with insurance would be to classify a 
colonoscopy as an exclusive preventive service when initiated as a screening test.  In the open-ended 
comments section, one participant commented, “We are anxious to work with others to get the 
Medicare policies and provider billing reformed so that patients who have colonoscopies that were 
intended to be screening colonoscopies remain screening, even if something is found on colonoscopy. 
Also that colonoscopy as follow up to positive FOBT/FIT would be covered completely.” 

Coverage for a follow-up colonoscopy after a positive FOBT/FIT screen may be of concern, which 
was suggested to cause a bias against using FOBT/FIT as a screening modality.  Essentially, the question 
is whether or not a colonoscopy that is a follow up to a screening FOBT/FIT is categorized as screening or 
diagnostic in terms of cost sharing.  One respondent noted, “I am concerned that a colonoscopy that is a 
follow up to a positive FOBT would not be well covered.  This incentivizes people to use the more 
expensive screening first rather than the proven and cost effective one first.” 

Workplace wellness policies  

Workplace wellness policies were also addressed in the survey.  When asked, “Are there any 
efforts in your state to work with employers to reform workplace policies that could increase 
screening?”, 51% of respondents reported that their state has efforts to work with employers, 10% 
replied no, and 39 percent did not know. Respondents provided details from 15 states. In Mississippi, for 
example, work is being done to get voluntary policies in place to offer paid time off for screening.  In 
Kentucky, state government employees have essentially no out-of-pocket costs for preventative services 
through revision of their insurance plan. And in Michigan, the Michigan Cancer Consortium (MCC) is 
working with its 114 members to implement workplace policy change to support cancer screenings. See 
Workplace Wellness Activities Chart in Appendix E for more examples. 

Provider practices 

Key informant interviews indicated lack of provider recommendation for CRC screening was an 
important reason for patients not being screened, which is consistent with the scientific literature. The 
detailed survey explored whether participants felt providers not recommending CRC screening was a 
barrier, and if so, why. Seventy-five percent of respondents answered that this is a barrier in their state. 
Participants selected providers’ lack of time and lack of knowledge about screening guidelines as the 
most common reasons why.  

 
States do seem to be putting policies in place to help facilitate a provider recommendation about 

screening.  When asked about polices being implemented in their state to improve CRC screening, 93% 
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said they had heard about electronic record prompts or patient reminder systems; 79% said they had 
heard about provider education trainings; and 85% had heard about patient navigators. Record 
prompts, provider education and navigators can help address the concerns of lack of provider time and 
lack of provider knowledge.  More study may be warranted to understand how widespread these tools 
and resources are and how successful they are in facilitating a provider recommendation about 
screening. 

 
One survey participant commented that s/he felt that the most common reason physicians do not 

recommend screening is they think patients won't comply with take-home testing and patients are 
reluctant to be screened. Citing state survey data from Alabama, “A major barrier from the physician 
standpoint based on our surveys is that physicians feel that patients will not be compliant with take 
home testing; physicians are using DRE (widely) for testing; physicians are uninformed about the FIT so 
don't know whether a patient will comply with a FIT compared to a low or high sensitivity guaiac test; 
that patients aren't willing to undergo a colonoscopy because THEY DON'T WANT TO.”  

A participant from New Hampshire commented that a lack of facility policies on recommendation 
and failing to track rates as the most  common reasons physicians do not recommending screening. In 
response to the question options, they commented, “My choice would have been no office policy on 
how to increase screening and tracking of provider rates and giving feedback. This is the most successful 
strategy in NH … If providers do not know their screening rates they believe they are always 
recommending screenings, which we know not to be the case.”  

Policy activities 

The survey asked questions about awareness of policy related to CRC screening. When asked if they 
participated in education of groups about policy related to CRC screening, 78% of respondents reported 
they participate in some sort of policy work. Work with community organizations or grassroots efforts 
was the most common type of education. See Figure 4, below: 
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Figure 4 

 

The majority of respondents said they participated in activities varying from sometimes to often; 
however, only half of respondents said they had received training about policy related to CRC screening. 
The interest in such training was high; 77% reported they would be interested in such a training if it was 
offered. 

Access 

 The survey addressed barriers to colorectal screening access relevant to various populations, 
including Medicare, Medicaid and those with private insurance. 

Medicare 

It was stated in the key informant interviews that primary care providers sometimes limit 
Medicare patients, which theoretically could result in a loss of access that could be a barrier to 
screening. When asked about primary care providers limiting Medicare patients, 56% of detailed survey 
participants said they had heard of or had experience with the issue.  Of those who had heard of the 
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issue (N=22), 96% responded that the reason was because reimbursement rates were low.  While it’s 
difficult to say whether or not lack of provider participation in Medicare is currently creating an access 
barrier for Medicare patients everywhere, the issue may warrant exploration among the Medicare 
beneficiary population.  When asked if they had heard about endoscopic providers limiting Medicare 
patients, only 23% of respondents indicated they had heard of the issue. Of those who said yes (N=9), 
77% responded that colonoscopy was their state’s primary screening method. Although general 
awareness of this issue is low, participants who indicated that colonoscopy was their state’s primary 
screening method had a greater awareness of endoscopic providers limiting Medicare patients than 
those whose states use FOBT/FIT.  Again, the issue may warrant exploration among the Medicare 
beneficiary population.   

Medicaid 

The overall awareness of primary care providers limiting Medicaid patients was higher than 
Medicare; 72% of participants said they had heard of or had experience with the issue. Furthermore, 
49% of participants said they had heard of endoscopic providers limiting Medicaid patients, suggesting 
that the issue of access may be more pronounced among the Medicaid population. When asked the 
most common reason for primary care providers not taking patients with Medicaid, the overwhelming 
response was again the low reimbursement rates (93%). Similarly, 95% of respondents who had heard 
of the issue said low reimbursement was the primary reason for endoscopic providers not accepting 
Medicaid patients.  One aspect of the Affordable Care Act is that states are required to set Medicaid 
primary care payments relative to Medicare, but only for 2011 and 2012.  It may warrant further 
exploration to see if this was implemented as intended and if it did improve primary care participation 
within the Medicaid program. 

Capacity 

 In January 2014, the Affordable Care Act expands Medicaid eligibility. Currently, in many states, 
Medicaid is only available to persons under 65 with dependent children. Under the new eligibility 
requirements, persons under 65 that are single or married without children and meet the income 
requirements (133% of the Federal Poverty Level) will be eligible to receive Medicaid. As demonstrated 
above, there is a general awareness of providers limiting the number of Medicaid patients they will 
accept. When asked about the Affordable Care Act’s newly eligible Medicaid population, 53% of 
participants said that insufficient provider capacity will be problematic for screening the Medicaid 
population, as Medicaid expands.  

 Recognizing that the roles of primary care and endoscopic providers differ in regards to the CRC 
screening process, the survey asked whether capacity would be more of an issue for primary care 
providers or endoscopic providers. Answers to this question were mixed. Forty percent said primary 
care providers’ capacity would be more of a problem, 18% said endoscopic providers’ capacity would be 
more of a problem, 25% said they would be equally a problem, and 18% said it would not be a problem.  
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As mentioned previously, Medicaid coverage varies from state to state and is inherently 
complex. What will the demand be for coverage once health care reform is implemented, and how will it 
change CRC screening? It appears that there is uncertainty among Screening Network members on how 
or if this will be a problem and clearly warrants further study. 

Recommendations 

Recommendation 1: Address Billing Codes and Classification of a Screening Colonoscopy: Private 
Insurance and Medicare 

Unexpected out-of-pocket costs due to the type of classification of a colonoscopy used when a 
polyp is found is a current issue that will likely not be solved by health care reform.  For private 
insurance, the type of billing code used determines whether a colonoscopy is classified as a screening or 
diagnostic/therapeutic procedure when a polyp is found, which potentially increases out-of-pocket costs 
when considered diagnostic or therapeutic. For Medicare, a screening colonoscopy has no cost sharing 
for the patient until a polyp is found, which changes the classification to a diagnostic procedure, thus 
making the patient responsible for co-pays and deductibles. Reforming policies of private insurance and 
Medicare could affect a large portion of the screening population. This could be achieved through 
reforming billing code policy on a private level, as South Carolina’s Blue Cross Blue Shield insurance 
provider has done or with state level policies.  On the public side, Medicare cost sharing requirement 
would likely need to be addressed by federal lawmakers.  In addition, once policies are in place, it is 
important to work with providers to make sure appropriate codes are being used. As previously 
discussed, the majority of detailed survey participants had heard of the issue and felt the type of billing 
code used could increase out-of-pocket costs. Additionally, the majority of participants stated that 
ensuring an endoscopic screen, specifically a colonoscopy, would be classified as preventive rather than 
diagnostic or therapeutic was the most commonly reported way to lower out-of-pocket costs. This 
investigation did not uncover if the classification problem was an issue with Medicaid; this is something 
that should be watched closely among states with waivers around cost sharing, particularly as health 
care reform is implemented. 

 
Furthermore, this coding/classification issue needs to be explored in regards to FOBT/FIT 

screening when a follow-up colonoscopy is needed. There needs to be more information gathered on if 
this procedure can come with unexpected cost sharing. The National Colorectal Cancer Roundtable and 
the National Colorectal Cancer Screening Network could take an active role in understanding if this type 
of cost sharing dissuades screening, and educating public health professionals, government officials, and 
the public about the issue to reform policies and legislation.   
 
Recommendation 2: Implement Worksite wellness policies 
 

Implementing worksite wellness policies, which would encourage employees to be screened and 
would allow time off from work to be screened, could affect a large portion of the population. Barriers 
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related to the workplace, such as inability to get time off, will also not be alleviated by health care 
reform. The majority of Survey 2 participants indicated that their state offered worksite wellness (see 
Appendix C). The listed worksite wellness activities in Appendix C could be helpful to other states and 
organizations when implementing change. The National Colorectal Cancer Roundtable and the National 
Colorectal Cancer Screening Network could take an active role in educating public health professionals, 
government officials, and the public about current efforts to continue to reform policies and legislation. 
  
Recommendation 3: Public Health policy training 

 
Implementing policy training for public health professionals is essential to achieving systems-

level changes. With more policy training, public health professionals will have an improved ability to 
contribute to reforming policy and legislation on local, state, and national levels. An overarching finding 
from the project was that generally public health professionals are aware of barriers to screening (e.g. 
83% had heard that billing codes could affect a privately insured individual’s out of pocket costs), but 
that little policy has been enacted to prevent those barriers from occurring (e.g. 5 % indicated that a 
policy had been proposed (not enacted) in their state to prevent this increase of cost due to billing 
code)The National Colorectal Cancer Roundtable and the National Colorectal Cancer Screening Network 
could take an active role in educating public health professionals about policy.  As previously discussed, 
the majority of Survey 2 participants said they participated in activities “sometimes” or “often.” 
However, only half of respondents said they had received training about policy related to CRC screening. 
The interest in such training was high; 77% reported they would be “somewhat” or “very” interested in 
such training if offered. 

 In addition, as noted above Medicaid coverage of colorectal cancer screening is complex and 
varies by states.  As Medicaid expands and insurance exchanges are created by health reform, training 
for public health workers around coverage could prove beneficial in ensuring that Medicaid and 
insurance exchange beneficiaries know how to access colorectal cancer screening tests that are covered 
under the program. 

Recommendation 4: Implement a survey of other groups such as medical providers and tribal 
communities. 

 

Implementing a new survey with medical providers, particularly around public payer 
reimbursement and capacity issues, could provide new insight into these issues. The composition of our 
survey population inherently limited the lens through which these issues are seen. For example, 
providers could provide insight on how frequently primary care or endoscopic providers refuse to accept 
Medicaid or Medicare patients. If providers are already limiting Medicaid and Medicare patients, the 
problems of access and capacity will only further be amplified when the Affordable Care Act expands the 
Medicaid population. Solutions to provide incentives to screen this population will be necessary. Further 
investigation from the viewpoint of a provider could not only reveal overlooked issues, but could also 
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foster collaboration and consensus among public health professionals and providers to achieve 
colorectal cancer screening.  

Implementing a survey in tribal communities could also be helpful in understanding the unique 
barriers in these communities. Tribal communities face unique barriers as Medicare and Medicaid may 
not be payers in the tribal health system. Additionally, tribal communities differ widely from one 
another. One participant commented, “In our tribal system all care is provided free of charge...so there 
are no financial decisions, no reliance on Medicare/Medicaid … Physician reimbursement rates don't 
mean anything. Our major concerns are difficulties with encouraging patients to request screening and 
transportation problems…” The National Colorectal Cancer Roundtable and the National Colorectal 
Cancer Screening Network could follow-up with another survey to acquire key insight from providers 
and tribal communities.  

 
Strengths and Limitations 

 The screening network provided access to public health and medical workers who hear and 
experience the immediate challenges people encounter in getting CRC screening. However, participation 
of the network was limited such that all states were not represented.  Thus this group, as well as the 
survey sample, is convenience samples. Some efforts have been made to get to the universe of all 
current CRC programs, but statistical methods were not used to do this or address this.  Additionally, the 
majority of respondents self-selected into the survey rather than being selected from a random sample.  
Thus generalization of breadth of knowledge and the need for training is limited.  Due to the amount of 
information we wanted to gather, the survey was nearly 50 questions and took around 20 to 30 minutes 
to complete; this time commitment could have prevented some people from taking the survey.  Having 
a more representative sample of professions could have yielded different results.   

Given the small sample size, most answer choices were limited to exclude an “other” or open-
ended response to ensure useful data for analysis. Some participants may have felt that the answers 
provided did not fully reflect their view; however, due to the fact that key informant interviews were 
used to create the answer choices, we felt that the answer choices accurately represented the issues in 
most instances.  

 As discussed previously, questions concerning Medicare, Medicaid, and cost were not relevant 
to participants from tribal organizations.  
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Appendix C 

Key Informant Interview Guide (March 2011) 

Introduction 

• Project description: The purpose is to explore issues surrounding state and local practices and 
policies; medical providers and access to medical care as it relates to colorectal cancer screening 

• Partnerships: Project is sponsored by the National Colorectal Cancer Roundtable and will be 
conducted by the leadership team of the Colorectal Cancer Screening Network 

• We are conducting key informant interviews to facilitate the tailoring concise and perceptive survey 
questions which will be asked of the members of the Colorectal Cancer Screening Network Members 
and their contacts. This survey will be used to complete our project, through which we aim to 
provide information to the public, providers and decision makers about national and state policy 
issues that can help increase colorectal cancer screening 

• It is important to conduct these key informant interviews so we know the right survey questions to 
ask so that we may better understand access to screening. 

• Your information (name, place of work) will be kept confidential and all interviews will be analyzed 
for content and not be associated with your personal information.  

Key informant questions: 

1. As the (insert title/organization here), what is your role in regards to colorectal cancer 
screening? 

2. What are two or three of the greatest barriers for individuals to receive access to CRC 
screening (specifically thinking about policies and practices)? 

3. What kind of barriers to screening will remain even after health care reform is put into 
place? 

4. What do you think the next steps will be in driving the consumer to be screened?  
5. Is there anything else you would like to discuss/share that we haven’t that you feel is 

relevant? 
6. Is there anyone else you think we should talk to? 

Outline of Key Informant Interview Results 

Current Barriers to Screening 

• Public Awareness 
• Affordability  

o Uninsured 
o Underinsured 
o Coding: diagnostic v. preventive 
o Cost sharing 
o Hidden costs 

Barriers after health care reform 
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• Affordability 
o Coding: diagnostic v. preventive 
o Medicare loophole: diagnostic v. preventive (cost sharing for diagnostic- when 

polyp is found) 
• Capacity 

o Rural and Urban 
o insurance mandate 
o % Medicaid and Medicare patients that providers accept, especially w/ newly 

eligible 
• Logistics 

o Time off work 
o Transportation 

Next Steps 

• Systems Change 
o Patient Centered Medical Home 
o Medicaid/Medicare  

 Loophole 
 Reimbursement 

o Insurance 
 Diagnostic v. preventive 
 Coding 
 Transparency in medical costs 

• Awareness 
o Public 

 Medicaid grant funding for preventive activities 
o Providers 
o Legislators 

 Cost-benefit analysis 
 Budget  

• Communication 
o Provider-specialist 
o Provider-patient 

 EHR reminders 
o Key stakeholders: communication between providers, insurance, advocacy, etc. 
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Appendix E 

Response to question 45:   

State Worksite Wellness Activities (sorted by State) 

Alabama 
Our roundtable partners are beginning to target the major employers and the state 
employees’ health care plans to cover CRC screening and become familiar with FIT. 

Alaska 
Workplace health promotion program within tribal health system encourages employers to 
promote all health screenings and education. 

Alaska 

Workplace committee working with employers to increase general knowledge of 
prevention (physical activity, nutrition/obesity, no smoking and screening).  Need to show 
cost benefit.   

Colorado 

Prevention Council and Worksite wellness working with large companies to include 
comprehensive cancer screening support (from time-off for screens, to working with 
employers insurance carriers) 

Iowa 

Offering education to employers and their staff for free education about the need and long 
term savings of preventive colorectal cancer screenings. Can opt. for a 10-30 minute 
presentation tacked onto a team/work meeting or a health fair table. 

Kentucky Colon worksite wellness efforts are underway with KCC and KCP. 

Kentucky 

State government employees have essentially no out of pocket costs for preventative 
services through revision of their insurance provider plan.  We are currently engaged with 
the leadership of metro Louisville on similar issues. 

Kentucky 
Comprehensive worksite wellness program training for HR Directors by KY Department for 
Public Health.  

Michigan 

The Michigan Cancer Consortium (MCC) is implementing the MCC Challenge through the 
CDC cancer policy grant.  The Challenge is to the 114 members of the MCC to implement 
workplace policy change to support cancer screenings. 

Mississippi 
On a case by case basis work is being done to get voluntary policies in place to offer  paid 
time off for screening  

Montana 
We have local contractors working with organizations to implement policy changes to 
increase screening rates.   

Nebraska The NE CCCP is part of a DOH work group focusing on worksite wellness.  One of our goals 
is to increase the number of WW policies that provide time off for prevention and 
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screening.  

Nebraska wellness councils working with employers 

New 
Hampshire 

Working with major employers to raise awareness about the need for screening, give time 
off, etc. 

New York 
NYS DOH Cancer Services Program, American Cancer Society and others are working with 
worksites to educate employees about screening. 

Ohio 
We have had discussions with industry leaders discussing the value and cost savings 
benefits of screenings for their workers 

Oregon 
Wellness@Work has concentrated on smoking cessation and, to some extent, physical 
activity and nutrition. Just beginning to branch out to screening. 

Oregon 

Our state is working with many worksites (including our own) to establish committees and 
pass policies to improve health. This includes environmental changes (tobacco-free campus 
policies, vending machine nutrition standards, etc.) and benefits (including time off for 
care, etc.) 
 
See www.healthoregon.org/wellnessatwork for more information 

Rhode 
Island 

A couple of large employers who are self-insured, including one hospital have provided a 
day off for colonoscopy 
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