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I. High Performing Model Programs 
 
 
The following programs have been identified as High Performing Models by the National 
Colorectal Cancer Roundtable (NCCRT), based on their demonstrated success in delivering 
colorectal cancer (CRC) screening and follow up care to uninsured, underinsured and low-
income adults in their respective communities. 
 

 
LOCATION PROGRAM SUMMARY 

PARTICIPATING 
HOSPITALS AND 

CLINICIANS 

NUMBER OF CRC 
PATIENTS SERVED 

ANNUALLY 

Cancer Coalition of 
South Georgia 

South Georgia (32 
county service area) 

Provides free 
screening for CRC 
and other types of  
cancer for the 
uninsured 

3 hospitals, 3 
outpatient and 
hospital-based 
endoscopy centers, 
9 gastro-
enterologists 

More than 500 free 
colonoscopies 
annually 

New Hampshire 
Colorectal Cancer 
Screening Program 

New Hampshire 
(statewide) 

Provides free 
screening 
colonoscopies to 
low-income 
uninsured and 
underinsured 
through a CDC grant  

14 community 
health centers; 
12 endoscopy 
centers; 10 
hospitals 

350–400 free 
colonoscopies 
annually 

Operation Access San Francisco/ 
Bay Area (six county 
service area) 

Provides free 
access to diagnostic 
colonoscopies and 
other surgical care 
for low-income 
uninsured people, 
particularly 
undocumented 
immigrants 

10 hospitals; 4 
endoscopy centers; 
50 
gastroenterologists 

More than 200 free 
GI procedures 
annually 

Volunteers in 
Medicine (in 
collaboration with 
Project Access) 

Hamilton County, 
TN 

VIM is a medical 
home clinic for low-
income residents of 
Hamilton County. 
Project Access 
provides access to 
advanced hospital 
procedures. 

5 hospitals; 700+ 
volunteer 
physicians  

Not available 

 
 



Some of the programs profiled in this guide have a broad health care focus, delivering care 
that extends well beyond CRC, while others have a more narrow focus, delivering only cancer 
screening in general or CRC screening in particular. When possible, discussion of their 
activities throughout this guide will attempt to focus on efforts and resources specific to CRC 
screening. However, readers should note that the scope and scale of these model programs 
vary considerably. 
 
This guide is organized around the following tasks and potential barriers that new community 
coalitions may face in developing a program to improve access to colorectal cancer 
screening: 
 
 Start Up  
 Recruiting Health Partners and Providers 
 Management, Roles and Responsibilities 
 Coordination of Patient Care 
 Resources and Funding 
 
In each section, readers will find a discussion of how model programs have addressed 
barriers and achieved success, as well as specific examples of model programs “in action.”  
 
It is important to note that these programs each had different objectives and different 
resources at their disposal. As such, some of this material may not be as relevant to all 
readers. At the same time, lessons and learning from previous efforts can be applied or 
adapted to other situations. In addition, the programs highlighted in this document were 
“trailblazers” in this area, so new programs may be able to expedite their program by 
learning from their experiences. 
 
An Appendix appears at the end of the guide, which provides examples of forms, logic models, 
flow charts, and other materials that further illustrate how the model programs have 
executed the principles described in this guide. 
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II. Common Features of High Performing 
Models  
 
 
The models discussed in this Guide have many of the following features in common, which program 
administrators say contribute significantly to their success. 
 
 
1. Strong Physician Leadership. Physician champions are essential for recruiting other providers. 

Physician leaders are the best resource for communicating with potential volunteers and 
hospitals to make the case for how long-term costs and medical problems can be avoided by an 
effective screening program. Further, these physician leaders are often from a neutral entity or 
organization (not the CHC), which may help with peer to peer recruitment and negotiation. 

 
2. Focus on Care Coordination. Patient navigators help ensure that patients are well prepared 

for their screening. This not only helps make the best use of funds and donated services, but 
good show rates and good prep elevates the reputation of the program, making continued 
recruitment and provider participation easier to secure. 

 
3. Effective Use of Data. From data to describe and quantify the need in the community to 

documentation of outputs and outcomes, model programs use data effectively to document their 
success and engage potential partners, volunteers, and funders. 

 
4. Clarity of Expectations and Fair Division of Labor. Navigators and volunteer providers 

asked to accept low or no cost patients often form the core of these model programs.  Other 
providers are being reimbursed, but are not used to accepting underserved patients from 
community health centers. For all these audiences, it is critical to be very clear about what they 
are being asked to do. For navigators, detailed care coordination manuals that prescribe contact 
points help ensure that patients are well prepared for their procedures.  For providers, it may 
mean asking for a weekly or monthly commitment or defining a finite number of cases they will 
see. Demonstrating that volume is finite and shared amongst several partners is extremely 
important.   

 
5. Standardization for Efficiency. Model programs run efficiently, making maximum use of 

volunteers’ time and limited funds. One key way of achieving this is by standardizing things like 
referral forms, patient information forms, and communications.  
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III. Start Up  
 
 
“If you want to run fast, run alone. If you want to run far, run together.”  

–African Proverb 
 
Starting from an Informal Network 

In Action: Start Up 
 
Cancer Coalition of South Georgia 
 Began as a collaborative effort by area 

cancer centers, businesses, religious 
organizations, academic and community 
groups. 

 

Volunteers in Medicine 
 Began as a faith-based initiative through a 

local Baptist Church. Start up was 
supported by other local churches, 
foundations and individuals. 

 Work groups and the executive 
management committee met weekly for 
two years before the clinic opened their 
doors. Their efforts secured in-kind 
services and equipment from x-ray 
equipment to exam tables and even an 
endoscope. 

 Individual task forces focused on different 
aspects of the start up process, including 
budget, treatment algorithms, fundraising, 
physical plant, and clinical care. 

 

NHCRCSP 
 Initiated under a CDC grant, but was built 

on a foundation of experience and 
partnerships with the Department of Health 
and the pre-existing Comprehensive 
Cancer Coalition. 

 

Model programs often begin with one or more 
physician champions that take the initiative to solve 
a problem they have personally observed in their 
community. What takes them to the next level of 
success, though, is their ability to develop and 
sustain a collaboration of providers across the 
continuum of care. Model programs tell us that for 
them, this initiative began with an informal network 
of providers who were already comfortable working 
together. These providers may have already been 
volunteering their time, or wanted to, but needed a 
structure and organizing body to systematize their 
individual efforts. Typically, they were not directly 
affiliated with the community health centers they 
were trying to help, but rather with a “neutral” 
organizing body, such as cancer coalition, Centers 
for Disese Control grantee or non-profit.  
 
In some cases, the initial network included more 
than just health care providers, but also community 
leaders, the faith community, and other local 
“visionaries” who had the personal drive and 
connections to make the program a reality.  
 
In many cases, programs were able to secure 
volunteer support from a network of providers who 
were already familiar with each other and working 
together on referrals for insured patients. Then, once 
an endoscopist made a commitment to provide free 
colonoscopy services, he or she could approach 
referral partners and ask pathologists, surgeons, or 
other specialists along the continuum to lend their 
support too. Asking peers to donate a limited 
number of services to match those provided by the 
endoscopist proved to be a successful strategy. 
Successful application for grant support is another 
successful strategy. 
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Physician Champions 
Some of the model programs profiled in this 
guide began by getting one or more 
gastroenterologists committed to the program in its 
earliest stages. He or she then acted as a physician 
champion for the program, serving as a recruiter, 
spokesperson administrator, and fundraiser. All 
model programs emphasize the importance of this 
type of physician leadership at all stages of 
development. 

 

In Action: Physician Champions 
 
Operation Access 
 Operation Access was founded in 1993 by 

two surgeons and a hospital administrator. 
They sought to develop a solution to the 
surgical needs of the uninsured population 
in the Bay Area and provide opportunities 
for physicians who wanted to volunteer in 
their own community. Operation Access 
has expanded to include gastroenterology 
and other diagnostic services in addition to 
surgery, and partners with a network of 
1400 volunteers, 41 hospitals and 
ambulatory care centers, and 80 clinics. 

 
Characteristics of effective physician champions for 
this type of program include: strong connections 
with other physicians and hospitals, having other 
community ties (not necessarily clinical, but in the 
faith or business communities), being articulate and 
passionate about the benefits of a CRC screening 
program for the uninsured, and having the ability to 
devote time to promoting the cause on a regular 
basis over an extended period of time as the 
program establishes itself.  
 

 
“We had to negotiate with the 
pathologists, basically saying, the GI 
guys are doing it. If they donate their 
services, will you be willing to donate 
your services? If you’ve got an 
endoscopist who’s being very 
generous in setting the standard, then 
it’s a lot easier to move the stuff 
behind him.” 
   –Cancer Coalition of South Georgia 

“This has got to be driven by physician 
leaders in the community. The sell is 
easy if it comes from them.” 
  –Volunteers in Medicine 

 
 
 

The importance of an enthusiastic physician champion 
who is willing and able to “sell” the program cannot be 
overstated. New programs should recognize that it is 
often not easy for physicians to “cold call” their peers 
and ask for their volunteer support. As a result, a 
physician champion with the right personality is a 
critical resource for coalition building. At the same time, 
developing a selling story for all members of the 
executive leadership team and volunteer providers will 
help everyone make the case, open doors, and garner 
support. 
 
Model programs also note that the environment for 
“charity care” is in a state of change with the 
implementation of the Affordable Care Act and the 
expansion of Medicaid in many states. These 
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changes are impacting the extent to which 
individuals and organizations are willing to support 
indigent care programs. Model programs say that 
physician champions are in the best position to know 
the limitations of the ACA and fluently address 
arguments that the law has already addressed the 
needs of the uninsured. 

In Action: Flexible Commitments 
 
Operation Access 
 Operation Access allows participants to 

choose from two different volunteer models. 
A Saturday model allows an entire surgical 
team (surgeon/specialist, anesthesia, 
nurses, tech) to volunteer on one day, 
seeing multiple patients in a row. A 
weekday/integrated model allows 
specialists to see a single patient at a time 
during their normally scheduled OR times. 

 
 
Commitments and Expectations 
Model programs tell us that getting an early 
commitment from a member of the local GI community 
(for example, a single gastroenterologist or a larger GI 
group) helped them set the stage for recruiting other 
key participants along the continuum of care. In other 
words, if they have a GI group on board, it is easier to 
approach other specialists such as pathologists or 
surgeons to also contribute their services. 
 
Although informal relationships are often where 
physician commitments are begun, some model 
programs do recommend documenting provider 
agreements in a simple written agreement so that 
expectations are clear from the beginning and no 
misunderstandings arise. (See Appendix for one 
example of a provider participation plan.) 
 
 
Planning and Structure 
As the program gets started, some model programs 
emphasize the importance of managing the 
planning process so that a schedule is adhered to 
and the program can demonstrate constant forward 
progress toward clearly defined goals. This type of 
process ensures that everyone in the coalition feels that 
their contribution is leading to something meaningful. 
Given that some model programs report a long start up 
period—up to two years—before they saw their first patient, 
preliminary goals are important to maintaining partners’ 
enthusiasm and commitment. During this planning and 
start-up period, the models programs report significant 
activity establishing their management structure, 
developing processes and work groups, fundraising and 
recruiting partners.  

“Try to produce tangible results 
fast…if it’s not leading to something 
that is worth the time that people are 
devoting to show up to the meetings 
and to participate in the process, 
people stop showing up.” 
  –Operation Access 
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During the planning process, it is important to do the 
necessary homework to document and demonstrate 
the needs of the community, including baseline 
screening rates, the number of uninsured, and 
demographic characteristics of the target audience. 
This not only helps secure partners, but establishes 
a baseline against which future outcomes can be 
compared to demonstrate the program’s success.  

 

In Action: Documenting the Need 
 
Volunteers in Medicine 
 In order to document the needs in their 

community, program managers looked at 
community data from a range of resources 
including the Better Business Bureau, the 
Chamber of Commerce, and the Kaiser 
Family Foundation. This information helped 
them describe their audience to funders 
and volunteers and identify key service 
gaps. Data from local hospitals on the 
number of uninsured patients seeking care 
in their emergency rooms for primary care 
issues and referral and screening practices 
at free clinics rounded out the picture. 

 
Products emerging from the start up and planning 
process may include the following, depending on the 
scope and scale of the envisioned program: 
 
 Staffing and recruitment plans 
 Budget and list of possible funding sources 
 Definitions of roles and responsibilities for key 

staff 
 Board of directors by-laws  
 Flow charts to define the care delivery process 
 Logic models 
 

Hospitals,
Surgery Centers

& Endoscopy Centers
• ORs, GI suites, supplies

• Lab and pharmacy support

•Verification of licensure

• Credentialing

• Liability insurance

Patients

Donated Service
• Ambulatory surgery

• Diagnostic procedure

• Specialist consultation

Other 
Clinical Volunteers

•Anesthesiology

•Pathology

•Radiology

•Nurses, techs

•Physical therapy

Surgeon &
Specialist Volunteers

• Consult/pre-op visit

• Order ancillary tests
as needed

• Surgery or Procedure
• Routine post-op visits

Operation Access
• Eligibility screening

• Referral to specialist
•Case management

• Interpretive services
• Volunteer and hospital recruitment and management

• Surgery session coordination

Clinics
• Medical home

• Various clinic types:
FQHC, county-run,
free, mobile, etc.
• Basic H&P/labs
• FIT screening

Hospitals,
Surgery Centers

& Endoscopy Centers
• ORs, GI suites, supplies

• Lab and pharmacy support

•Verification of licensure

• Credentialing

• Liability insurance

Patients

Donated Service
• Ambulatory surgery

• Diagnostic procedure

• Specialist consultation

Other 
Clinical Volunteers

•Anesthesiology

•Pathology

•Radiology

•Nurses, techs

•Physical therapy

Surgeon &
Specialist Volunteers

• Consult/pre-op visit

• Order ancillary tests
as needed

• Surgery or Procedure
• Routine post-op visits

Operation Access
• Eligibility screening

• Referral to specialist
•Case management

• Interpretive services
• Volunteer and hospital recruitment and management

• Surgery session coordination

Clinics
• Medical home

• Various clinic types:
FQHC, county-run,
free, mobile, etc.
• Basic H&P/labs
• FIT screening

 

Figure 1: Operation Access “How We Work” Model 
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IV. Recruiting Health Partners and 
Providers 
 
 
Strategies for Recruitment 
All model programs indicate that peer to peer 
recruiting is the most successful method of 
recruiting new partners—including individual 
providers, hospitals and health systems. This 
approach is important because according to one 
program manager, it is nearly impossible for anyone 
other than a physician to even get a meeting with a 
specialist to discuss involvement in a new program. 
Additionally, programs say that successful peer 
recruiting builds on itself; word will spread if one 
specialist gets involved and likes what he or she 
sees. 

 Their hospital recruitment strategy includes 
positioning community benefit as a sound 
business strategy, and as much an 
indicator of success as admissions, 
financial statements, quality care 
indicators, or revenue. 

In Action: Partner Recruiting 
 
Operation Access 
 Peer to peer recruiting is a successful 

recruitment strategy, but it works best 
when based on success. People will want 
to talk about and recruit their peers to a 
program if it is well managed and has 
strong potential for success. 

 

Project Access 
 Individual primary care physicians are 

asked to provide services to at least 10 
Project Access patients per year. 

 Specialists are asked to provide services to 
5 Project Access patients per year. 

 

Cancer Coalition of South Georgia 

“The approach that is utilized is 
peer-to-peer when possible, to try 
to engage gastroenterologists or 
other physicians to approach their 
peers.” 
  –Operation Access 

 
 
 
 
 
 

 

Making the Business Case to Hospitals 
Model programs each describe a consistent 
approach to securing participation from hospital or 
health system participation in their programs. They 
say that a physician champion needs to meet with a 
senior decision-maker at the hospital and make the 
case that it is in the hospital’s best interest to 
manage and prevent CRC cases before they show 
up in their emergency rooms. 
 
An important element of any hospital 
recruitment strategy is to have the right people 
talking to the right people. Approaching the CEO 
or CFO of a health system is said to be less 
fruitful if these top level executives do not have 
a clinical background. Instead, starting with a 
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medical director who understands the clinical 
case for screening and can present and 
translate it as a business issue for the hospital 
is said to be more successful. Model programs 
say it is often more difficult to get a commitment from 
hospital staff who make decisions about indigent care 
programs and how those resources are spent, given 
that the financial case is not as clear cut to them.  

In Action: Addressing Liability Barriers 
 
Volunteers in Medicine & Project Access 

 In Tennessee, VIM found that some retired 
physicians wanted to volunteer for the 
program and give back to their community. 
However, a key barrier to their participation 
was the fact that they could not practice 
without a medical license and liability 
coverage. To address this, VIM and Project 
Access worked through the state 
legislature to facilitate the creation of a 
volunteer medical license for physicians 
whose sole practice is rendering 
professional services without 
compensation in a free health clinic. They 
also helped establish an option for liability 
coverage for retired physicians. At only 
$100/year, volunteers are willing to pay for 
their own coverage. 

 

“A doctor can often be the person that 
gets the CEO to buy in…[by saying] 
we’re a community based hospital; 
these are people we’re going to have 
to serve anyway, and that it’s the right 
thing to do. But also, that it’s a good 
investment. So it has to be a doctor 
who knows how to speak both 
languages, the human side and the 
financial side.” 
–Cancer Coalition of South Georgia 

Model programs recommend doing the homework 
necessary to develop a clear and customized 
“selling strategy” before approaching a hospital or 
health system. Examples include researching the 
backgrounds of the hospital’s executive leadership 
and board members to so that someone can be 
identified who is likely to be an internal champion 
for the underserved in their community. They suggest 
preparing clear data for the needs of the targeted 
community, so that program managers can make a 
clear and structured “ask” rather than requesting an 
open-ended commitment. The argument for prevention 
versus treatment should be clearly developed and 
backed up with data.  

“We found a strong champion for this 
was our oncologists…you get an 
advanced, a stage four cancer that 
starts bleeding, having pain, they’re 
going to show up in your emergency 
room. You’re going to get them 
anyway. So they found this a way of 
kind of down staging their disease.” 

 
Another important strategy for securing non-profit 
hospital participation is to appeal to their community 
benefit requirements. When approaching potential 
hospital partners, model programs have outlined exactly 
how participation can help satisfy these requirements. 

   –Cancer Coalition of South Georgia 
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Additionally, hospitals that are Commission on 
Cancer Hospital Certified must have a health 
disparity plan, which a CRC screening program 
can help deliver.  
 
 
Addressing Provider Concerns about Patient 
Volume 

“I don’t think physicians are afraid to 
donate their time, but I think they 
want to have control over that, and I 
think many are fearful that floodgates 
will open.” 
  –Volunteers in Medicine 

Model programs vary in the extent to which they 
request that volunteering physicians commit to a 
particular number of patients. Some ask for whatever 
a provider can accommodate, while others ask for a 
minimum commitment (such as one per month). 
 
An important barrier to recruiting volunteer providers 
is the misconception that if they agree to participate, 
they will be overwhelmed with cases. One strategy for 
addressing this concern is to recruit a broad coalition 
of providers and clearly communicate how cases will 
be equitably distributed. Having a larger number of 
stakeholders means no one provider or hospital has 
to bear an unnecessary burden. 
 
Another important strategy to address concerns about 
patient volume is to “do the math” for the targeted 
community to demonstrate that the level of 
commitment needed is not as large as they may think. 
This can be done using publicly available census and 
insurance data, emergency room data provided by 
local hospitals, and the known prevalence of 
colorectal cancer.  
 
Based on the population of uninsured adults between 
50 and 64, model programs are able to tell providers 
approximately how many uninsured patients 
there are, how many are likely to need CRC 
screening, and how many colorectal cancer cases are 
likely in a given year. Depending on the number of 
endoscopists available, the program can then calculate 
the number of cases each volunteer would need to 
accept, or adjust the screening strategy if too few 
providers are available by using fecal immunochemical 
testing (FIT) as the primary screening strategy and using 
colonoscopy for follow up of positive results. These 
types of calculations are also valuable for 
demonstrating to hospitals that the level of 
commitment required to provide follow up care 

In Action: Calculating Patient Volume 
 
Cancer Coalition of South Georgia 

 Negotiation with potential partners focuses 
on a limited, finite ‘ask’ that is based on 
calculations of the maximum number of 
uninsured patients that may be seen 
through the program for a given population. 

 The coalition asks endoscopists what they 
are willing to contribute, ranging from one 
case a week to one a month. Program 
managers have determined that once case 
per month is the minimum number that an 
provider should commit to in order to 
remain active in the program. 

  

Operation Access 

 Volunteers at Operation Access average six 
cases per year, but do not have to commit 
to a minimum number of patients. 
Volunteers themselves determine how 
many patients they want to see, how often, 
and on what schedule. They also have the 
freedom to turn down any case.  
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for cancers detected is extremely small, 
especially if colonoscopy is the primary screening 
method being used. “If they see that your program is 

successful and they realize it’s no big 
deal to throw in one patient a week, 
for example…then that adds up to a 
very substantial commitment…we 
have to demonstrate that it’s not going 
to be a big deal for them, not going to 
affect their business adversely.” 
  –Operation Access 
 

 
It is important to communicate to providers that their 
level of commitment is under their control and that 
the program will carefully manage referrals to assure 
that no one is asked to do more than they can handle. 
For larger programs in urban areas and those with 
many volunteers, it may be important to present 
volunteers with a written plan for equitable case 
distribution. 
 
 

TOP 10 REASONS PHYSICIANS PARTICIPATE IN PROJECT ACCESS 

1. Project Access allows you and your group to efficiently manage and track the charity 
care that you have always provided. 

2. Project Access allows you to define the amount of charity care that you are able and 
willing to provide. 

3. Project Access creates a whole network of providers and healthcare services that are 
automatically available to you and your Project Access charity patients. 

4. Project Access screens potential charity care patients before they are referred to you, 
verifying that they meet financial, residential, and healthcare need criteria. 

5. Project Access charity care patients are eligible for services for a specific period of 
time and only as long as the criteria are met. 

6. Project Access tracks the dollar value of the charity care that you provide so that your 
efforts can be appropriately recognized by our community and used as a powerful tool 
to advance issues of importance to providers. 

7. Project Access allows for an equitable distribution of services by physicians, hospitals, 
and other providers when attending to the needs of the underserved in our 
community. 

8. Project Access prevents any single physician, physician group, hospital or other 
provider from being asked to provide more than a fair share of charity care. 

9. Project Access creates an infrastructure which allows for our entire community, 
business, city and county governments, media, educational institutions, each to 
support the provision of charity healthcare services. 

10. It’s the right thing to do! 
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OPERATION ACCESS VOLUNTEER RECRUITMENT STRATEGIES 

 Compose a letter signed by a distinguished colleague to send out to other providers in 
the community.  Peer to peer recruitment can be more effective than hearing from a 
unknown person or organization.  

 Publicize volunteer opportunities on program website, in newsletters, in staff lounges, 
hospital publications, and online (e.g. Craig’s List, Idealist) 

 Cultivate relationships with key people who can help spread the word about volunteer 
opportunities (e.g. hospital PR and community benefit staff, gatekeepers/office staff, 
support staff for current volunteers) 

 Approach providers who are involved in other volunteer projects (e.g. international 
medical missions, free clinics) 

 Attend employee/volunteer fairs at hospitals 

 Make presentations at staff meetings 

 Send unsolicited patient referrals (“this patient needs your help”) 

 Cold call prospects and drop off information packets 

 
 
Volunteer Engagement and Recognition 

In Action: Volunteer Recognition 
 
Volunteers in Medicine & Project Access 

 Project Access hosts an annual picnic to 
thank volunteers and the local baseball 
team donates an evening at the park. The 
organization takes out a full page ad in the 
newspaper and buys billboards to tell the 
community about the work of their 
volunteers. 

 VIM also hosts an annual luncheon for lay 
volunteers, an annual dinner for provider 
volunteers, and a fund-raising banquet that 
highlights selected patient success stories. 

 

Cancer Coalition of South Georgia 

 The Coalition hosts two appreciation days a 
year for volunteer doctors and their staff, 
where a luncheon or desserts are provided. 

 

Having a volunteer recognition plan is an important 
way of thanking providers who donate their time and 
facilities and encouraging ongoing participation. While 
some model programs have more elaborate volunteer 
recognition efforts than others, the effort to engage 
and recognize participants on a regular basis is what 
is most important. 
 
Model programs use both formal and informal means 
of recognizing volunteers, ranging from informal 
lunches or dessert parties to gifts and awards. Other 
means of recognizing volunteers can be low-cost or no 
cost, such as publishing stories about volunteer 
providers in a program newsletter or website (see 
Appendix), or pitching stories that feature a particular 
volunteer to local news outlets. 
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THE OPERATION ACCESS MODEL APPROACH TO  
VOLUNTEER RECOGNITION 

 Volunteer awards given out annually. Winners receive a letter thanking them for their 
service, and a copy is sent to their supervisor, physician manager or hospital 
administration. Small gifts may be given at the volunteer celebration, and winners are 
featured in a year-end newsletter and on the website. Posters, plaques or certificates 
for hospitals when they reach a milestone (e.g. 5 years). Recognition (letter, plaque) 
for volunteers when they reach a milestone. Volunteers may also receive certificates 
from local elected officials or be nominated for community service awards. 

 Gifts such as t-shirts and other program-branded materials. 

 Recognition in newsletters, annual reports, videos, blogs, brochures, and hospital 
communications. Recognition immediately after surgery sessions. 

 PR featuring stories and photos of volunteers. 

 Events such as volunteer celebrations, happy hours, lunches or picnics. 

 Correspondence, such as thank you cards after a procedure, patient comments, 
recommendation letters, birthday cards, or holiday letters. 

 Food provided at surgery sessions 

 Personal thank you from OA staff and/or patients 
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V. Management, Roles and 
Responsibilities 
 
 
 
Staffing 

In Action: Management Resources  
 
NHCRCSP 
 Operates on five FTE staff, including a 

medical director, program director, grant 
administrators, data manager, clinical 
secretary and patient navigators. 

 Meetings are held weekly to cover program 
management, quarterly for budget issues. 

 A dynamic database tool was developed 
that combines elements of an EHR with 
billing and patient communication tools. 
The database tracks all patient 
demographics, records of calls received, 
enrollment information, procedure records, 
and bills received/paid on each patient’s 
behalf. 

 

Cancer Coalition of South Georgia 
 Has one full-time manager navigator and 

3.5 FTE navigators.  

 Work groups are kept small and tightly 
focused so they are easier to schedule and 
sessions are more productive. 

 

Volunteers in Medicine & Project Access 
 VIM has five FTEs including a clinic 

director, front-desk staff, volunteer 
coordinator, nurse, dispensary tech and 
medical personnel trainer. 

 Project Access operates on four FTEs, 
including a director, full-time care 
coordinators, an administrator, and a 
fundraiser. 

 

Each model program operates with a core of paid 
managers, administrators and clinical staff in 
addition to volunteer providers, board members, 
and other uncompensated partners. The number 
of paid staff needed to run a successful program 
ranges from just four FTEs to 13.5 FTEs.  
 
Depending on the size of the population being 
served, key staff needed to manage these 
programs may include: 
 
 Program director 
 Medical director 
 Patient navigators 
 Data managers 
 Clinical secretaries 
 Development/fundraising staff 
 Communications/marketing staff 
 
Additionally, a board of directors that includes 
representation from all stakeholders—volunteer 
specialists, hospitals, primary care physicians, 
funders, and community organizations—is an 
important resource. 
 
 
Responsibilities 
A key responsibility of program leadership staff is 
to initiate and maintain strong relationships with 
providers. Because so much of recruitment and 
engagement comes down to personal relationships, 
these same relationships are needed to keep 
those commitments going over the long run. 
 
Program managers and paid staff perform a broad 
range of activities to administer their programs, 
interact with partners, and document outcomes. 
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While the following list is not intended to be 
exhaustive, it summarizes many of the core 
activities that paid program staff perform on a 
regular basis. 

In Action: Communication with 
Partners 
 
Volunteers in Medicine & Project Access 
 On a monthly basis, representatives from 

free clinics, FQHCs, VIM, Project Access, 
and local hospitals meet to discuss and 
coordinate their efforts. This level of 
coordination was a new and highly 
beneficial model for Chattanooga providers 
who were previously providing 
uncoordinated and unmeasured levels of 
free care to the uninsured.  

 

Cancer Coalition of South Georgia 
 Hospital partners receive written reports 

every three months describing the number 
of patients navigated and screened at their 
hospitals. Referring primary care providers 
get monthly reports describing numbers of 
referrals, screenings, abnormal results and 
cancers. The report can be used to 
examine referral patterns and ensure 
prompts are delivered to patients who are 
due for them. 

 

NHCRCSP 

 NHCRCSP created standardized forms for 
medical and patient history, referrals, and 
colonoscopy results. This ensures that 
providers’ time is used efficiently and that 
everyone involved knows exactly what to 
expect when they are seeing a patient 
referred through the program. 

 The NHCRCSP created a provider 
education piece that was featured in the 
Healthy Insights newsletter. The program 
summarizes important facts about 
screening recommendations and  sets 
population goals for New Hampshire. (See 
http://cancer.dartmouth.edu/gi_pancreati
c/documents/healthy_insights_mar2011.p
df) 

 
 Identify and screen patients 

 Establish policies and procedures  

 Raise funds and report back to funding agencies 

 Publicize the program 

 Recruit volunteers 

 Develop agreements or contracts with primary 
care providers, hospitals, endoscopy sites, etc. 

 Provide ongoing management of partnerships, 
including recognition of volunteers, and partner 
communication 

 Manage referrals 

 Coordinate care and address patient barriers  

 Evaluate and document outputs and outcomes 

 
Given that each model program operates with a 
minimal number of paid staff, they have been able 
to achieve greater efficiency in administration by 
standardizing many documents and protocols. 
Standardizing practices in the following areas not 
only helps program staff make the most of their 
time, but also helps volunteer providers spend less 
time on addressing or interpreting administrative 
needs and more on direct patient care:  
 
 referral forms 
 volunteer management plan 
 case management guidelines 
 prep instructions 
 presentations about the program 
 volunteer recruitment packets and applications 
 volunteer communications (e.g. welcome letter, 

commitment form, thank you/follow-up letters) 
 templates for hospital community benefit 

reports 
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Revisiting Organizational Goals  

In Action: Goals and Objectives 
 
Operation Access 
 Operation Access has adopted the CRC goal 

of 80% screening by 2018, reflecting the 
NCCRT’s national movement to raise the bar 
for CRC screening. This type of goal is 
motivating and easy to remember for 
everyone involved. 

At the launch of a new program, it is assumed that a 
mission statement with clear goals and objectives 
will be established. However, model programs also 
revisit these goals on a regular basis and reflect on 
the continuing success of the program from a longer 
term perspective. In some cases, they have found it 
necessary or beneficial to adjust their goals based 
on new information, changes in the community, or 
funding needs. 
 
Program managers are also encouraged to take 
time to think about their program wants to be 
known and viewed in the community. For 
example, one of the goals of Project Access is to 
operate seamlessly with local providers. As the 
proram has matured, they are viewed just like any 
other payor, and patients referred through the 
program do not receive differentiated treatment. If all 
program staff and volunteers are reminded of these 
types of organizational values, the program’s “brand” 
can be more consistently reflected in every 
interaction with patients, providers, funders, 
and the broader community. 

“We’re known as being responsible, 
intelligent, professional, and 
physician or volunteer led.” 
  –Operation Access 

 
 
Communication Among Partners 
Model programs report that it is important to have a 
broad coalition in order to maximize reach and engage 
a diverse group of providers. At the same time, large, 
diverse groups require more management and 
coordinated communications. 

 
“Programs that want to try to set up 
some sort of infrastructure to deliver 
this kind of program should 
understand that the people who are 
designing it and running it need to be 
in very close touch with each other on 
a regular basis. In order to pool the 
knowledge and the skills, you can’t 
just meet three, four times a year.” 
  –NHCRCSP 

 
Once volunteers are committed, regular, structured 
communication helps ensure that everyone is aware of 
their responsibilities and has adequate notice of key 
dates. Commitments should be planned in advance and 
predictable if possible. For example, when Operation 
Access plans volunteer-staffed surgery sessions at 
hospitals, they try to do so a year in advance in order to 
ensure adequate time to recruit volunteer support staff.  
 
Some programs established focused work groups that 
met frequently (weekly) during their start up phase and 
less often (monthly) as the program became more 
established. Work groups may focus on a particular 
need, such as fundraising, clinical issues, or expanding 

NCCRT Guide to High Performing Models 18 



services to a new region. Other model programs have 
a small, core management group that meets weekly 
and addresses all aspects of program management. 

In Action: Demonstrating Results 
 
Operation Access 
 Operation Access surveys patients to 

measure satisfaction, impact of donated 
procedures on their quality of life, health, 
and whether they made lifestyle changes 
as a result of the care they received. 
Patients are also given the opportunity to 
provide suggestions for improvement (see 
Appendix for survey instrument). 

 Volunteers and clinics are also surveyed to 
measure intent to volunteer in the future, 
satisfaction with their experience, and 
willingness to recruit others to volunteer. 

 Data is provided to participating hospitals 
that documents program activities and 
establishes annual goals. 

 

Cancer Coalition of South Georgia 
 Selected patients who have benefited from 

the program have volunteered to be 
spokespeople for the program. They have 
been highlighted in newsletters, given 
media interviews and come to board 
meetings to put a personal face on the 
good that the program does in the 
community. Focusing on individual benefits 
helps to combat prejudices about the 
uninsured. 

 Recognizing that their audience was very 
time-pressed when it comes to reviewing 
reports, the Coalition changed from 
delivering a detailed, glossy annual report 
to an abbreviated version of less than 10 
pages, and found that partners were more 
apt to read and actually absorb the 
information in it. (Link to annual reports: 
http://www.sgacancer.org/about_us/organ
ization.html) 

 
 
Measuring and Demonstrating Results 
Each model program regularly measures both outputs 
and outcomes in order to demonstrate their value to 
stakeholders and the broader community. Both types 
of data need to be collected because they carry 
meaning to different stakeholders. Data that may be 
regularly collected include outputs describing 
activities and volume, such as the amount of funds 
raised, number of active volunteers, volunteer service 
hours, value of volunteer services, number of referrals 
given, patients served or colonoscopies conducted.  
 
Short-term and long-term outcomes focus more on 
clinical results and population impact, including 
cancer detection, risk reduction, decreased mortality, 
reduction in disparities, reduced costs for care, or 
improved quality of life. Data that documents the 
number of precancerous polyps removed is often 
particularly meaningful to physicians, hospitals and 
health systems who are donating their time and 
facilities, as it clearly demonstrates the impact of 
screening programs. Some model programs also 
conduct regular evaluations to measure satisfaction 
with the program.  

 

 
“One of the key successes I think for 
both models is the leaders realized 
before either opened their doors that 
tracking the amount of care given, 
tracking everything, was going to be 
fundamental. And it has helped inform 
every grant application we’ve ever 
made since then.” 
  –Volunteers in Medicine 
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The results of surveys and data collection efforts are 
often described in newsletters or annual reports 
sent to donors, volunteers, and other partners. In 
some cases, programs collect and report extensive 
amounts of data in response to the interests of their 
supporters. Other programs focus on limited, high 
impact numbers. 

 In reporting their impact on the community, 
VIM breaks down the cost per patient visit 
($77.47), value delivered per patient visit 
($404 at clinic rates or $1,618 at ER rates) 
and rate of return on contributions (for every 
$1 donated, the return was $5.22 at clinic 
rates or $20.88 at ER rates). 

 

In Action: Reporting Program Data 
 
Volunteers in Medicine 

 
 
 
 
 

Figure 2: Volunteers in Medicine 2012–2013 Clinic Impact 
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“Putting a personal story and a face to the people that we’re serving [is 
important]…when they hear their actual stories, then they seem to care.” 
  –Cancer Coalition of South Georgia 

 
Highlighting outcomes for individual patients 
through case studies or testimonials is another 
way that model programs communicate about 
their results in a very accessible, personal way. 
Putting a “face” on the beneficiaries of free 
screening programs is particularly effective at 
combating stereotypes that some harbor about 
the types of people that lack insurance and need 
free care.  
 
 
 
 
 
 

In Action: Highlighting Patient 
Outcomes 
 
Volunteers in Medicine 
 VIM created a seven minute You Tube video 

featuring testimonials from patients about 
the help that they have received from the 
program. The video also describes the 
financial impact of VIM. (see 
http://youtu.be/zAffMRBHWp8) 



VI. Coordination of 
Patient Care 

In Action: Patient Navigation 
 
NHCRCSP 
 1.5 FTE patient navigators working 

centrally serve patients throughout the 
state to coordinate approximately 350 
colonoscopies a year. They are currently at 
~1500 colonoscopies with zero no-shows 
and <2% inadequate prep.  

 Navigators use an internally developed 
policy manual that prescribes at least six 
key contact points for each patient. 

 Created a prep video available on YouTube 
http://www.youtube.com/watch?v=xd1N0
WOcd5A and written instructions in 22 
languages. 

 Navigators have immediate access to 
medical expertise to answer patient 
questions and address barriers. 

 

Cancer Coalition of South Georgia 
 Uses 4.5 FTE navigators working out of 9 

CHCs to serve patients in 30 counties. 
Each navigator is responsible for working 
with patients from 2–3 clinic sites. 

 Navigators are from the communities being 
served, are familiar with the neighborhoods 
that patients are coming from, and often 
even have the same acquaintances. This 
familiarity helps generate patient trust and 
greater willingness to follow through with 
the navigator’s instructions. 

 Navigators review patient charts at the 
clinics and create prompts in electronic 
medical records to remind providers about 
the need for a screening referral. 

 Navigators call on patients regularly once a 
procedure is scheduled to provide 
culturally appropriate navigation.  

 

Operation Access 
 Translation is provided for all patient 

communications and almost all program 
staff members are bilingual. 

 
 
Some model programs attribute a large part of 
their success to their ability to make the CRC 
screening process as easy as possible for 
physicians and hospitals that are volunteering 
their time, or who are participating through a 
reimbursement model. In essence, they have 
been able to achieve their goal of making 
“charity cases” no less desirable than insured 
cases. A large part of this is due to attention 
paid to effective patient navigation. 
 
Patient navigators may also be called Program 
Coordinators, Program Specialists, Assistants, or 
Managers, but they all perform key care 
coordination activities that model programs say 
are essential to ensuring good prep and good 
show rates. Navigators help patients overcome 
issues that are commonly identified as key 
barriers to CRC screening, and are particularly 
common among low-income and minority 
targets that are over-represented among 
uninsured populations: 
 
 Fear of screening 
 Lack of primary care/medical home 
 Embarrassment about the procedure 
 Complicated prep 
 Lack of transportation 
 
Navigation in model programs is typically done 
by phone, and programs operate with as few as 
1.5 FTE patient navigators or as many as 6.0. 
Navigators often place a prescribed number of 
calls at key points in the process. During each 
call, navigators may spend as much as 20 
minutes with the patient, providing education 
and responding to individual barriers that the 
patient may present. 
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“Most of our patients have limited 
health literacy…so we knew that we 
had to be very diligent about this 
educational process. And because of 
that, our patients are cleaner, we 
understand from some of the GI 
specialists, than some of the people 
with insurance. And it’s because of 
these reminder calls.” 
   –Cancer Coalition of South Georgia 

IN ACTION: Training and Managing 
Navigators 
 
NHCRCSP 
 Patient navigators must make a minimum 

of six calls to patients over the course of 
their involvement with the program. 

 A detailed policy manual prescribes when 
calls are made and what topics are covered 
during each call. Navigators can provide 
more education or support, but no less than 
what is described in the manual. 

 

Patient Preparation 
A common complaint of volunteer endoscopists is 
when they have set aside time to volunteer their 
services and the patient does not show up or is poorly 
prepped. Screening programs have to work hard to 
overcome perceptual prejudices in low-income 
uninsured populations that they are not going to show 
up or take the prep seriously. 

“Providers in community health 
centers really have even less time than 
other providers to go over all the 
details that you would want a patient 
to know in order to make sure they’re 
willing to have the test and will be 
well prepared…and navigation makes 
up that gap, which can be a gaping 
hole that allows a lot of screening to 
fall through the cracks.” 
  –NHCRCSP 

 
Efforts to address these issues have paid off for the 
four model programs in this guide. No show and poor 
prep rates in these programs are reported to be much 
lower than for a typical insured population. Model 
programs report no show or late cancellation rates of 
0% to 4% and poor prep rates that are typically less 
than 5%. They say that tracking this type of 
information is important to demonstrate to 
new/potential partners that patients in the program 
will be prepared and represent a good investment of 
their volunteer time. 
 
Model programs pay special attention to 
standardizing patient navigation, developing 
guidelines, models, or training materials that 
prescribe how patients will be navigated. They 
also often use a simple, standardized referral 
form and guidelines that describe criteria for 
acceptable referrals and patient qualification 
information (see Appendix for sample patient 
qualification and enrollment materials). 
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Examples of standardized or model materials provided 
to patient navigators to ensure consistency include: 

IN ACTION: Patient Navigation Contact 
Points 
 
Operation Access 
 First call: eligibility and intake (up to 20 

minutes) 

 Second call: confirmation of appointment 
and location 

 Third call: explanation of prep process 

 Fourth call: reminder 2–3 days prior to 
appointment 

 

Cancer Coalition of South Georgia 
 First call: once a primary care doctor gives 

medical clearance, the patient is handed 
off to a navigator. The first call is an 
interview to verify eligibility, gather medical 
history, provide an overview of what to 
expect from the procedure and understand 
potential barriers that the patient may face. 

 Second call: confirmation of appointment.  

 Third call: after a packet of information is 
mailed to the patient and he/she has 
picked up the bowel prep, the navigator 
calls and spends 20–30 minutes on prep 
education. The navigator asks the patient 
to take everything out of the bag and walks 
through the prep procedure step by step, 
followed by having the patient explain the 
steps back to them. 

 Fourth call: two days before the procedure, 
patients are reminded to start their special 
diet and the navigator once again goes 
over the prep instructions .  

 Final call: patient satisfaction/check in call 
after the procedure is completed. 

 
 Patient qualification questions 
 Phone scripts 
 Correspondence (content and frequency) 
 Reminders 
 Education (re: diet, prep) 
 
When navigators can be relied upon to take care of 
all the details around scheduling, education, bowel 
prep, etc., all the provider has to do is show up and 
perform the procedure, making it more likely that 
they will continue their involvement with the 
screening program over the long term. 
 
 
Hiring and Managing Effective Navigators 
Model programs emphasize that navigators that are 
working with the type of populations typically 
targeted by free screening programs have to have 
the right personality to overcome the unique 
barriers of low-income uninsured populations. Some 
even say they look to hire navigators with 
personality traits that they have found to be 
effective at establishing trust and rapport with 
patients and ensuring effective communication, 
including: 
 
 Persistence 
 Flexibility 
 Assertiveness 
 Friendliness 
 Expertise with CRC screening 
 Understanding of public health goals 
 Personal roots in the local community 
 

 
Well Care 
A common barrier to screening for low-income and 
uninsured populations is the lack of a medical 
home. All four model programs receive referrals 
from patients at community health centers, 
including free clinics and federally qualified health 
centers (FQHCs), ensuring that they will have 
access to ongoing care. In the case of Volunteers 

NCCRT Guide to High Performing Models 24 



in Medicine and NHCRCSP, one of the programs’ 
core goals is to provide patients with a medical 
home. Patients who have access to primary care 
providers are able to have a medical clearance 
before their procedure, as well as follow up care. This 
service is paid for through the NHCRCSP and is part of 
the required referral process for colonoscopy. This helps 
to eliminate the need for the endoscopist to see the 
patient before the procedure. 

 
“[The navigators] find out what their 
issues are, and often it’s just fear of 
the unknown. So they describe the 
procedure, try to alleviate some of 
their fears, and tell them that they’re 
going to stick with them through the 
process.” 
   –Cancer Coalition of South Georgia 
 

 
 
Transportation Barriers 
Model programs do not typically provide or pay for 
transportation to and from colonoscopies. In an 
emergency though, all say that funds can be allocated 
to make sure a patient can get to and from their 
appointment. Additionally, navigators may make use of 
Medicaid transportation or provide gas money for a 
friend or neighbor to drive a patient that has no other 
means of getting to their procedure. 
 

IN ACTION: Addressing High Needs 
Populations 
 
Cancer Coalition of South Georgia 
 Culturally competent navigation is critical 

to serving populations that are low-income, 
poorly educated, and have limited health 
literacy. In one Georgia county served by 
the Coalition, nearly 29% of the population 
lives below the poverty line. Another county 
served has the highest cancer incidence in 
Georgia. Some of these patients live in 
rural areas where transportation is a 
challenge and some may not have running 
water or bathroom facilities. Local 
navigators are able to empathize with 
these and other barriers, identify solutions, 
and help patients develop greater trust and 
familiarity with the local health care 
system. 

 

NHCRCSP 

For a new program just starting up, it may be 
important to plan for transportation assistance. For 
example, anticipating that fact that many low-
income patients may not have their own 
transportation, though, Volunteers in Medicine 
purposefully selected a clinic site that is on a bus 
route. 
 
 
Language and Cultural Barriers 
Culturally competent and multi-lingual care 
coordination is an essential component of model 
programs that serve diverse audiences. The most 
successful navigators speak the language of their 
patients, both literally and figuratively.  
 
Model programs say that it can be important to 
recruit navigators who come from the community 
being served. Navigators are going to be spending a 
significant amount of time on the phone with 
patients, educating them and helping them address 
fears and other barriers. A good, culturally 
competent navigator will form a bond with the 
patient that will help encourage them to overcome 
personal barriers, improving show rates and patient 
satisfaction. 

 The NHCRCSP uses translation services 
(language line) and has prep instructions in 
20 languages to overcome barriers of 
language and to assist diverse patients, 
some of whom are homeless. 
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Follow Up Support 
Navigators may also serve as a resource to 
patients once their procedure is done. In some 
cases, they are responsible for entering 
information into a patient’s electronic medical 
record about follow up screening intervals. 
 
Navigators may also provide administrative 
support to patients, such as dealing with bills 
that they may receive in error from providers or 
facilities that agreed to provide their services at 
no cost. These types of billing errors may seem 
like a minor issue to providers, but to a low-
income patient who was promised a no-cost 
procedure, receiving a large medical bill that 
they cannot pay for can be an extremely scary 
experience. 
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VII. Resources and Funding
 
 
 
Paying for the Full Continuum of Care 

In Action: Costs and Funding Sources 
 
Operation Access 
 Provider services are donated, and two 

thirds of the program funding to support 
care coordination comes from hospital and 
health conversion foundations, a reflection 
of the high value they place on the 
program. 

 

Cancer Coalition of South Georgia 
 Annual program costs total roughly 

$200,000 (including CRC, breast and 
cervical screening). Partners contribute an 
additional $300,000 in in-kind 
contributions to the CRC screening 
program. 

 Pathology is one part of the continuum of 
care that is partially paid (at $100 per 
case) and partially covered by a pre-
existing hospital relationship. 

 

NHCRCSP 

 Pays for colonoscopy, pathology, 
anesthesiology when needed, prep, and 
PCP visit at Medicare reimbursement rates 
through a CDC grant program. Costs per 
patient may be around $1000, ranging 
higher for more complex procedures. 

Potential costs for CRC screening may include a 
wide range of services and facilities starting with a 
primary care visit and continuing on to include 
navigation services, prep, transportation, 
endoscopy services, facility fees, anesthesiology, 
surgery, pathology, diagnosis, surgery, and 
chemotherapy if a cancer is found. Some programs 
are able to secure volunteer participation across 
this entire continuum of care. Others obtain 
volunteer participation from some providers, but 
reimburse others at Medicare or Medicaid rates. 
 
For example, a program may have endoscopists 
that volunteer their time, but must pay for 
pathology or facility fees. If this is the case, 
participating providers typically agree to Medicaid 
level reimbursement rates and the program raises 
funds pay for these services. The NHCRCSP is 
unique among the four models in that all 
participating providers are reimbursed at Medicaid 
rates, through their CDC grant funding. 
 
Though not all model programs provide estimated 
costs per patient, the costs to provide colonoscopy 
services (including prep and navigation) is not high, 
reported to range from $300 to $2000 depending 
on the  area of the country and the patient, with 
most falling below $1000 each. 
 
Raising Funds 
Model programs receive funding from a variety of 
local, state, federal and private sources, 
including the following: 
 

“The main thing is to look for a broad 
portfolio of funding so that if you lose 
one funding source, you still have 
others to fill the gaps.” 
–Cancer Coalition of South Georgia 

 Federal grants 
 State or county funding 
 CDC 
 Individual donors 
 Businesses 
 Hospital/health system foundations 
 Corporate foundations 
 Churches and other faith-based organizations 
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Figure 3: 2013 Financial Summary for the Cancer Coalition of South Georgia 
 
 
 

 
Figure 4: 2013 Financial Summary for Operation Access 
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Some programs receive a significant portion of their 
funding from hospitals and health systems that 
recognize that funding screening programs will 
positively impact their bottom line through cost 
avoidance. However, they still stress the importance of 
having a diversified funding base, so that they do not 
rely too heavily on a small number of funders. Rather, 
efforts should be ongoing to seek out new sources of 
funding, as existing sources may need to reduce their 
level of support due to unforeseen circumstances 

“The reason hospitals are willing to 
do this…is [they are] going to pay for  
free cancer care anyway when 
unscreened, low income uninsured 
people show up at their facility with 
cancer. The more you screen 
underserved people  and prevent 
cancer from occurring, the lower your 
costs over time.” 
  –NHCRCSP 

 
Most programs conduct large annual fundraisers to 
generate donations, boost awareness and celebrate 
successes with donors and volunteers. Fundraisers 
include traditional events such as banquets or 
golf outings.  

In Action: Fundraising for CRC 
 
Cancer Coalition of South Georgia 
 When making the case to potential donors 

that CRC screening is worth funding, the 
Coalition emphasizes that significant  
disparities exist in CRC deaths and that an 
effective screening program can eliminate 
these disparities. No one deserves to die 
from colorectal cancer because they could 
not afford to be screened.  

 

Operation Access 
 Operation Access supplements its budget 

with donations from corporations and 
individuals. They emphasize that the 
funding mix is and should be dynamic, as 
they respond to changes in the community 
and economy, and identify new sources of 
support. 

 
Funds raised through all development efforts are 
necessary to pay for services, facilities and staff costs 
that are not or cannot be donated including: 

 
 Translation 
 Patient navigation 
 Transportation 
 Prep 
 Primary care visits 
 Facility fees 
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VII. Appendix 
 
The following samples are provided as examples of standardized materials, protocols, and 
reports that model programs have used. 
 
Recruiting Health Partners and Providers 
 Physician Recruitment Letter (Operation Access) 
 Provider Participation Plan (Project Access) 
 
Management, Roles and Responsibilitiees 
 Logic Model (Operation Access) 
 Colonoscopy Pilot Clinical Process Map (Operation Access) 
 HealthScope Magazine Feature Article on Project Access (provider recognition and patient 

success stories) 
 Patient and Volunteer Outcomes Report (Operation Access) 
 Simplified Program Impact Report (Cancer Coalition of South Georgia) 
 
Care Coordination 
 Referral Forms (NHCRCSP, Project Access, Operation Access) 
 Patient Application (Volunteers in Medicine) 
 Patient PCP Referral Form (NHCRCSP) 
 Patient Satisfaction Survey (Operation Access) 
 Patient Recruitment Card (Cancer Coalition of South Georgia) 
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RECRUITING HEALTH  
PARTNERS AND PROVIDERS
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OPERATION ACCESS SAMPLE PHYSICIAN RECRUITMENT LETTER 
 
 
Joe Jones, MD 
123 Main St. 
San Francisco, CA 
 
Dear Dr. __________: 
 
If you have ever considered donating your time and skills to people who really need your help, 
but traveling abroad isn't feasible, volunteering with Operation Access is an opportunity to 
make a difference in the lives of others - right here at home. 
 
Over the past six months, we have seen an increased demand for [specialty name] services, 
and your participation with OA would make a significant difference in our ability to respond to 
the community need.  The most typical procedures for which we received referrals are: [list 
procedures if relevant].   [Name of hospital] has partnered with OA since [year], and 
would support your efforts by donating use of the OR, staff and supplies.  Currently, 
[number] of your colleagues volunteer with us, and I encourage you to speak with Dr. 
____________ or Dr. _______________to learn more. 
 
Volunteering with Operation Access is easy:  
 All prospective patients are referred to OA by community clinic physicians 
 You determine how many patients you will see and how frequently you will see them  
 You schedule OA patients during the week at your convenience 
 OA staff works closely with your office staff and manages every patient to assure that 

they keep their appointments and are properly prepared. 
 
“I have struggled for years (with) balanc(ing) the need for specialty services like GI for folks 
without the means to pay with the needs of running an office. There is no perfect solution, but 
Operation Access makes it fairer and easier. The decisions are made by the primary doctor... 
All of the referrals that I have received have been appropriate. It is a nice way of sharing my 
skills with a group of patients that truly needs them." Richard Auld, MD 
 
Volunteering with Operation Access is rewarding: 

"Thank you for the pro-bono surgery that you provided for me through Operation Access and 
which I could never have come close to affording on my own.  You freed me from a 
debilitating and worsening condition that was seriously impacting my life and for which I 
couldn't get help anywhere else.  I admire you greatly Dr. Kidd, for offering pro-bono services 
to people who can't afford to get medical help.  There aren't many doctors who will do that."  
From patient Lindsay W to her OA physician volunteer 
 
Please contact me if you would like to further discuss this opportunity. .  [OR:  I will follow 
up with you in about a week to discuss this opportunity.]   I look forward to your positive 
response. 
 
Best regards, 
 
 
Program Manager/Specialist 
phone number 
e-mail address
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MANAGEMENT,  
ROLES AND RESPONSIBILITIES
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HEALTHSCOPE MAGAZINE ARTICLE ON PROJECT ACCESS 
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SAMPLE PATIENT AND VOLUNTEER OUTCOMES REPORT (OPERATION ACCESS ANNUAL REPORT) 
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SIMPLIFIED PROGRAM IMPACT REPORT 
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CARE COORDINATION
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VOLUNTEERS IN MEDICINE PATIENT APPLICATION 
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SAMPLE PATIENT SATISFACTION SURVEY 

 

 

 

 

Dear «FirstName», 

 BOARD OF DIRECTORS

Paul Hofmann, DrPH
Board Chair
President
Hofmann Healthcare Group

Steven Webster, MD, FACS
Board Vice Chair
General Surgeon, Retired
The Permanente Medical Group

Gregg Sass 
Board Treasurer
Health Care Finance Executive, Retired

Walter Kopp
Board Secretary
President and CEO
Medical Management Services

Angela Chang, JD
Former Enforcement Attorney
U.S. Securities & Exchange Commission

Susan F. Dean, RN, MBA
Consultant

Doug Grey, MD, FACS
Vascular Surgeon, Retired
The Permanente Medical Group

Jonah Frohlich, MPH
Managing Director
Manatt Health Solutions

Alvaro Fuentes
Executive Director
Community Clinic Consortium
Contra Costa & Solano Counties

Devin Gensch
Associate General Counsel
Blue Shield of California

Alden Harken, MD
Chair, UCSF - East Bay Dept. of Surgery
Alameda Health System

Melissa Murphy
Consultant/ Grant Writer

Faye Potts
President 
Alliance for Healthcare Consulting 

Benjamin Aune, MA, MAR
President & CEO
Operation Access

You recently received medical care through Operation Access and we 

hope that your health is improving.  We are always working to make 

sure that every patient has the best experience possible, and to do 

that we need your help!   

 

-Please tell us about your experience with Operation Access by filling 

out this short questionnaire and sending it back in the pre-stamped 

envelope provided with the survey.  

 

Your opinion is important!  We will use what you tell us in 

combination with the information that we get from other patients to 

continue helping many more people like yourself.  

 

We will not share your name or contact information with 

anyone.  

It is Operation Access’ ongoing policy to protect your 

privacy 

and personal information. 

 
 
Thank you for your time, 
 
 
«PrimaryCaseMgr» 
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This survey pertains to your experience with «DrSurgeon» at «Hospital_Name» and 
Operation Access. 
Please answer all questions thoroughly.  Your responses are important to us. 
 

1. How satisfied are you with the service of the Operation Access Staff? 
 
       Extremely satisfied 
       Very satisfied 
       Somewhat satisfied 
       Somewhat dissatisfied 
       Very dissatisfied 
       Extremely dissatisfied 

 
  2. How satisfied are you with the service you received from «DrSurgeon» in the appointment on 
«ApptDate»? 

 
       Extremely satisfied 
       Very satisfied 
       Somewhat satisfied 
       Somewhat dissatisfied 
       Very dissatisfied 
       Extremely dissatisfied 

 
 

  3. I feel I benefited from my appointment with «DrSurgeon». 

 Yes    No 

 

4. The appointment made me feel better informed about the condition for which I was referred. 

 Yes     No  

 

5. Because of the appointment, I am doing something different now to improve my health. 

 Yes     No 

 

6. How satisfied are you with your overall experience with Operation Access? 
 

       Extremely satisfied 
       Very satisfied 
       Somewhat satisfied 
       Somewhat dissatisfied 
       Very dissatisfied 
       Extremely dissatisfied 
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Patient ID:«PatientIntakeID», «County», «Hospital», «DrSurgeon» 

 

Do you have any suggestions for how we can improve our services?  Do you have anything 
else you would like to share with Operation Access? 
 

 

 

 

 

 

 

 

 

 

 

 

Do you authorize Operation Access to share your comments and name with its stakeholders 
and/or the media?  Sign below if yes. 
 

 Comments ok, no name 

 Comments and name ok 

 Consent not given 

 
I give my authorization and consent for my comments and name to be disclosed in marketing 
materials and communications with volunteers, donors, the press, and other contacts of the 
organization. 
 
I further acknowledge that I have no right of approval, no claim to compensation, and no legal claim 
against Operation Access (including, without limitation, claims based upon invasion of privacy, 
defamation, or right of publicity) arising out of any use of my statements. 
 
I have read and I understand this Authorization and Consent and sign it of my own free will. 
 

Signature:        Date: _____________________ 

Printed Name:       
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