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Abstract
Background: 
Despite the effectiveness of mailed fecal immunochemical test (FIT) outreach
in improving colorectal cancer (CRC) screening, use of mailed outreach in 
safety-net health systems and reports of its effectiveness over time among 
those without prior FIT testing are limited. 

Methods:
Patients in a safety-net health setting aged 50-75 years who were not up to 
date (UTD) with CRC screening were randomly assigned to outreach 
intervention or usual care. The intervention arm received an advanced 
notification call and informational postcard prior to the mailed FIT. Usual care
was at the discretion of the primary care provider and care team. Patients 
were followed for up to 2.5 years. The primary outcome was the cumulative 
proportion of patients who completed FIT screening assigned to outreach 
compared to usual care. Screening was further examined as the proportion 
of time UTD with FIT screening and as consistent (completed 2 of 2 FITs), 
intermittent (1 of 2), or non-adherent (0 of 2) with FIT. 

Results:
A total of 5,410 patients were randomized to usual care and 5,361 patients 
were randomized to outreach intervention. The cumulative proportion who 
completed FIT screening was higher in the outreach intervention (73.2% vs. 
55.1%, p < 0.001). Similarly, the proportion of time covered by screening 
was significantly higher in the intervention group (46.8% vs. 27.3%, 19.6%, 
95% CI 18.2% - 20.9%). Patients assigned to FIT outreach were more likely to
consistently complete a FIT (50.1% vs. 21.8%, p < 0.001), were less likely to 
complete any FIT if they had no prior FIT testing (52.5% vs. 83.9%, p < 
0.001), and were unlikely to complete the test during the second cycle if 
they did not complete it during the first cycle (17.8% vs. 37.0%, p < 0.001). 

Conclusions: 
Organized mailed FIT outreach significantly increased CRC screening over 
multiple years in this safety-net health system. While mailing was effective 
overall, the results were modest in certain situations (e.g. no history of FIT 
screening, did not complete FIT in first cycle of intervention).  
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Introduction

Despite being highly preventable, colorectal cancer (CRC) continues to be a 

leading cause of cancer deaths,1,2 especially among low-income and safety-

net populations.3–5 Fecal immunochemical testing (FIT) has been 

demonstrated to be an effective outreach strategy,6–8 and increasingly an 

attractive option in the era of telehealth.9,10 Already, there has been a 

significant expansion of telehealth platforms, highlighting the need for 

alternative solutions to reach patients remotely.11–13

Successful FIT screening in the United States entails annual retesting for 

those with negative results.1 However, studies assessing FIT outreach often 

focus on short-term metrics evaluating the completion of CRC screening in a 

one-time intervention with limited follow-up.14–20 In addition, studies often do 

not account for prior FIT testing behavior, which has been shown to strongly 

predict one-time completion of a mailed FIT.17

We conducted a multiyear, randomized mailed FIT intervention in a safety-

net health system. Though we previously showed a mailed FIT intervention is

effective,17 there is a lack of studies assessing the difference in FIT 

participation for patients over time and in certain situations such as a history

of FIT completion. Our objective was to use measures of longer-term success

to more comprehensively evaluate a mailed FIT program. 
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Methods

Study Setting and Population 

We conducted a multisite study in the San Francisco Health Network (SFHN), 

a safety-net health system providing services to low-income populations, 

from 2016 to 2018. The SFHN consists of 12 adult primary care clinics and 

one specialty medical center, Zuckerberg San Francisco General Hospital 

(ZSFG). Eight of the clinics allowed patients to be randomly assigned to 

receive the outreach intervention versus usual care. 

Study Intervention

The intervention is described in detail elsewhere17 but in brief, patients aged 

50-75 years who were not UTD with CRC screening were included. 

Specifically, previously screened patients became eligible 365 days after a 

previous negative FIT, 5 years after a normal sigmoidoscopy, and 10 years 

after a normal colonoscopy. Patients were excluded if they were homeless, 

had an abnormal FIT but no colonoscopy, colectomy, late stage cancer, or 

other advanced comorbidities. Patients were stratified by clinic, gender, 

race/ethnicity, and history of FIT; they were then randomly assigned 1:1 to 

the outreach intervention or usual care. Outreach included mailing an 

advanced notification postcard and phone call followed by FIT kit mailing, 

and up to two reminder phone calls if the FIT was not returned after two 

weeks. Interpreter services were available for all languages. Usual care was 

at the discretion of providers in the eight participating clinics. 
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Patients were followed for up to 2.5 years. Assignment to outreach 

intervention or usual care did not change. Patients were censored for the 

following reasons: 365 days after an abnormal FIT result, lost to follow up 

(e.g., no encounter for 2 years, transferred care out of partnering clinic), 

received colonoscopy, reached an age of 76 years old, or died. Patients were 

followed until end of study if they continued to meet eligibility criteria 

outlined above. Patients who were lost to follow-up were assumed to have 

not completed FIT screening if the patient had not completed screening 

before being lost to follow-up. 

Statistical Analysis

Patient demographic characteristics were summarized by treatment group 

using proportions and compared using chi-square tests. The primary 

outcome was an intention-to-screen analysis that included all patients 

assigned to outreach and usual care, reporting the cumulative FIT 

completion, which was plotted over time and reported as the proportion of 

patients who completed at least one FIT. Cumulative FIT completion was also

evaluated according to history of prior FIT, based on the presence or absence

of any completed FIT preceding study enrollment that was available in the 

electronic medical records. In addition, the proportion of time covered (PTC) 

by screening was calculated as number of days UTD with screening divided 

by number of days from cohort entry until study end or censoring. PTC has 
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been used to evaluate medication adherence21,22 and hepatocellular 

carcinoma screening,23,24 and more recently CRC screening25,26 with the 

advantage of accounting for follow-up time and tests performed outside of 

screening intervals. We analyzed PTC among those assigned to outreach was

compared to usual care stratified by gender, age, race/ethnicity, insurance, 

primary language, marital status, history of prior FIT, and clinic. 

In a secondary analysis, we evaluated longer-term adherence to FIT 

completion among patients with at least 2 years of follow-up. Adherence was

categorized as consistent (completed 2 of 2 expected FITs), intermittent (1 of

2), or non-adherent (0 of 2) using unadjusted proportional odds models. 

Adherence by this measure was also evaluated according to history of prior 

FIT. 

We used Stata (version 16; StataCorp LP, College Station, Texas) and SAS 

(version 9.4; SAS Institute Inc., Cary, NC) for all statistical analyses. All tests 

were two-sided and a p-value < 0.05 was considered statistically significant.

Results

Patient Demographics

A total of 5,410 patients were randomized to usual care and 5,361 patients 

were randomized to outreach intervention. The primary language spoken 

was significantly different between the two arms as outreach staff verified 
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language preferences in the intervention arm (Table 1). Patient 

characteristics were otherwise not significantly different between the 

outreach and usual care arms. 

Cumulative FIT Completion 

At the end of study follow-up, the cumulative proportion of patients with FIT 

completion was significantly higher in the outreach group compared to the 

usual care group (73.2% vs. 55.1%, p < 0.001, Fig. 1). In patients who 

previously completed a FIT, mailed outreach increased cumulative FIT 

completion (83.9% vs. 71.8%, p < 0.001, Figure 2); similarly, outreach 

increased FIT completion in patients who had not previously completed a FIT,

although the absolute completion rates were more modest (52.5% vs. 37.2%,

p < 0.001). Patterns of FIT participation in each cycle by intervention group 

and prior FIT completion history is detailed Supplemental Fig. 1 and 2. 

Notably, in patients who did not complete a FIT in the first cycle, a second 

round of mailed FIT outreach did not increase FIT completion rates (17.1% 

Outreach vs. 17.8% Usual Care, Supp. Fig. 1).

Proportion of Time Covered 

When CRC screening was measured by PTC, the time covered by screening 

among patients in the outreach arm was 46.8%, compared to 27.3% in the 

usual care arm (difference of 19.6%, 95% CI 18.2% - 20.9%, Table 2). There 

was evidence for effect modification of the mailing by insurance status 
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(interaction p = 0.02), language (interaction p < 0.01) and clinic (interaction 

p = 0.01) on the PTC (Table 2). 

Consistency of Adherence 

A total of 1,607 patients in the usual care group and 1,725 patients in the 

intervention group had at least 2 years of follow-up. Patients assigned to the 

intervention were more consistently adherent (50.1% vs. 21.8%) and were 

correspondingly less intermittently (23.1% vs. 33.3%) or not adherent 

(26.8% vs. 44.9%, p < 0.001, Table 3). Similar patterns of intervention effect 

on adherence were observed in patients with and without prior FIT 

completion (Supp. Table 1).

Discussion

Our study evaluated the effectiveness of an organized mailed FIT outreach in

a randomized controlled trial over multiple years. Though some groups have 

evaluated multiple cycles of FIT screening, much of the existing literature 

focuses on single-cycle, short-term adherence, and do not incorporate prior 

history of FIT completion.14,15,17–19 We found that cumulative FIT completion, 

proportion of time covered by screening, and consistency of adherence were 

significantly higher for patients receiving outreach. We also identified that 

continuing mailed FIT provides no benefit above usual care for those who did

not respond to previous mailed FIT; in these instances, only 17.1% complete 

a FIT over the next year. Overall, our results illustrate that organized mailed 
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FIT outreach is effective over two years, though there are areas for 

improvement and settings for tailored approaches.

There are several studies to which we can compare our findings. In a 

separate study  evaluating 2 cycles of a mailed test in a safety-net setting,27 

the intervention group had a 44-48% cumulative completion rate. This rate is

lower than the cumulative completion rate of 73% in our study; however, this

study was conducted at one clinic site, using the traditional guaiac test, and 

did not specify prior FIT participation. Another study in a safety-net setting 

with one group randomized to mailed FIT found that approximately 16% are 

consistently adherent (3 FIT completed over 3 years) but the adherence 

behavior over two years was not available.28 This study and other non-

randomized multi-year studies did not specify prior history of CRC screening 

and did not evaluate cumulative FIT.7,25,28,29 Additionally, these studies 

included multiple screening modalities.7,25,26,28 

Our study further demonstrated that even though patients with no history of 

FIT have decreased completion rates, they still derived benefit from the first 

cycle of the intervention. However, strategies to improve FIT completion in 

patients who do not participate are warranted. Indeed, resending another FIT

kit does not appear to be effective. 
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Screening coverage time has been used previously to evaluate multiyear 

CRC screening adherence. In one study conducted in a safety-net system 

without FIT mailing, the PTC was 29%, similar to the usual care arm in our 

study.25 Another randomized outreach intervention using multiple screening 

modalities over 5 years in an integrated healthcare system found an 

improvement in PTC by arm (15% compared to 19% in our study).26 

Together, these findings demonstrate another measure of screening 

adherence. When comparing PTC with cumulative FIT completion, the PTC 

was a substantially lower value. Gaps in screening between FIT completion 

cycles, which will lower PTC rates, are likely of little clinical consequence; 

indeed, screening can be biannual in some countries.30,31  As an example, if 

50% of patients are consistently screened on time, the PTC may approximate

50%. Similarly, 50% PTC can be achieved with 100% of patients completing 

the test once during the 2-year cycle. Clinicians should favor a higher 

cumulative completion over two years as it captures the depth and reach of 

a screening intervention. 

In our study, there was evidence of effect modification by insurance, 

language, and clinic. Of note there seemed to be a decreased effect of 

outreach in Clinic 8. This clinic actively used medical assistants to reach out 

to patients not up to date with screening to come into the clinic, likely 

moderating the effect of the organized outreach intervention.
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Our findings are subject to limitations. First, this study was conducted in 

safety-net setting with a diverse patient population and may not be 

generalizable to all healthcare environments. In safety-net populations, 

patients are more likely to have changes in contact information, such as 

addresses and phone numbers, which may impact outreach effectiveness. 

Additionally, our study followed annual stool-based screening guidelines 

whereas other settings may define up-to-date as 2 years after FIT 

completion. Furthermore, effective stool-based programs require not only 

adherence to FIT testing, but also colonoscopy follow-up of positive results 

which was not evaluated in this study. Lastly, a small proportion of patients 

were censored earlier (e.g., left the health system, death, change in 

insurance) due to information gathered during an outreach call, which may 

overestimate the effect of screening in the outreach group.  

Overall, organized FIT outreach significantly increased CRC screening over 

multiple years. Moreover, because the control in our study may no longer 

representative of usual care in a quickly expanding tele-healthcare 

environment, the expected benefit from outreach may be greater than 

described. We found that compared to usual care, patients who received the 

mailed FIT intervention had a significantly higher cumulative completion, 

proportion of time up-to-date with screening, and consistent adherence. 

Future avenues of inquiry include a focus on longer follow-up while 
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identifying alternative strategies for patients who do not complete FIT. 

Continued FIT completion seems to persist after the first cycle and should be 

followed to see how long the benefit may persist; determining when future 

participation declines may implicate an optimal time for a potential “booster”

intervention. Given the variety of metrics used to evaluate CRC screening 

programs, it would be valuable to assess how metrics correlate with 

outcomes such as colonoscopy for positive tests, interval cancers, and 

mortality. 

Acknowledgements 

This study would not have been possible without the partnership of leaders 

in the San Francisco Health Network of the San Francisco Department of 

Public Health. This work was supported in part by the Centers for Disease 

Control and Prevention U48DP004998 (SIP 14-012), the UCSF Academic 

Research Systems and the National Center for Advancing Translational 

Sciences, and the SF Cancer Initiative. Preliminary data from this manuscript 

was presented virtually at Digestive Disease Week, May 2020. The authors 

have no conflicts of interest to disclose.

263

264

265

266

267

268

269

270

271

272

273

274

275

276

277

278

279

280



References

1. US Preventive Services Task Force, Bibbins-Domingo K, Grossman DC, et al. 
Screening for Colorectal Cancer: US Preventive Services Task Force 
Recommendation Statement. JAMA. 2016;315(23):2564-2575. 
doi:10.1001/jama.2016.5989

2. Ward EM, Sherman RL, Henley SJ, et al. Annual Report to the Nation on the 
Status of Cancer, Featuring Cancer in Men and Women Age 20–49 Years. JNCI J 
Natl Cancer Inst. 2019;111(12):1279-1297. doi:10.1093/jnci/djz106

3. Jackson CS, Oman M, Patel AM, Vega KJ. Health disparities in colorectal cancer 
among racial and ethnic minorities in the United States. J Gastrointest Oncol. 
2016;7(Suppl 1):S32-43. doi:10.3978/j.issn.2078-6891.2015.039

4. Saldana-Ruiz N, Clouston SAP, Rubin MS, Colen CG, Link BG. Fundamental 
causes of colorectal cancer mortality in the United States: understanding the 
importance of socioeconomic status in creating inequality in mortality. Am J 
Public Health. 2013;103(1):99-104. doi:10.2105/AJPH.2012.300743

5. Liss DT, Baker DW. Understanding current racial/ethnic disparities in colorectal 
cancer screening in the United States: the contribution of socioeconomic status
and access to care. Am J Prev Med. 2014;46(3):228-236. 
doi:10.1016/j.amepre.2013.10.023

6. Singal AG, Gupta S, Tiro JA, et al. Outreach invitations for FIT and colonoscopy 
improve colorectal cancer screening rates: A randomized controlled trial in a 
safety-net health system. Cancer. 2016;122(3):456-463. 
doi:10.1002/cncr.29770

7. Levin TR, Corley DA, Jensen CD, et al. Effects of Organized Colorectal Cancer 
Screening on Cancer Incidence and Mortality in a Large Community-Based 
Population. Gastroenterology. 2018;155(5):1383-1391.e5. 
doi:10.1053/j.gastro.2018.07.017

8. Chiu H-M, Chen SL-S, Yen AM-F, et al. Effectiveness of fecal immunochemical 
testing in reducing colorectal cancer mortality from the One Million Taiwanese 
Screening Program. Cancer. 2015;121(18):3221-3229. doi:10.1002/cncr.29462

9. London JW, Fazio-Eynullayeva E, Palchuk MB, Sankey P, McNair C. Effects of the 
COVID-19 Pandemic on Cancer-Related Patient Encounters. JCO Clin Cancer 
Inform. 2020;(4):657-665. doi:10.1200/CCI.20.00068

10. Dorn A van, Cooney RE, Sabin ML. COVID-19 exacerbating inequalities in the 
US. The Lancet. 2020;395(10232):1243-1244. doi:10.1016/S0140-
6736(20)30893-X

11. Butler SM. After COVID-19: Thinking Differently About Running the Health Care 
System. JAMA. 2020;323(24):2450. doi:10.1001/jama.2020.8484

281
282

283
284
285
286

287
288
289

290
291
292

293
294
295
296

297
298
299
300

301
302
303
304

305
306
307
308

309
310
311

312
313
314

315
316
317

318
319



12. Peden CJ, Mohan S, Pagán V. Telemedicine and COVID-19: an Observational 
Study of Rapid Scale Up in a US Academic Medical System. J Gen Intern Med. 
Published online June 4, 2020:1-3. doi:10.1007/s11606-020-05917-9

13. Wosik J, Fudim M, Cameron B, et al. Telehealth Transformation: COVID-19 and 
the rise of Virtual Care. J Am Med Inform Assoc JAMIA. Published online April 20,
2020. doi:10.1093/jamia/ocaa067

14. Lasser KE, Murillo J, Lisboa S, et al. Colorectal cancer screening among 
ethnically diverse, low-income patients: a randomized controlled trial. Arch 
Intern Med. 2011;171(10):906-912. doi:10.1001/archinternmed.2011.201

15. Hendren S, Winters P, Humiston S, et al. Randomized, Controlled Trial of a 
Multimodal Intervention to Improve Cancer Screening Rates in a Safety-Net 
Primary Care Practice. J Gen Intern Med. 2014;29(1):41-49. 
doi:10.1007/s11606-013-2506-1

16. Levy BT, Xu Y, Daly JM, Ely JW. A randomized controlled trial to improve colon 
cancer screening in rural family medicine: an Iowa Research Network (IRENE) 
study. J Am Board Fam Med JABFM. 2013;26(5):486-497. 
doi:10.3122/jabfm.2013.05.130041

17. Somsouk M, Rachocki C, Mannalithara A, et al. Effectiveness and Cost of 
Organized Outreach for Colorectal Cancer Screening: A Randomized, Controlled
Trial. JNCI J Natl Cancer Inst. 2020;112(3):305-313. doi:10.1093/jnci/djz110

18. Gupta S, Halm EA, Rockey DC, et al. Comparative effectiveness of fecal 
immunochemical test outreach, colonoscopy outreach, and usual care for 
boosting colorectal cancer screening among the underserved: a randomized 
clinical trial. JAMA Intern Med. 2013;173(18):1725-1732. 
doi:10.1001/jamainternmed.2013.9294

19. Baker DW, Brown T, Buchanan DR, et al. Comparative effectiveness of a 
multifaceted intervention to improve adherence to annual colorectal cancer 
screening in community health centers: a randomized clinical trial. JAMA Intern 
Med. 2014;174(8):1235-1241. doi:10.1001/jamainternmed.2014.2352

20. Goldman SN, Liss DT, Brown T, et al. Comparative Effectiveness of Multifaceted 
Outreach to Initiate Colorectal Cancer Screening in Community Health Centers: 
A Randomized Controlled Trial. J Gen Intern Med. 2015;30(8):1178-1184. 
doi:10.1007/s11606-015-3234-5

21. Savitz ST, Stearns SC, Zhou L, et al. A Comparison of Self-reported Medication 
Adherence to Concordance Between Part D Claims and Medication Possession. 
Med Care. 2017;55(5):500-505. doi:10.1097/MLR.0000000000000701

22. Kim J, Bushnell CD, Lee HS, Han SW. Effect of Adherence to Antihypertensive 
Medication on the Long-Term Outcome After Hemorrhagic Stroke in Korea. 
Hypertens Dallas Tex 1979. 2018;72(2):391-398. 
doi:10.1161/HYPERTENSIONAHA.118.11139

320
321
322

323
324
325

326
327
328

329
330
331
332

333
334
335
336

337
338
339

340
341
342
343
344

345
346
347
348

349
350
351
352

353
354
355

356
357
358
359



23. Goldberg DS, Valderrama A, Kamalakar R, Sansgiry SS, Babajanyan S, Lewis JD.
Hepatocellular Carcinoma Surveillance Among Cirrhotic Patients With 
Commercial Health Insurance. J Clin Gastroenterol. 2016;50(3):258-265. 
doi:10.1097/MCG.0000000000000411

24. Chen VL, Singal AG, Tapper EB, Parikh ND. Hepatocellular carcinoma 
surveillance, early detection and survival in a privately insured US cohort. Liver 
Int Off J Int Assoc Study Liver. Published online January 13, 2020. 
doi:10.1111/liv.14379

25. Murphy CC, Sigel BM, Yang E, et al. Adherence to colorectal cancer screening 
measured as the proportion of time covered. Gastrointest Endosc. 
2018;88(2):323-331.e2. doi:10.1016/j.gie.2018.02.023

26. Green BB, Anderson ML, Cook AJ, et al. A Centralized Mailed Program with 
Stepped Increases of Support Increases Time in Compliance with Colorectal 
Cancer Screening Guidelines over 5 Years: a Randomized Trial. Cancer. 
2017;123(22):4472-4480. doi:10.1002/cncr.30908

27. Myers RE, Sifri R, Hyslop T, et al. A randomized controlled trial of the impact of 
targeted and tailored interventions on colorectal cancer screening. Cancer. 
2007;110(9):2083-2091. doi:10.1002/cncr.23022

28. Singal AG, Gupta S, Skinner CS, et al. Effect of Colonoscopy Outreach vs Fecal 
Immunochemical Test Outreach on Colorectal Cancer Screening Completion: A 
Randomized Clinical Trial. JAMA. 2017;318(9):806. 
doi:10.1001/jama.2017.11389

29. Jensen CD, Corley DA, Quinn VP, et al. Fecal Immunochemical Test Program 
Performance Over 4 Rounds of Annual Screening. Ann Intern Med. 
2016;164(7):456-463. doi:10.7326/M15-0983

30. Robertson DJ, Lee JK, Boland CR, et al. Recommendations on Fecal 
Immunochemical Testing to Screen for Colorectal Neoplasia: A Consensus 
Statement by the US Multi-Society Task Force on Colorectal Cancer. 
Gastroenterology. 2017;152(5):1217-1237.e3. 
doi:10.1053/j.gastro.2016.08.053

31. van Roon AHC, Goede SL, Ballegooijen M van, et al. Random comparison of 
repeated faecal immunochemical testing at different intervals for population-
based colorectal cancer screening. Gut. 2013;62(3):409-415. 
doi:10.1136/gutjnl-2011-301583

360
361
362
363

364
365
366
367

368
369
370

371
372
373
374

375
376
377

378
379
380
381

382
383
384

385
386
387
388
389

390
391
392
393

394



Tables and Figures 

Table 1. Baseline characteristics of patients assigned to usual care and 
outreach. 
Table 2. Proportion of time covered by FIT screening for patients assigned 
to usual care and outreach.
Table 3. Categorized adherence with FIT screening over two years for 
patients assigned to usual care and outreach intervention 

Fig. 1. Cumulative FIT completion during the 2.5 years after randomization. 
Patients assigned to outreach had a higher cumulative FIT completion 
compared to those assigned to usual care (73.2% vs. 55.1%, p < 0.001).
Fig. 2. Cumulative FIT completion in patients by history of FIT completion 
during the 2.5 years after randomization. Patients with a history of FIT had 
higher cumulative FIT completion (83.9% Outreach, 71.8% Usual Care) 
compared to those with no history (52.5% Outreach, 37.2% Usual Care). 
Outreach was associated with higher cumulative FIT completion compared to
usual care, regardless of FIT history (p < 0.001). 

Supplemental Fig. 1. Diagram showing the FIT completion outcomes of all 
patients who were randomized to usual care and outreach throughout the 
2.5 years of follow-up. Patients who were censored or lost to follow-up during
a FIT cycle were not included in the following cycle. 

Supplemental Fig. 2. Diagram showing the FIT completion outcomes of all 
patients who were randomized to usual care and outreach throughout the 
2.5 years of follow-up stratified by prior FIT status. Patients who were 
censored or lost to follow-up during a FIT cycle were not included in the 
following cycle.

Supplemental Table 1. Categorized adherence with FIT screening over two
years for patients stratified by history of FIT completion
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Table 1. Baseline characteristics of patients assigned to usual care and 
outreach. 

 

Usual
Care

Outreach
p

(n =
5,410)

(n = 5,361)

Gender (%) 0.45
  Female 2569 (47.5) 2507 (46.8)
  Male 2841 (52.5) 2854 (53.2)
Age (%) 0.88
  50 – 54 1460 (27.0) 1407 (26.2)
  55 – 59 1443 (26.7) 1423 (26.5)
  60 – 64 1258 (23.3) 1256 (23.4)
  65 – 69 831 (15.4) 850 (15.9)
  70 – 75 418 (7.7) 425 (7.9)
Race/Ethnicity (%) 0.80
  Hispanic 1357 (25.1) 1300 (24.2)
  Non-Hispanic Black 1204 (22.3) 1184 (22.1)
  Non-Hispanic White 1221 (22.6) 1234 (23.0)
  Asian 1039 (19.2) 1033 (19.3)
  Other/Unknown 589 (10.9) 610 (11.4)
Insurance (%)x 0.73
  Medicaid 2716 (50.2) 2721 (50.8)
  Medicare 1038 (19.2) 993 (18.5)
  County Sponsored 474 (8.8) 455 (8.5)
  Healthy Worker* 725 (13.4) 758 (14.1)
  Uninsured 278 (5.1) 272 (5.1)
Primary Language (%) <0.01
  English 3554 (65.7) 3485 (65.0)
  Spanish 946 (17.5) 1060 (19.8)
  Chinese 310 (5.7) 371 (6.9)
  Other/Unknown† 600 (11.1) 445 (8.3)
Marital Status (%) 0.98
  Single 2629 (48.6) 2608 (48.6)
  Married 1152 (21.3) 1123 (20.9)
  Divorced 432 (8.0) 448 (8.4)
  Separated 239 (4.4) 238 (4.4)
  Widowed 219 (4.0) 209 (3.9)
  Unknown 739 (13.7) 735 (13.7)
History of FIT (%) 0.62
  No 2182 (40.3) 2137 (39.9)
  Yes 3228 (59.7) 3224 (60.1)
Clinic (%) 0.64
  1 1280 (23.7) 1276 (23.8)
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  2 582 (10.8) 611 (11.4)
  3 338 (6.2) 325 (6.1)
  4 432 (8.0) 471 (8.8)
  5 1021 (18.9) 958 (17.9)
  6 841 (15.5) 832 (15.5)
  7 485 (9.0) 459 (8.6)
  8 431 (8.0) 429 (8.0)  

x Patients with other/unknown insurance not reported. 
* Insurance type for in-home support service providers and temporary insurance for county employees
†The percentage of patients with other or unknown language was decreased in the intervention arm as outreach 
workers verified language preference.
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Table 2. Proportion of time covered by FIT screening for patients assigned 
to usual care and outreach. 

 

Usual
Care

Outreac
h Difference (95%

CI) 

Subgroup
Interaction with

Intervention(n =
5,410)

(n =
5,361)

Overall 27.3% 46.8%
19.6% (18.2%,

20.9%)
Gender p = 0.97

  Female 29.9% 50.1% 
20.2% (18.2%,

22.2%)

  Male 24.9% 44.0% 
19.1% (17.2%,

20.9%)
Age (%) p = 0.29

  50 – 54 24.1% 43.9%
19.7% (17.1%,

22.3%) 

  55 – 59 27.7% 45.5%
17.7% (15.1%,

20.4%)

  60 – 64 28.7% 49.1%
20.3% (17.5%,

23.2%)

  65 – 69 29.0% 50.3%
21.3% (17.8%,

24.8%)

  70 – 75 28.7% 47.7%
19.0% (14.0%,

24.0%)
Race/Ethnicity 
(%)

p = 0.78

  Hispanic 31.4% 54.1%
22.6% (19.9%,

25.3%)
  Non-Hispanic 
Black

23.1% 39.5%
16.4% (13.7%,

19.2%)
  Non-Hispanic 
White

20.8% 39.9%
19.1% (16.3%,

21.8%)

  Asian 36.9% 58.5%
21.6% (18.4%,

24.8%)

  Other/Unknown 22.5% 39.8%
17.3% (13.2%,

21.4%)
Insurance (%) p = 0.02

  Medicaid 25.3 % 44.0%
18.8% (16.9%,

20.7%)

  Medicare 28.0% 48.0%
20.0% (16.8%,

23.1%)

  County Sponsored 30.3% 52.4%
22.1% (17.5%,

26.6%)

  Healthy Worker* 37.7% 59.2%
21.5% (17.9%,

25.2%)

  Uninsured 15.8% 39.5%
23.7% (18.2%,

29.2%)
Primary p = 0.01
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Language (%)

  English 24.8% 41.0%
16.1% (14.5%,

17.8%)

  Spanish 33.6% 56.2%
22.5% (19.4%,

25.6%)

  Chinese 45.9% 68.1%
22.2% (16.8%,

27.6%)

  Other/Unknown† 22.2% 52.8%
30.7% (26.2%,

35.1%)
Marital Status 
(%)

p = 0.36

  Single 28.9% 46.2%
20.8% (18.8%,

22.7%)

  Married 35.1% 55.7%
20.6% (17.6%,

23.6%)

  Divorced 28.9% 46.2%
17.3% (12.5%,

22.1%)

  Separated 24.9% 46.9%
22.0% (15.6%,

28.4%)

  Widowed 25.6% 47.4%
21.9% (15.0%,

28.8%)

  Unknown 22.3% 36.1%
13.8% (10.3%,

17.3%)
History of FIT 
(%)

p = 0.49

  No 14.3% 29.7%
15.4% (13.5%,

17.3%)

  Yes 36.0% 58.2%
22.2% (20.4%,

23.9%)
Clinic (%) p = 0.01

  1 33.1% 56.4%
23.3% (20.4%,

26.1%)

  2 28.5% 43.9%
15.5% (11.2%,

19.7%)

  3 22.3% 47.2%
24.9% (19.8%,

30.1%)

  4 27.5% 53.7%
26.2% (21.7%,

30.7%)

  5 29.4% 45.2%
15.8% (12.6%,

19.0%)

  6 19.2% 39.4%
20.2% (17.0%,

23.4%)

  7 22.3% 39.8%
17.5% (12.9%,

22.0%)

  8 28.1% 40.0%
12.0% (7.2%,

16.7%)
* Insurance type for in-home support service providers and temporary insurance for county employees
†The percentage of patients with other or unknown language was decreased in the intervention arm as outreach 
workers verified language preference.
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Table 3. Categorized adherence with FIT screening over two years for 
patients assigned to usual care and outreach intervention 

Adherence 
with FIT 
Screening

Usual Care
(n=1,607)

Outreach
(n=1,725)

None 722 (44.9%) 462 (26.8%) p<0.001
Intermittent 535 (33.3%) 399 (23.1%)
Consistent 350 (21.8%) 864 (50.1%)

Figures 

Fig. 1. Cumulative FIT completion during the 2.5 years after randomization. 
Patients assigned to outreach had a higher cumulative FIT completion 
compared to those assigned to usual care (73.2% vs. 55.1%, p < 0.001). 
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Fig. 2. Cumulative FIT completion in patients by history of FIT completion 
during the 2.5 years after randomization. Patients with a history of FIT had 
higher cumulative FIT completion (83.9% Outreach, 71.8% Usual Care) 
compared to those with no history (52.5% Outreach, 37.2% Usual Care). 
Outreach was associated with higher cumulative FIT completion compared to
usual care, regardless of FIT history (p < 0.001). 
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Supplemental Fig. 1. Diagram showing the FIT completion outcomes of all 
patients who were randomized to usual care and outreach throughout the 
2.5 years of follow-up. Patients who were censored or lost to follow-up during
a FIT cycle were not included in the following cycle. 
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Supplemental Fig. 2. Diagram showing the FIT completion outcomes of all 
patients who were randomized to usual care and outreach throughout the 
2.5 years of follow-up stratified by prior FIT status. Patients who were 
censored or lost to follow-up during a FIT cycle were not included in the 
following cycle. 

Supplemental Table 1. Adherence with FIT screening over two years 
stratified by history of FIT completion

No History of FIT History of FIT
Adherence
with FIT 
Screening

Usual Care 
(n = 729)

Outreach
(n = 748)

Usual Care 
(n = 878)

Outreach
(n = 977)

None 467
(64.1%)

352
(47.1%)

p<0.001 255 (29.0%) 110 (11.3%) p<0.001

Intermittent 187
(25.7%)

202
(27.0%)

348 (39.6%) 197 (20.2%)

Consistent 75 (10.3%) 194 275 (31.3%) 670 (68.6%)
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