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Introduction
The 80% by 2018 Forum: Increasing Colorectal Cancer Screening Rates through Enhanced Partnerships between Comprehensive 
Cancer Control Coalitions and Federally Qualified Health Centers was held on September 16-17, 2015, in Atlanta, Georgia.

The following organizations were primary sponsors of 1½-day Forum:

The American Cancer Society 
(ACS)

The National Cancer Institute (NCI)
The Centers for Disease Control and 

Prevention (CDCP)

The National Colorectal Cancer 
Roundtable (NCCRT)

The Health Resources and Services 
Administration (HRSA)

The National Association of County & 
City Health Officials (NACCHO)

Teams of stakeholders representing Comprehensive Cancer Control (CCC) programs and coalitions, community health centers, 
and primary care associations were invited to apply to participate in the Forum. Teams from 11 states, representing six 
organizations and key partners were selected to attend. South Dakota was one of the 11 state teams selected to participate 
in the Forum.

The goal of the Atlanta 80% by 2018 Forum was to enhance the capacity 
of states to implement evidence-based interventions designed 
to increase colorectal cancer screening rates. 

The Forum included presentations from experts 
in the field of health care management, 
primary care, and oncology. It held panels 
on interactive state team action-planning 
sessions and on essential evidence-
based strategies and tools. This led to 
the creation of collaborative action 
plans for increasing cancer screenings 
statewide. 

A Technical Assistance Process (TA) 
was provided to state teams following 
the forum to ensure implementation 
of action plans. The TA process used 
bimonthly follow-up calls to review 
CRC objectives, discuss progress and 
opportunities, identify barriers and 
possible options for resolution, and provide 
resources. Another key objective was to track 
and communicate challenges and successes 
to the CCC National Partners. Results of the TA 
process will be used to help guide future initiatives.
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A History of CRC Collaboration
The six partner organizations who participated in the Forum have a strong history of collaborating on state CRC initiatives:

The Community HealthCare 
Association of the Dakotas (CHAD)

The American Cancer Society 
(ACS)

Horizon Health Care, Inc. (an FQHC)

The South Dakota Council on 
Colorectal Cancer (SDCCC)

The South Dakota Comprehensive 
Cancer Control Program 

(SD CCCP)
GetScreenedSD

Following are some of their collaborations.

The Community HealthCare Association of the Dakotas (CHAD) is a bi-state primary care association. CHAD provides technical 
assistance, advocacy, and training to FQHCs in North and South Dakota. CHAD, ACS, and FQHC staff routinely engage with 
each other at clinic sites across the state to provide resources and quality improvement technical assistance on priority clinical 
measures, including CRC screening. 

In 2015, CHAD, the ACS, and the SD CCCP partnered to offer a seven-part health professional education webinar series 
promoting the 80% by 2018 National Colorectal Cancer Roundtable initiative to increase CRC screening through evidence-
based interventions.

Horizon Health Care, Inc. partnered with ACS through a CHANGE grant, and with the SD CCCP through an implementation 
grant, to increase its CRC screening rates through the implementation of evidence-based interventions and system changes 
for CRC screening. The organization achieved a 17% increase in CRC screening rates from 2013 to 2014.

The South Dakota Council on CRC (SDCCC), The South Dakota CCC Program (SD CCCP), and GetScreenedSD have collaborated on 
CRC screening initiatives in the state for more than six years. The SDCCC and SD Department of Health (which encompasses 
both SD CCCP and GetScreenedSD) have both signed the 80% by 2018 pledge. They have also developed shared screening 
targets for CRC and are working to develop a collaborative action plan for CRC screening in South Dakota.

Partner organizations have been working together to implement state and local CRC screening priorities and address 
challenges.
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CRC Screening Priorities of Partner Organizations

Priority
SD 

CCCP
PCA ACS FQHC

SD 
Council 
on CRC

Get 
Screened 

SD

Increase the percentage of adults ages 50-75 in South 
Dakota up-to-date with recommended colorectal 
cancer screening from 62.5% to 80% by 2020

   

Support health systems/healthcare providers to 
implement policy and system changes and evidenced- 
based interventions

   

Flu-Fit and Flu-FOBT resources and education to 
health centers

    

Monitor and promote the use of current clinical 
practice guideline implementation

 

Improve data capture and data accuracy in CRC related 
Clinical Quality Measures



Challenges in Increasing Colorectal Cancer Screening Rates

Low Screening Rates • 43% of adult South Dakotans enrolled in major health plan or Medicare are up-to-
date with colorectal cancer screening

• Fewer American Indians in SD are up-to-date with recommended colorectal cancer 
screening than whites (42.7% vs 63.8%)

• 38.5% of FQHC patients in SD are up-to-date with recommended colorectal cancer 
screening (2015)

CRC Testing Issues • Providers are recommending and performing CRC screening tests that are no longer 
recommended

• Patient compliance with fecal occult blood testing is lower than desired

• Challenges with coordination of care for referrals
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Challenges in Increasing Colorectal Cancer Screening Rates

Data Issues • Obstacles capturing electronic data for CRC screening limit the accuracy of the data 
reported, including the 10-year colonoscopy period and the capture of colonoscopy 
results from referral facilities

• Access to data and reports for assisting in prioritizing and determining high impact 
areas for improvement

• Limited availability of health system data for colorectal cancer screening

Competing Priorities • Conflicting priorities may limit the amount of time available for training and 
facilitated discussion on best practices used to improve CRC screening rates

• Conflicting priorities within health centers may limit the amount of time allowed for 
systems change to improve CRC rates

• Conflicting demands within the scope of the FQHCs obligations including patient-
centered medical home, meaningful use, and additional uniform data system clinical 
measures

• Competing demands for other quality improvement or recognition activities

• Lack of health care staff and provider time for quality improvement
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The Forum Team
The Forum provided participating organizations an opportunity to enhance their statewide CRC screening efforts. Following 
are summaries of the activities, successes, impacts, challenges and lessons learned, and promising practices of the forum team.

Team Members
Following are the South Dakota team members for the Atlanta 80% by 2018 Forum.

• CCC Program Director

• Representative from the State Primary Care Association

• ACS Health Systems

• FQHC Representative

• SD Council on CRC Chair

• Cancer Coalition CRC Task Force Chair

• Program Coordinator for GetScreenedSD (CDC-funded CRC Control Screening Program)

Additional partner organizations include:

• The Great Plains Quality Innovation Network 

• The Great Plains Tribal Chairmen’s Health Board

• The Sanford Health Plan

• The Avera Health Plan

•  Wellmark Blue Cross and Blue Shield DAKOTACARE

• The South Dakota State Medical Association 

• The SD Academy of Family Physicians (Two largest GI groups in the state, once part of 
the CRC Council)
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Team Activities

After meeting as a team about the 80% by 2018 initiative, the group recognized several 
organizations and resources that were dedicating time, staff, and other resources towards the 
national goal. The team also recognized the need to coordinate efforts to reduce duplication 
and maximize impact through resource and best practice sharing.

Many of their actions were derived from the state cancer plan. They prioritized these activities 
in a consolidated action plan that created the most opportunity to make a collective impact 
and reduce duplication of effort. 

For example, regarding the Flu-FIT intervention, “there was not a lot of activity going on but 
the interest was high and the timing was right.”  The team built a webinar series based on the 
ACS’s Flu-FIT implementation guide. 

The team partnered with the state of North Dakota, which has also been promoting Flu-
FIT as an intervention with their partners. Together, they implemented a follow-up series 
of group technical assistance office hours calls, and cross-promoted that within the South 
Dakota cancer coalition and other partners in South Dakota.

“A consolidated action plan helped guide our efforts. We were able to integrate 
our efforts to reduce that duplication and develop a well-coordinated approach 
to increase our screening rates in the state.” 

The group held best practice sharing as a high priority. They transitioned the implementation 
of the action plan into the South Dakota cancer coalition CRC taskforce work to “coordinate 
those best practices, ensure the implementation of that action plan, and then identify gap 
areas where the task force can really implement other interventions to assist these efforts.” 
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Team Successes
The team’s successes and impacts were associated with 
prioritizing partner goals, improving information sharing 
on best practices such as standardized approaches for CRC 
screening, and focusing on the Flu-FIT program. 

“We dedicated time on our agendas to give 
an update on the latest colorectal cancer 
screening data and data gaps. In our training 
with the IHS [Indian Health Services] and 
FQHC clinical teams we brought in national 
colorectal cancer experts to talk about system 
changes and best practices.”

The IHS service units had not previously been engaged in 
training and quality improvement efforts with FQHCs. Their 
different service units now can ask questions of each other 
and identify best practices so they can improve their CRC 
screening rates and use a more systematic approach.

“We worked with health systems to 
implement evidence-based interventions 
— client reminders, provider assessment 
and feedback, solid baselines for colorectal 
cancer screening rates — and then track their 
progress.”

Team Impacts
Organizations stepped forward to take on various activities. 
The impacts of those activities were magnified through 
a systems approach. The Task Force could share those 
practices and outcomes throughout the state, giving them 
a broader reach than if they had just gone to their own 
stakeholders with their own clients. 

Health systems were the key populations that were served. 
The forum team offered interventions and resources for 
clinicians, quality improvement staff, and allied health 
professionals. 

The team focused on medically-underserved areas and 
the American Indian population. These populations were 
impacted through the participation of IHS and FQHCs and 
through the Flu-FIT project. Through a top-down approach, 
policies and workflows were integrated into a system that 
reached all eligible patient populations for maximum impact.
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Challenges and Lessons Learned
One of the steps in the team’s action plan was an assessment 
of FQHCs.  Looking back, the team would revise the structure 
of the FQHC assessment process since the assessment 
conducted did not include all the information that they 
wanted to collect.  The team was looking for data focused 
on the number of needed colonoscopies and positive FITs to 
help secure and leverage necessary follow-up colonoscopies. 

Rather than trying to add to an ongoing assessment that 
was focused on clinical processes related to CRC screening 
through a partner organization, they would instead approach 
FQHC leadership directly since there are a limited number of 
FQHCs in SD. 

The team emphasized that there was a significant amount of 
work done prior to the forum to get to where they are today—
when “it all came together.”  They believe they benefited 
from being a small state where all the participating players 
knew of one another and their shared activities. There were 
CRC activities going on before they developed their action 
plan, so they did not start at ground zero.  

Although the influx of federal grant money helped, there 
was “kind of a perfect storm,” bringing together all the CRC 
initiatives by various organizations. Their shared knowledge 
contributed to their overall success.

“Find and work with those champions across 
the state who can really back what you’re 
doing.”

Promising Practices
The team identified the following high points: 

• Implementing the Flu-FIT program within a pharmacy 
setting, 

• Bringing the IHS and FQHC systems together to engage 
the high-need population, and 

• Expanding partnerships to share best practices and 
implement CRC screening efforts.

The team built upon lessons learned from historical 
partnerships with a few pilot clinics. Those lessons helped 
them to determine which evidence-based interventions 
were most effective for the identified population. Having 
that data and feedback was very important to the team’s 
success. 

Another important organizing principle was the willingness 
of all the partners to come together, take ownership of 
the process, and be fully committed to the 80% by 2018 
movement.

“It has been an incredible experience to work 
with a variety of partners who have all rolled up 
their sleeves and taken off their organizational 
hats to do this work for our community”.
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Organizations Important 
to Success
All organizations contributed the necessary financial 
resources and staff time to prioritize CRC screening and 
quality improvement efforts. 

Team members took ownership of the plan, and their 
collective impact was a critical factor for the team’s 
successes. 

“Looking back through the year, almost everything we 
did was in partnership with at least one, if not more 
than one, organization.”

Role of the CCC Program
The CCC Coalition implemented the action plan, which 
oversaw the strategy for the state cancer plan. In response 
to the Atlanta Forum, the forum team discussed the best 
ways to ensure accountability. 

The state had a CRC Task Force within its cancer coalition, 
so the group felt it was appropriate to merge the two action 
plans together. They embedded that merging goal into the 
work of the coalition through the CRC taskforce. They also 
got buy-in from the newer organizations, which made the 
process sustainable and ensured accountability through 
frequent calls and dedicated facilitation.

Next Steps
Looking ahead, the group hopes to build momentum for CRC screening as screening rates increase, particularly after reaching 
80% by 2018. Three years into the future, they hope to see FIT tests offered more frequently as more providers and patients 
recognize it as an affordable alternative for CRC screening, particularly if colonoscopy is not feasible. 

They also hope to make population health data more transparent and available in the state. Communities and individuals will 
then have access to quality measures and use that information to aid in the decision-making process. 

With the help of primary care providers, efforts will be made more sustainable and kept in the forefront of people’s minds. 

Collaborative efforts continue to support professional education, evidence-based intervention implementation, and quality 
improvement efforts to increase CRC screening rates in South Dakota.


