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MD Anderson Cancer Center 

This program is supported in part by the Cancer Prevention 

and Research Institute of Texas (CPRIT) and the Colon 

Cancer Coalition and is conducted through The University 

of Texas MD Anderson Cancer Center.

The content of this presentation is solely the responsibility of 

the author and does not necessarily represent the official 

views or policies of the affiliated organizations.

Disclaimer
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BURDEN OF COLORECTAL CANCER IN TX

Expected New Cases, 2025

Colon excluding 
Rectum

 9,221

Rectum and 
Rectosigmoid 

Junction

 3,946 

Expected Deaths, 2025

Colon excluding 
Rectum 

3,709

Rectum and 
Rectosigmoid 

Junction 

956

https://www.dshs.texas.gov/texas-cancer-registry/cancer-statistics/expected-cancer-cases-deaths



Screening coordination and 
Patient navigation team:

• Lewis Foxhall, MD (Program 
Director)

• Ernest Hawk, MD (Co-Program 
Director)

• Robert Bresalier, MD (Medical 
Advisor)

• Melissa Valerio, PhD (Evaluator)
• Heather Johnson, MPA 

(Program Director)
• 1 Program Manager
• 4 CHWs (Patient Navigators)

Project 80% Colorectal Cancer Screening Program (Office of Health Policy)
Supported in part by CPRIT #PP250005 through November 2027.

  



Project 
80%: 
Program 
Overview

Program Methods

• FIT first (Asymptomatic Average 
Risk Patients)

• Referral to colonoscopy for FIT+

• Direct to colonoscopy 
(Asymptomatic Increased Risk 
Patients)

• Navigation to treatment for dx of 
CRC

Operative in 
collaboration with 

FQHC and CHC clinic 
sites by providing

• Testing supplies

• Patient education

• Clinic Systems improvement

• QI training

• Provider & staff education

• Navigation to colonoscopy & 
treatment

• Financial funding for screening, 
diagnostic f/u, and EBIs



Target 
Populations

• Underinsured/Uninsured 
Individuals

• Rural and Geographically 
Remote

• Medically unserved or 
underserved

• Racial/Ethnic Minorities

• Average or Increased Risk 
for CRC



Key Community 
Partners

Federally Qualified 
Health Centers (FQHCs)

Nonprofit Community 
Clinics

Local health departments

Community Endoscopy 
Groups 

Hospitals + Outpatient 
Facilities



Why Community 
Relationships 

Matter

• Build trust and credibility

• Improve access and 

navigation

• Long-term success 

driven by shared 

resources and 

collaboration



Building Trust and 
Awareness
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Refer patient to CEP  
& schedule appt

No

Completes pre-op, 
colonoscopy & post-op 

visits?

Trains clinic staff 
on Project 80% 

program 
guidelines

Patient at increased 
risk?

MDA signs MOU 
with clinic

Screen patients 
for clinical and 

financial 
eligibility

Create account 
and trains   

clinic

FIT kit 
distribution to 

clinics

Creates colonoscopy 
referral and sends to 

Project 80%

Yes

Give FIT and 
instructions to 

patient

Completes FIT?

Yes

FIT result 
normal?

No

Send invoices and 
documentation to 
CHC for payment

Communicate 
results to patient 

and referring 
provider. 

Recommends 
follow-up

Credential CEPs, 
facilities, ancillary 

providers and enroll 
in Project 80% 

network

Processes invoices 
and sends to MDA 

to approve 
payment

Documents non-
completions, 

findings, procedures 
and diagnoses in 
patient records in 

data system

Yes

Yes

Provide FIT  
results to MDA 

and clinic 
online

Follow up with 
patients via phone 
and/or mail, 30, 60 

and 90-day protocols

No

Update EHR with 
patient screening 

status and informs of 

routine screening

Decides to 
complete 

colonoscopy?

No

Diagnosed with 
CRC?

Recommended 
follow-upNo

Navigated to 
treatment by 
Project 80%

Yes

Shares result 
with patient

E

E

E

E

Yes

E E

E

Sends referral 
authorization for  

colonoscopy to CEP 
and clinic

E
E

Verify patient 
eligibility

Provide CEP with 
information on 

processes (allowable 
charges, billing, etc.)

Navigate 
patients to 
treatment 

E

E
EE
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Project 80% Program Flowchart



Increasing Access to Screening
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Sustainability 
Through 

Collaboration





Success in 

Action: 

Collaboration

• 188 FQHC + Community 

clinic partnerships

• 145,300 + FITs distributed

• 8,360 Colonoscopies 

completed

• 4,245 Precancerous polyps 

removed

• 168 Cancers detected



MD Anderson Cancer Center 

Data Collection and Reporting

Streamlining Referral Processes

Communication and Follow-Up

Program Implementation and Sustainability

The CRC Screening Challenges

Project 80%: Colorectal Cancer Screening Program



Key 

Takeaways

• Trust takes time and 

consistency

• Local champions drive 

engagement

• Communication must be 

ongoing amongst all 

stakeholders

• Periodic evaluation ensures 

timely improvement



MD Anderson Cancer Center 

Contact

Heather M.  Johnson

Program Director, Office of Health Policy

hmjohnson2@mdanderson.org

Project 80%: Colorectal Cancer Screening Program





Thank You
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Overcoming Barriers in Mailed FIT: 
Lessons from the VHA Mailed FIT Efforts

Chr is  Moore,  MPH

Associate Director,

VHA Nat ional  Colorecta l  Cancer  Screening Program
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• I have no relevant disclosures

• My remarks, especially during Q&A, do not necessarily represent 

the official posture and policy of the Veterans Health Administration, 

the U.S. Department of Veterans Affairs, or the U.S. Government

24

Disclosures and Disclaimer



Draft – Pre-Decisional Deliberative Document Internal VA Use Only 25

COVID-19 Impact on Colonoscopy Access in VHA

0
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VA ENDOSCOPY MONTHLY PROCEDURE VOLUME
OCT 2018 THRU DEC 2021, 119 VA MEDICAL CENTERS

EGD Colonoscopy All Procedures

March 18, 2020: 

Directive to cease 

all non-urgent or 

elective 

procedures

2018 2019 2020 2021
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COVID-19 Impact on FIT screenings in VHA
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Fresno Demonstration Project

Pre-Pilot Week 1 Week 2 Weeks 3 - 8

MFP Team 

identifies 

Veterans

Lab 

analyzes 

results

GPO 

prepares kits 

and mails to 

Veterans

Results 

alerted to 

primary 

care team

Primer 

sent to 

Veterans

Veteran 

collects sample,

returns to lab

Veterans w/o 

returned kit 

receive robo call

Lab Batch 

Orders FIT
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Expansion to Regional Level (VISN 21)
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Creation of VHA National Implementation Guide

https://nccrt.org/resource/mailed-fit-implementation-guide/
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Official Diffusion Across the Enterprise

7) Abnormal 
FIT Follow-up

4) Order FIT 
in EHR

2) Advanced 
Notifications

1) Population 
Selection

3) Mail FIT 
Kits

5) Deliver 
Reminders

6) Process 
Returned 

FITs

8) Assessing 
Process and 
Outcomes

9) Program 
Sustainment

• December 20, 2022, mailed FIT 
required at two or more sites in each 
region.

• May 17, 2024, mailed FIT required at 
50% of sites by January 1, 2025, and 
at least 80% by September 30, 2025.

• The memos identified key core 
components of programmatic mailed 
FIT, but did not establish standardized 
processes
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Diffusion of Programmatic Mailed FIT Across VHA

Fiscal Year 2023

Fiscal Year 2024

Fiscal Year 2025
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Increasing Volume of Outbound mFIT Across VHA
To

ta
l N

u
m

b
er

 O
rd

er
s 

&
 C

o
m

p
le

te
d

 T
es

ts

Mailed FIT Orders 

by Calendar Year / 

Month

Total Number of Tests Ordered

Total Number of Returned Tests 

Analyzed



Draft – Pre-Decisional Deliberative Document Internal VA Use Only 33

How are We Doing?

Data circa October 2025
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Ongoing Monitoring & Evaluation
Data circa October 2025
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Including Gloves and Pens
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Ongoing Monitoring & Evaluation
Data circa October 2025
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Cancelation Rates and Reasons

64.3%

30.4%

1.0% 4.3%

FIT Cancelation Reasons

No Collection Date Sample Too Old Expired Kits Other
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Adding Collection Date to Return Envelopes

95.4%
98.8%
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100%

Pre-Intervention
(N=7083)

Post-Intervention
(N=3105)

Valid FIT Kits

Dominitz and Robertson. CONFIRM Study  
ACG 2024
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Ongoing Monitoring & Evaluation
Data circa October 2025
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Timely Colonoscopies After Abnormal FIT
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Overall CRC Screening is Improving

National mFIT 

Implementation 

Memo

58%

67%

           76%

71%
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More mFIT is Associated with Higher CRC Screening
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• Importance of engaging with stakeholders

– Primary Care, Laboratory, Supply Chain / Logistics

• Many points for intervention and improvement throughout the process

– Return envelope design, and Instruction language and design

– Reminder tools (robocalls, SMS/text, apps, postcards, phone calls with navigation)

• If you don’t monitor the process, you may miss important issues

– Lab cancellations due to delayed samples or missing collection dates

• Small changes can make a big difference

– Adding the collection date to the outside of the return envelope

– Providing gloves and pens

• Programmatic mailed FIT works!

43

Key Take Aways



Thank You
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