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EXECUTIVE SUMMARY
The Exact Sciences FOCUS program funds clinics and community organizations to increase 
colorectal cancer (CRC) screening rates and ensure pathways to affordable follow-up colonoscopies 
using evidence-based interventions. In the second cohort of 2023 (out of two total cohorts), grants 
were awarded to 19 Clinical Advancement and 4 Community Impact sites (descriptions on page 5).

Interventions such as 
automated reminders,  
one-on-one education, 

community outreach, and 
small media helped engage 
patients in trusted settings 

and encouraged participation 
in screening.

Interventions that 
strengthened clinical 

workflows and provider 
engagement, including 

electronic health record (EHR) 
prompts, provider reminders, 
performance feedback, and 

training, supported more 
consistent screening practices.

Interventions that reduced 
financial and logistical barriers, 

such as navigation services, 
transportation support, 
and no-cost screening 
options, helped more 

patients complete screening, 
particularly those with limited 

resources or coverage.

Demand Delivery Access

Clinical Advancement Site Highlights

Top-performing sites improved 
screening rates by 49–65% 

above baseline through 
coordinated navigation and 

timely follow up. 

Navigation, along with 
reminders and education, 
helped patients complete 
screening by guiding patients 
through each step.

Workflow updates such as 
integrating standing orders, 

expanding provider engagement, 
and clarifying roles helped teams 
maintain screening momentum.

89% of clinical advancement 
sites (17 of 19) increased 
colorectal cancer screening 
rates, demonstrating 
measurable progress across 
diverse care settings.* 

•	 Southwest Community Health Centers earned a 2025 NACHC Best and Promising Practice Award.
•	 Axis Community Health increased the number of providers achieving colorectal cancer screening 

goals from 8 percent to 100 percent by the end of 2024.
•	 Fort Drum Regional Health Organization convened and collaborated with 11 partner clinics, 

completing 1,984 screenings and surpassing the original goal of 1,250.

Disclaimer: All information relating to the Cologuard® product has been voluntarily shared by grantees.

Evidence-based Interventions Used

*Most sites demonstrated measurable improvement, while two sites experienced capacity, staffing, or workflow constraints that likely 
limited short-term gains.
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PATIENT EDUCATIONPATIENT EDUCATION
PROVIDER / STAFF PROVIDER / STAFF 

EDUCATIONEDUCATION
TRACKING AND TRACKING AND 

REPORTINGREPORTING

What 
Worked

Insights Across Sites

Personalized outreach, culturally relevant communication, and trusted 
community voices increased awareness of stool-based testing, reduced 
hesitation, and strengthened patient engagement.

Shared staffing models and streamlined workflows helped teams  
navigate staffing transitions and capacity challenges and maintain 
screening continuity.

Coordinated processes such as closer tracking of mailed Cologuard® kits, 
return support, and community partnerships helped sites address delays 
and expand reach.MOMENTUM
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Routinely tracking and 
sharing screening rates at 
the provider or clinic level 
kept teams connected to 
their progress. Sharing 
these metrics in meetings 
or email updates increased 
transparency, encouraged 
competition, and 
strengthened accountability. 
Some clinics paired this 
feedback with simple 
incentives for providers who 
met screening goals, helping 
teams prioritize screening 
conversations and adjust 
when needed.

Several clinics integrated 
patient education into 
routine visits to meet 
patients where they were 
culturally, linguistically, and 
in terms of health literacy. 
Community health workers 
(CHWs) played an essential 
role by using language that 
built rapport and reduced 
stigma around screening. 
Clinics also used simple tools 
and visual aids to support 
understanding of screening 
options and shared decision 
making.

Embedding regular provider 
and staff education into 
team routines helped build 
a shared understanding of 
the screening landscape, 
clinic workflows, and available 
low- or no-cost options. These 
ongoing trainings reinforced 
shared responsibilities and 
strengthened providers’ 
confidence in discussing 
screening choices. Sites noted 
that consistent education 
contributed to steady 
improvements in provider 
screening metrics over time.
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OVERVIEW OF THE FOCUS PROGRAM
Exact Sciences is committed to overcoming barriers to care and ensuring access to 
colorectal cancer (CRC) screening by working closely with community and clinic partners 
through its FOCUS Program, launched in 2022. This program:

•	 Awards grants ranging from $25,000 to $75,000 over an 18-month period to healthcare clinics, 
community organizations, public health foundations, and advocacy groups.

•	 Offers technical assistance, including a kickoff meeting, training, collaborative learning calls, 
and tailored support as needed. 

•	 Aims to effectively reach and serve the most vulnerable patients by increasing grantee  
know-how through shared learning and problem solving.

Address and reduce barriers to 
follow-up colonoscopy adherence

Increase CRC screening  
through systems change

Promote and improve 
adherence to screening 
average-risk adults, ages 45-49

Promote shared  
decision-making and patient 
choice and screening options

Build stronger communities 
through collaboration with multiple 
community stakeholders

Support vulnerable populations, 
emphasis on never-screened 

individuals

Aligning Initiatives

Reaching Key Unscreened Populations

Vulnerable 
Populations

Black and 
African American 

Populations

Rural 
Populations

Latinx 
Populations

Never Screened 
Individuals

Housing 
Unstable 

Populations

Immigrant 
Populations Veterans
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Fall 2023 Cohort
In the Fall 2023 Cohort (Cohort 2 of 2), Exact Sciences awarded 23 FOCUS Program grants to 
organizations focusing on increasing CRC screening in their communities. The map below 
highlights the funded sites, including Clinical Advancement and Community Impact sites. 

Community 
Health Center 

Network

Marshall 
Medical Center

Axis 
Community 

Health

Lone Star 
Circle of Care

Chiricahua Community 
Health Centers

Harbor Community Clinic 
dba Harbor Community 

Health Centers

Five Rivers 
Samaritan Health 
Center

The 
Centers

Kaleida Health 
Foundation

Ozarks 
Community 

Health Center

Kansas City CARE Clinic dba 
KC CARE Health Center

Mississippi State 
Department of 
Health

Jane Pauley 
Community 

Health 
Center

Illinois Public 
Health AssociationRural Wisconsin 

Health Cooperative

Wisconsin Collaborative 
for Healthcare Quality

Fort Drum 
Regional Health 
Planning 
Organization

Generations Family 
Health Center

Optimus Health Care

Southwest 
Community Health 
Center

Talbot County Health 
Department

Tri-County Community Health 
Council, Inc. dba CommWell Health

Clinical Advancement FOCUS Sites                    Community Impact FOCUS Sites

Christian Community 
Health Services dba 
Crossroad Health Center

Clinical Advancement Sites focus on 
increasing CRC screening rates and are 
required to collect and report screening 
outcomes. Clinical Advancement sites include, 
but are not limited to:

•	 Federally Qualified Health Centers

•	 Look-Alike Clinics

•	 Community Health Centers

Community Impact Sites focus on advancing 
CRC screening awareness, education, and 
access, and are not required to report on 
screening outcomes. Community Impact sites 
include, but are not limited to:

•	 Public Health Department

•	 Regional Heath Collaborative / QI Network
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SUCCESSES WITH CRC SCREENING RATES

89%
of FOCUS sites 
(17 out of 19*) 

demonstrated 
improvements in 

CRC screening rates 
by the conclusion of 

the project.

FOCUS Program CRC Screening Data for Clinical Advancement Sites

Largest increases above goal** at final

Site 12 (+23.46%) 

Site 1 (+11.21%) 

Site 19 (+10.64%)

Largest increases above baseline at final

Site 5 (+64.62%) 

Site 19 (+50.82%) 

Site 8 (+49.47%)

Modest increases above baseline at final

Site 15 (+4.26%) 

Site 7 (+3.84%) 

Site 3 (+1.23%)

*Most sites demonstrated measurable improvement, while two sites experienced capacity, staffing, or workflow constraints that likely 
limited short-term gains.

**See the Appendix for the goal percentages for the Clinical Advancement sites.
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Spotlighting Effective Interventions at Clinical Advancement Sites

The following sites saw high growth in their screening rates between the baseline and final 

assessments. 

FOCUS Site 10: Aligning Care Teams for Screening Success

Site 10 strengthened CRC screening by 
coordinating a team-based approach 
that aligned providers, navigators, and 
CHWs around a shared screening process 
supported by practical training and 
education tools.

Screening Rates
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Baseline Midline Final

Screening Rate Increase: +12.52%Screening Rate Increase: +12.52%

FOCUS Site 18: Reducing Hesitancy Through Creative Engagement

Site 18 improved CRC screening and 
reduced hesitancy by using small media 
outreach, automated text reminders, 
and personalized navigation support to 
increase kit returns.

Screening Rates
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Screening Rate Increase: +31.64%Screening Rate Increase: +31.64%

FOCUS Site 19: Tailoring Community Engagement to Expand Access

Site 19 increased CRC screening by 
using bilingual CHWs, reminders, and 
community education to reach patients 
facing access barriers and support them 
through completion.

Screening Rates
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29.35
32.61
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Baseline Midline Final

Screening Rate Increase: +50.81%Screening Rate Increase: +50.81%
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CREATING A CULTURE OF SHARED 
PURPOSE ACROSS 11 PARTNER CLINICS
Fort Drum Regional Health Organization | Watertown, NY

Populations Served
•	 Low-income

•	 People living with disabilities

Interventions Used

Completed 1,984 
screenings, surpassing 

the goal of 1,250.

Shared screening performance 
across partner sites to 

encourage improvement.

Offered clinics $8 per completed 
screening and allowed sites to 

determine how to distribute funds.

Used portal messages, phone 
calls, letters, and in-clinic 

conversations to reach patients.

Identified 3,733 average risk 
patients due for screening 
using Medicare and MCO 

Medicaid data.

Screening Successes

Primary Interventions
•	 Provider Assessment 

and Feedback
•	 Small Media

Supporting Interventions
•	 Patient Navigation Services

•	 Patient Reminders

A regional collaboration with 11 partner clinics resulted in 1,984 completed 
screenings, surpassing the original goal of 1,250.
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Regional Media Effort to Build Awareness

•	 Launched media outreach through television, radio, newspapers, digital 
platforms, and social media.

•	 Website placements generated more than 1 million impressions and increased 
visibility of CRC screening.

•	 Campaign messaging encouraged patients to ask providers which screening 
method was right for them.

Multi-Touch Patient Engagement

•	 Outreach included portal messages, phone calls, mailed letters, and 1:1 
conversations during appointments.

•	 Multiple contacts were essential for reaching individuals who were previously 
disconnected from preventive care.

•	 Many patients responded more positively once they heard from the clinic 
multiple times and through different formats.

•	 Educated clinic staff and billing teams on updated insurance coverage rules for 
follow-up colonoscopies.

Shared Learning Across Partner Clinics

•	 Coordinated best practice exchange across hospital-based clinics, FQHCs, and 
private practices.

•	 Facilitated collaboration and joint problem solving across sites to address 
barriers to care.

•	 Transparent reporting motivated healthy competition and sustained 
engagement.

•	 Celebrating collective progress helped partners maintain energy and momentum.
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CHWS LEADING SYSTEMS CHANGE AND 
SUPPORTING PATIENTS FROM START TO FINISH
Southwest Community Health Centers | Bridgeport, CT

Populations Served
•	 Low-income

•	 Racially and ethnically 
diverse communities

•	 Non-English primary 
language

Interventions Used

Increased 30-, 60-, and 90-day 
compliance through portal 

reminders and consistent follow-up.

Coordinated free 
colonoscopies for uninsured 
patients who tested positive.

Provided no-cost Cologuard® 

kits to uninsured patients 
using the Patient Assistance 

Program.

Installed a UPS drop 
box at the clinic to 

simplify returns.

Earned a 2025 NACHC 
Best and Promising 

Practice Award.

Screening Successes

Primary Interventions
•	 Engaging Community 

Health Workers
•	 Reduce Barriers to Care 

including patient costs

Supporting Interventions
•	 Patient Navigation Services

•	 Patient and Community 
Education

•	 Promotion through  
Small Media

•	 One-on-One Education

•	 Provider Reminders

•	 Provider Assessment and 
Feedback

An on-site Cologuard® program supported by CHWs that achieved a 76 percent kit 
return rate and strengthened trust across diverse communities.
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Leveraging Technology for Screening Follow-Through

•	 Used standing electronic orders and dashboard tools to track screening 
progress and support decision making.

•	 Shared linguistically appropriate resources through the patient portal.

•	 Reminders played a critical role in sustaining engagement and increasing 
compliance across time points.

Removing Barriers to Complete the Full  
Screening Pathway

•	 Distributed Cologuard® kits on-site and supported patients with shipping and 
materials.

•	 The addition of a UPS drop box made it easier for patients to complete and 
return tests.

•	 CHWs stayed connected with patients through follow-up steps, including 
referral and preparation support.

•	 Combining navigation, education, and logistical support reduced confusion and 
made participation feel approachable.

CHWs Driving Patient Trust and Screening Participation

•	 Delivered tailored one-on-one education during appointments, by phone, and 
at community events.

•	 Used multilingual materials and video instructions to increase comfort with 
stool-based testing.

•	 Patients responded more openly because education felt personal, culturally 
familiar, and offered in their preferred language.

•	 Providers increasingly initiated handoffs directly to CHWs, reducing missed 
opportunities for screening.
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DRIVING SCREENING IMPROVEMENT 
THROUGH PROVIDER ENGAGEMENT AND 
PERSONALIZED OUTREACH 
Axis Community Health | Pleasanton, CA

Populations Served
•	 Low-income

•	 Uninsured

Interventions Used

Increased the number of providers achieving colorectal cancer screening goals from 
8 percent to 100 percent by the end of 2024.

Primary Interventions
•	 Provider Assessment 

and Feedback
•	 Provider and 

Professional Education
•	 Provider Reminders
•	 Reduce Barriers to Care 

including Patient Costs

Supporting Interventions
•	 Patient Navigation Services

•	 Patient and Community 
Education

•	 Patient Reminders

•	 Engaging Community 
Health Workers

•	 Promotion of Screening 
through Small Media

•	 One-on-One Education

Increased screening completion 
through MA-supported 

outreach calls.

Completed 431 screenings in one 
month through targeted outreach.

Expanded provider participation 
from 8 percent to 100 percent.

Shifted from FIT to Cologuard®, achieving 75 
percent completion among insured patients 
and 78 percent among uninsured patients.

Screening Successes
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Elevating Screening Access through  
Cologuard® Integration

•	 Integrated Cologuard® ordering and result workflows into the EHR to remove 
manual processes and improve efficiency.

•	 Served as the first in their region to use Cologuard® for uninsured patients and 
presented lessons learned at the 2024 OCHIN Learning Forum.

•	 Shared implementation experience with other organizations to support 
program replication and reduce gaps in screening access.

Personalized Outreach Supported by Navigation

•	 Designated “population health time” for medical assistants to call patients due 
or overdue for screening to explain screening benefits, place orders, and support 
patients unable to visit in person.

•	 Layered navigation services between Axis staff and Exact Sciences to support 
completion of Cologuard® testing.

•	 Assigned CHWs to patients with complex needs to help address barriers such as 
transportation, financial assistance, and access to social services.

Provider Engagement to Drive Screening Performance

•	 Met twice per year with each provider to review screening goals, identify  
the number of patients needed to meet targets, and develop tailored  
outreach strategies.

•	 Distributed monthly provider report cards and enabled real-time tracking 
through the health management tool to promote shared accountability.

•	 Delivered annual training ahead of Colorectal Cancer Awareness Month covering 
screening guidelines, disparities, and site-specific processes.
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OPERATIONALIZING INTERVENTIONS 
ACROSS SITES
Evidence-based interventions, as recommended in the Centers for Disease Control and 
Prevention’s The Community Guide, are practices or programs that have peer-reviewed, 
documented evidence of effectiveness (accessed 11/28/2025). In other words, we know these 
interventions work. Sites participating in the FOCUS Program utilize these interventions to 
improve the quality of cancer screening and increase the number of people screened.

Increasing Delivery Among Providers and Clinic Staff

Sites utilized evidence-based and informed interventions that increased screening delivery among 
providers and clinical staff. The table below shows the interventions, examples of implementation 
strategies, and associated impacts.  

Provider 
Reminders

INTERVENTION* IMPLEMENTATION IMPACT

Provider 
Assessment 
and Feedback

Provider and 
Professional 
Education

Kaleida implemented EHR prompts to 
remind providers to discuss, order, and 
document CRC screening during visits, 
ensuring consistent completion and tracking. 

Fort Drum Regional Health Planning 
Organization shared EHR and partner-
reported data to compare practice 
performance and identify areas for 
improvement across partners.

Community Health Center Network partnered 
with Exact Sciences for evidence-based 
training on stool-based screening options 
and demonstrated how to place and route 
orders through patient assistance programs. 

Prompts increased 
screening ordering during 
visits, and improved 
screening rates and ongoing 
performance tracking. 

Transparent reporting 
fostered competition and 
motivated practices to 
improve screening rates 
and data accuracy. 

Training improved provider 
knowledge and confidence, 
expanding access for 
uninsured patients. 

*Evidence-based interventions to increase CRC screening recommended in The Community Guide.
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Increasing Demand Among Patients and Community Members

Sites utilized evidence-based and informed interventions that increased screening demand 
among patients and community members. The table below shows the interventions, examples of 
implementation strategies, and associated impacts.  

Patient 
Reminders

INTERVENTION* IMPLEMENTATION IMPACT

One-on-One 
Education

Community 
Education

Promotion 
of Screening 
Through Small 
Media

Engaging 
Community 
Health Workers 
(CHWs)

Lone Star Circle of Care used automated 
text reminders to explain screening 
benefits and guide staff follow-up. 

The Centers’ nurses and interpreters held 
one-on-one sessions with patients and 
families to explain screening options, 
answer questions, and coordinate care 
within workflows. 

Illinois Public Health Association CHWs 
met community members in churches, 
schools, and agricultural fields to provide 
CRC education and link participants to 
screening support.

The Centers used stickers, pins, and clinic 
decorations during awareness events to 
spark CRC conversations and media posts 
in community settings. 

Southwest Community Health Centers 
trained CHWs to provide tailored 
education, navigation, and reminders 
through Kits On-Site, helping patients 
complete home-based CRC screening. 

Reminders improved 
outreach efficiency and 
helped close screening 
gaps through timely 
patient responses. 

Personalized education 
improved understanding 
and confidence, increasing 
kit completion. 

Meeting people in familiar 
places expanded reach 
and enabled CHWs to 
educate and engage the 
community. 

Promotion normalized 
CRC discussions and 
encouraged open 
conversations in clinics and 
communities. 

CHW engagement 
improved screening uptake 
and test return rates.

*Evidence-based interventions to increase CRC screening recommended in The Community Guide.
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Increasing Access Among Patients and Community Members

Sites utilized evidence-based and informed interventions that increased screening access among 
patients and community members. The table below shows the interventions, examples of 
implementation strategies, and associated impacts.  

Reducing 
Barriers to 
Care, Including 
Patient Costs

INTERVENTION* IMPLEMENTATION IMPACT

Patient/
Community 
Education 
(group education)

Chiricahua Community Health Centers 
partnered with Exact Sciences to offer  
no-cost Cologuard® kits, with CHWs 
delivering kits and supporting transportation 
and follow-up procedure costs.

Kaleida hired a patient navigator to 
track FIT kit use, educate patients, 
verify results, and coordinate diagnostic 
referrals and follow-up care with 
gastroenterology scheduling staff. 

The partnership reduced 
cost barriers, expanded 
screening options, 
and enabled screening 
completion. 

Navigation improved 
follow-up, documentation 
accuracy, and continuity of 
care for patients. 

*Evidence-based interventions to increase CRC screening recommended in The Community Guide.

Navigation helped us follow patients all the way through – not just hand them a kit and 

hope for the best.

– Harbor Community Clinic

Having bilingual staff made all the difference in getting patients comfortable  

asking questions.

– Community Health Center Network
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Recurring themes, challenges, and key takeaways across sites

Flexible Approaches 
Reached Patients Who 

Aren’t Coming In

•	 Mailed screenings for 
average risk overdue 
patients combined with 
personalized outreach 
helped increase screening 
engagement and ensure 
timely kit completion.

•	 Phasing outreach and 
workflow changes based 
on staffing capacity helped 
sites avoid bottlenecks 
and maintain screening 
momentum.

Team-Based Staffing 
Improved Continuity  

and Support

•	 Outreach and navigation 
efforts were more 
successful when several 
staff members took part 
in reminders rather than 
relying on one person to 
manage the process.

•	 As teams trained additional 
MAs, nurses, and CHWs, 
they were able to sustain 
follow up during staffing 
transitions and turnover.

 
Enhanced Engagement 

Improved Kit Completion

•	 Clearer instructions and 
more frequent reminders 
helped patients feel more 
comfortable completing 
stool-based tests, especially 
among those new to mailed 
screening.

•	 Closer tracking of kit 
status and timely help with 
returns helped prevent 
delays and improved 
screening completion rates.

Stronger Workflows 
Improved Coordination 

Across Care Teams

•	 Clearer roles and simplified 
steps for ordering, 
tracking, and follow 
up reduced confusion 
and strengthened care 
coordination.

•	 Gradual, collaborative 
workflow refinements gave 
teams time to adjust to 
changes and strengthened 
alignment and confidence 
in the process.

Community Partnerships 
Expanded Reach and 

Presence

•	 Partnerships with 
community organizations 
and participation in local 
events helped reach 
people outside the clinic 
and increase awareness of 
screening options.

•	 A focus on a few strong 
partnerships helped 
sites maintain consistent 
community visibility and 
outreach momentum.

Culturally Responsive 
Outreach Increased 

Participation

•	 Messages from trusted 
sources, materials in 
additional languages, 
and relatable examples 
increased understanding 
and reduced hesitation 
among patients who were 
new to screening.

•	 Culturally tailored outreach 
encouraged more 
meaningful conversations 
and helped patients 
feel more prepared for 
screening.
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BUILDING ON SUCCESS FOR THE FUTURE
After offboarding, programs have continued to apply the strategies and learnings gained during the 
FOCUS Program. Several grantees have leveraged their project outcomes as proof of concept to secure 
operational funding and sustain their initiatives. Since Spring 2023, Exact Sciences has supported three 
additional cohorts of grantees, expanding the program’s reach to 33 states and a total of 116 grantees.

Offboarding Insights

Continuing Screening  
and Navigation

Strengthening Outreach  
and Engagement

Resource and  
Sustainability Needs

•	 Many sites described plans to 
sustain integrated screening 
workflows by embedding 
shared roles across care 
teams.

•	 Sites emphasized patient 
education and reminders as 
essential for timely screening 
completion.

•	 Sites highlighted the ongoing 
role of CHWs and trusted 
messengers in building trust 
and supporting navigation.

•	 Several grantees planned to 
maintain community outreach 
and targeted campaigns 
to reach under-screened 
populations.

•	 Sites described staffing 
models, patient supports, and 
communication tools as central 
to sustaining screening efforts.

•	 Many sites identified data 
infrastructure limitations 
as ongoing challenges for 
tracking abnormal results and 
follow-up.

Current Program Reach
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Axis Community Health

Supports low-income and uninsured adults in 
California’s Tri-Valley region with preventive care.

Chiricahua Community Health Centers, Inc.

Reaches rural, predominantly Hispanic 
residents in southeastern Arizona with 
community-based care.

Christian Community Health Services / 
Crossroad Health Center

Focuses on patients in vulnerable situations, 
emphasizing shared decision-making and 
preventive care.

Five Rivers Samaritan Health Center

Provides medical care and screening support 
for people experiencing homelessness and 
uninsured patients.

Generations Family Health Center, Inc.

Cares for vulnerable populations in eastern 
Connecticut facing barriers to preventive 
healthcare access.

Harbor Community Health Centers

Supports adults ages 45–75 in Los Angeles 
County, with emphasis on never-screened 
patients.

Jane Pauley Community Health Center

Addresses screening disparities among diverse 
racial, ethnic, and low-income communities in 
Indiana.

APPENDIX
Introducing the Grantees

Federally Qualified Health Centers (FQHCs)Federally Qualified Health Centers (FQHCs)

Kansas City CARE Clinic /  
KC CARE Health Center

Provides primary care to uninsured and 
underinsured residents in urban Kansas City.

Lone Star Circle of Care

Reaches underserved adults across central 
Texas, particularly those ages 45–49 with low 
screening rates.

Optimus Health Care

Cares for diverse communities in Connecticut, 
including many uninsured patients needing 
preventive services.

Ozarks Community Health Center

Serves rural Missouri communities through 
targeted outreach and community health 
worker support.

Southwest Community Health Center, Inc.

Supports low-income and multilingual 
communities in Bridgeport, CT, through trusted 
CHW navigation.

Tri-County Community Health Council / 
CommWell Health

Focuses on patients living at or below 100% 
of the federal poverty level and the Hispanic/
Latinx community across rural North Carolina.
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Hospital / Health SystemHospital / Health System

Marshall Medical Center

Serves residents of El Dorado County, CA, 
through outreach, education, and financial 
support.

Community-Based Nonprofit / Community-Based Nonprofit / 
Human ServicesHuman Services

Kaleida Health FoundationKaleida Health Foundation

Supports adults ages 45–75 in Buffalo, NY, 
addressing social determinants of health and 
follow-up needs.

Public Health Department / Public Health Department / 
State AgencyState Agency

Talbot County Health Department

Reaches Maryland residents through Reaches Maryland residents through 
community events, mobile screening, and community events, mobile screening, and 
partnerships with local clinics.partnerships with local clinics.

Mississippi State Department of Health

Focuses on high-risk, low-income African 
American communities in the rural Mississippi 
Delta.

Regional Health Collaborative / Regional Health Collaborative / 
QI NetworkQI Network

Community Health Center NetworkCommunity Health Center Network

Serves high-risk, linguistically diverse patients 
across affiliated member health centers.

Fort Drum Regional Health Planning Fort Drum Regional Health Planning 
OrganizationOrganization

Supports marginalized elderly, low-income, and 
residents with disabilities across rural northern 
New York.

Illinois Public Health AssociationIllinois Public Health Association

Reaches communities in counties with the 
lowest screening rates through CHW-led 
outreach and education.

Rural Wisconsin Health CooperativeRural Wisconsin Health Cooperative

Works with rural member health systems 
to improve access in communities with low 
screening rates.

Wisconsin Collaborative for Healthcare Quality

Supports statewide screening improvement 
with focus on adults ages 45–49 and access 
disparities.

Behavioral Health /  Behavioral Health /  
Substance Use ServicesSubstance Use Services

The CentersThe Centers

Serves clients facing social barriers and 
behavioral health complexities, integrating 
basic-needs support.
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Clinical Screening Goals

Location Goal

Site 1 57%

Site 2 60%

Site 3 60%

Site 4 35%

Site 5 22%

Site 6 68%

Site 7 70%

Site 8 60%

Site 9 35%

Site 10 60%

Location Goal

Site 11 28%

Site 12 41%

Site 13 80%

Site 14 60%

Site 15 70%

Site 16 50%

Site 17 48%

Site 18 43%

Site 19 40%
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CRC Screening Rate Criteria
All clinical FOCUS grantees were asked to share their midline and final screening rates. The 
following criteria were shared to calculate those rates.

Measure Description 

Percentage of Adults 45-75 Years of Age  
Who Had Appropriate Screening for CRC

Denominator Statement

Total Eligible Patients Aged 45-75

Numerator Statement

Total Eligible Patients with  
Appropriate Screening

Appropriate screenings are defined by any 
of the following:

•	 Fecal occult blood test (FOBT) during the 
measurement period

•	 Flexible sigmoidoscopy during the 
measurement period or the four years prior 
to the measurement period

•	 Colonoscopy during the measurement 
period or the nine years prior to the 
measurement period

•	 mt-sDNA (Cologuard®) during the 
measurement period or the two years prior 
to the measurement period

•	 CT Colonography during the measurement 
period or the four years prior to the 
measurement period

FOCUS PROGRAM REPORT 24

Technical Assistance and Training

Virtual kick-off meeting.Virtual kick-off meeting.

One 60-minute training on CRC and the One 60-minute training on CRC and the 
CologuardCologuard®® test. test.

Quarterly learning collaborative calls, where Quarterly learning collaborative calls, where 
3-4 representatives from each site convene 3-4 representatives from each site convene 
to delve into successes, challenges, and to delve into successes, challenges, and 
thoughtful check-in questions.thoughtful check-in questions.

One-on-one calls as needed with the Exact One-on-one calls as needed with the Exact 
Sciences project lead.Sciences project lead.

Local Exact Sciences support was made Local Exact Sciences support was made 
available as needed.available as needed.

https://ecqi.healthit.gov/ecqm/ec/2025/cms0130v13
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FOCUS Grantees

Federally Qualified Health Centers
•	 Axis Community Health

•	 Chiricahua Community Health Centers, Inc.

•	 Christian Community Health Services / 
Crossroad Health Center

•	 Five Rivers Samaritan Health Center

•	 Generations Family Health Center, Inc.

•	 Harbor Community Health Centers

•	 Jane Pauley Community Health Center

•	 Kansas City CARE Clinic / KC CARE  
Health Center

•	 Lone Star Circle of Care

•	 Optimus Health Care

•	 Ozarks Community Health Center

•	 Southwest Community Health Center, Inc.

•	 Tri-County Community Health Council, Inc. 
dba CommWell Health

Hospital / Health System
•	 Marshall Medical Center

Community-Based Nonprofit /  
Human Services
•	 Kaleida Health Foundation

Regional Health Collaborative /  
QI Network
•	 Community Health Center Network

•	 Fort Drum Regional Health  
Planning Organization

•	 Illinois Public Health Association

•	 Rural Wisconsin Health Cooperative

•	 Wisconsin Collaborative for  
Healthcare Quality

Public Health Department / State Agency
•	 Mississippi State Department of Health

•	 Talbot County Health Department

Behavioral Health / Substance Use
•	 The Centers

Evaluation

Caitlin Allen, CGA Consulting

Cologuard and Exact Sciences are registered trademarks of Exact Sciences Corporation. © 2025 Exact Sciences Corporation. 
All rights reserved. MED-ES-2500031. November 2025.
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