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        INTRODUCTION
  Colorectal cancer (CRC) is the second leading cause of cancer 
death in the United States ( 1 ). Screening can prevent CRC mortal-
ity, but participation is limited, particularly among underserved 
populations such as the uninsured ( 2 ). Recently, there has been a 

signifi cant interest in utilizing principles of behavioral economics, 
such as off ering fi nancial incentives, to “nudge” behavior change, 
including participation in cancer screening ( 3,4 ). Despite inter-
est in these strategies, fi nancial incentives have undergone limited 
study for promoting cancer screening, and, to our knowledge, 
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                                                                                                                    OBJECTIVES:     Offering fi nancial incentives to promote or “nudge” participation in cancer screening programs, 
particularly among vulnerable populations who traditionally have lower rates of screening, has been 
suggested as a strategy to enhance screening uptake. However, effectiveness of such practices has 
not been established. Our aim was to determine whether offering small fi nancial incentives would 
increase colorectal cancer (CRC) screening completion in a low-income, uninsured population.

    METHODS:     We conducted a randomized, comparative effectiveness trial among primary care patients, aged 
50–64 years, not up-to-date with CRC screening served by a large, safety net health system in Fort 
Worth, Texas. Patients were randomly assigned to mailed fecal immunochemical test (FIT) outreach 
( n =6,565), outreach plus a $5 incentive ( n =1,000), or outreach plus a $10 incentive ( n =1,000). 
Outreach included reminder phone calls and navigation to promote diagnostic colonoscopy 
completion for patients with abnormal FIT. Primary outcome was FIT completion within 1 year, 
assessed using an intent-to-screen analysis.

    RESULTS:     FIT completion was 36.9% with vs. 36.2% without any fi nancial incentive ( P =0.60) and was also not 
statistically different for the $10 incentive (34.6%,  P =0.32 vs. no incentive) or $5 incentive (39.2%, 
 P =0.07 vs. no incentive) groups. Results did not differ substantially when stratifi ed by age, sex, race/
ethnicity, or neighborhood poverty rate. Median time to FIT return also did not differ across groups.

    CONCLUSIONS:     Financial incentives, in the amount of $5 or $10 offered in exchange for responding to mailed 
invitation to complete FIT, do not impact CRC screening completion.
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have not been tested rigorously in safety net health settings caring 
for low-income populations, where incentives might be hypoth-
esized to be particularly eff ective. Our aim was to test the impact 
of off ering fi nancial incentives on CRC screening completion in 
response to a large-scale mailed outreach program off ering a fecal 
immunochemical test (FIT), among uninsured patients cared for 
at a large safety net health system.

    METHODS
   Setting and study participants
  We conducted a randomized comparative eff ectiveness trial of 
fi nancial incentives for increasing participation in mailed invita-
tion to complete CRC screening with a FIT at John Peter Smith 
Health Network (JPS). JPS includes a large public hospital and 
a network of more than 60 community clinics that serves the 
population of Tarrant County, Texas, including Fort Worth. Pri-
mary and tertiary care services are provided. JPS off ers a medical 
assistance program, JPS Connection, for uninsured individuals in 
need of medical care with insuffi  cient fi nancial resources. Qualify-
ing individuals must live in Tarrant county and be a US citizen or 
a legal permanent resident meeting required income guidelines. 
Th e trial was nested within a larger outreach program initiated in 
2013. Th e program off ers mailed FIT invitations to all uninsured 
individuals served by JPS.  Figure 1  describes study enrollment. 
We included patients aged 50–64 years who were not up-to-date 
with CRC screening and uninsured but participating in JPS Con-
nection. All had one or more visits to a primary care clinic within 
the year prior to program initiation. We excluded individuals with 
a prior history of CRC or colonic resection, missing address or 
phone number, or who were incarcerated at baseline. Patients 
were identifi ed through a query of the health system’s elec-
tronic health record, as previously described. Being up-to-date 
with CRC screening for baseline exclusion was defi ned by hav-
ing an administrative billing code consistent with a guaiac fecal 
occult blood test or FIT in the year prior to baseline, sigmoido-
scopy 5 years prior to baseline, or colonoscopy 10 years prior to 
baseline, based on criteria modifi ed from the 2011 Healthcare 
Eff ectiveness Data and Information set criteria (see  Supplemen-
tary Appendix A  online for codes used) ( 5 ).

    Randomization
  Individuals meeting the inclusion criteria were randomly 
assigned via computer-generated simple randomization to receive 
the following: (1) mailed outreach; (2) mailed outreach plus a $5 
incentive for FIT completion; or (3) mailed outreach plus a $10 
incentive for FIT completion. We elected to test the eff ect of off er-
ing small incentives, i.e., $5 and $10 because it was the maximum 
amount that the JPS health system could cover beyond the time 
frame of grant funding to increase the likelihood of sustaining the 
intervention, if eff ective.

    Interventions
  For all groups, mailed FIT outreach consisted of the following: 
(1) invitation in English and Spanish to use and return a FIT; 

(2) an enclosed 1-sample Polymedco OC Sensor FIT test; (3) 
two automated telephone reminders in English and Spanish to 
encourage test completion, delivered at the time of invitation and 
1 week later; (4) up to two “live” telephone reminders attempted 
within 4 weeks post invitation if screening was not completed or 
the patient was not reached on the initial call attempt. Mailed invi-
tations for patients assigned to receive an incentive off er included 
a single line stating: “You will receive a $xx Walmart gift  card as a 
thank you for returning the kit” (See  Supplementary Appendix B  
for the three invitation letters used).

  Invitations were distributed in fi ve mail out “rounds” over a 
1-year period. A cutoff  of  ≥ 50 ng hemoglobin/ml buff er was used 
to defi ne an abnormal positive FIT and determined using the 
OC-Auto Micro 80 Analyzer. Patients with normal tests (as well 
as their primary care providers) were sent a letter informing them 
of results and the need for repeat screening in 1 year. All patients 
with abnormal tests were contacted by phone and mail to arrange 
for diagnostic colonoscopy. Strategies for promoting diagnostic 
colonoscopy aft er abnormal FIT included the following: (1) tele-
phone navigation consisting of results reporting, aid with appoint-
ment scheduling, review of bowel prep instructions, appointment 
reminders 5 days and 2 days prior to the scheduled colonoscopy 
appointment, and aid in rescheduling incomplete visits; (2) certi-
fi ed letters to inform patients of the need to schedule diagnostic 
colonoscopy if not reached by phone; (3) informing participant’s 
primary care provider of the abnormal test result and the need 
for diagnostic colonoscopy; (4) for patients not completing diag-
nostic colonoscopy, a note added to the patient’s electronic health 
record problem list noting the presence of abnormal FIT without 
subsequent diagnostic colonoscopy. FIT tests and colonoscopies 
for abnormal FIT were provided free of charge/without fi nancial 
copay.

    Study outcome
  Primary outcome was the proportion of individuals completing 
FIT within 1 year of baseline randomization, analyzed using an 
intent-to-screen approach.

    Power and sample size
  Sample size and power calculations were conducted  a priori  
(initial institutional review board approved protocol available 
upon request, trial registered at ClinicalTrials.gov identifi er: 
NCT01946282). We estimated a target eligible sample of 10,000 
individuals for the FIT outreach program at JPS. Of these, we 
planned for 2,000 individuals to be randomized to the incen-
tive group ($5 or $10) and the remaining 8,000 individuals to the 
no incentive group. Assuming an expected FIT completion rate 
of 29% for the no incentive group based on prior work ( 6 ), and 
alpha=0.05, we predicted over 90% power to detect a >5% absolute 
diff erence in FIT completion between the any incentive and no 
incentive groups, using a Chi-square test of proportions. We then 
computed a minimum sample size needed to detect a >10% abso-
lute diff erence in screening participation between the $5 and $10 
incentive groups. Assuming participation rates of 43% for the $5 
incentive group and 53% for the $10 incentive group, alpha=0.05, 
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and beta=0.9, we estimated needing 545 patients/incentive group. 
Th us, as both the $5 and $10 incentive groups were assigned 1,000 
patients, we expected more than enough power to detect clinically 
important diff erences in participation between the two incentive 
groups.

    Statistical analysis
  We described patient characteristics using abstracted EHR data 
including age, sex, race/ethnicity, number of primary care visits 
in year prior to randomization and primary language preference. 
Because patient socioeconomic status is not recorded in the EHR, 
we also assessed the neighborhood poverty rate as follows. We 
successfully geocoded 96.9% of the addresses from randomized 
patients using ArcMap (ArcGIS, Version 9.3.1; ESRI (Redlands, 
CA). Th e proportion of the population living at or below 99% of 
the federal poverty level was measured at the block group-level 

using a 5-year estimate (2009–2013) drawn from the American 
Community Survey. Th e primary outcome comparison was FIT 
completion for the any incentive group versus the no incentive 
group, using an intention-to-screen approach, considering a 
two-sided  P -value <0.05 as statistically signifi cant. In secondary 
analyses, we compared FIT completion for the $5 vs. $10 incentive 
groups. To test for diff erential eff ects of the intervention by the 
population group, we examined FIT completion across interven-
tion groups separately by sex, race/ethnicity, and the neighborhood 
poverty rate (categorized as <10%, 10–19.9%, 20–29.9%, and ≥30%). 
For secondary comparisons, a two-sided  P <0.05 was considered 
statistically signifi cant.

  A waiver of informed consent was approved for the study from 
the UT Southwestern Medical Center and John Peter Smith Health 
System Institutional Review boards. Th us, the study was a pragmatic 
trial and is less subject to participation bias across invitation and 

Age eligible patients with qualifying outpatient clinic visits
N =18,700

Exclusions – N = 10,135 (54.2%)

Primary language not English or Spanish n=1,177

n=210
n=209
n=1

n=127

n=3,129

n=5,114
n=27
n=175

n=176
n=53
n=123 (0.7%)

(0.9%)

(0.9%)
(0.1%)
(27.4%)
(28.4%)

(16.7%)

(0.7%)

(0%)
(1.1%)
(1.1%)

(6.2%)

(0.3%)

n=5,316

Contact information unavailable
Phone number not on file
Address not on file

Incarcerated

No primary care clinic visit within one
year prior to study inclusion

Screen up-to-date
Colonoscopy in the last 10 years
Sigmoidoscopy in the last 5 years
Stool blood test (FIT) in the last year

Prior history
CRC
Inflammatory bowel disease

Eligible for randomization – N=8,565
(45.8%)

$5 Incentive letter/FIT mailed
N=1,000

$10 Incentive letter/FIT mailed
N=1,000

FIT mailed, no incentive
N=6,565

Not returned
N=4,186 (63.8%)

Returned
N=2,379 (36.2%)

Not returned
N=608 (60.8%)

Returned
N=392 (39.2%)

Returned
N=346 (34.6%)

Not returned
N=654 (65.4%)

 Figure 1 .     Patient eligibility criteria for incentive group randomization to participate in organized outreach program.
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control groups, which may occur when consent is required as a pre-
requisite to receiving a health promotion intervention, although we 
recognize  a priori  that seekers of health care may be more likely to 
complete screening than those not seeking care at institutions such 
as our health system. Th e Cancer Prevention and Research Institute 
of Texas (PP120229) was the primary funding source for the study 
and had no role in the design, conduct, or reporting of the study.

     RESULTS
   Study population
  Aft er applying inclusion and exclusion criteria, 8,565 patients 
were identifi ed for mailed outreach ( Figure 1 ) from a pool of 
18,700 patients participating in the safety-net health system’s 
medical assistance program for uninsured Tarrant County resi-
dents. Th e two most common reasons for exclusion were being 
up-to-date with screening ( n =5,316, 28.4%) and not having a 
primary care visit in the year prior to randomization ( n =3,129, 
16.7%;  Figure 1  for full details regarding exclusion criteria).

  Of the 8,565 patients identifi ed for mailed outreach, we ran-
domly assigned 1,000 to receive the $5 incentive, 1,000 to receive 
the $10 incentive, and the 6,565 remaining patients to FIT out-
reach alone. As such, the number of individuals qualifying for and 
receiving FIT outreach alone was lower than anticipated during 
program planning and power computation. Across the incentive 
vs. no incentive groups, there were no clinically signifi cant diff er-
ences by age, sex, race/ethnicity, preference for Spanish language, 
number of primary care visits in the year prior to study inclusion, 
or the neighborhood poverty index ( Table 1 ).

    FIT participation
  FIT participation was 36.9% with vs. 36.2% without any fi nan-
cial incentive ( P =0.60) and was also not statistically diff erent for 
the $10 incentive (34.6%,  P =0.32 vs. no incentive) or $5 incentive 
(39.2%,  P =0.07 vs. no incentive) groups ( Figure 2 ).

  In subgroup analyses stratifi ed by sex, race/ethnicity, and neigh-
borhood socioeconomic status, very few statistically signifi cant 
diff erences emerged across intervention groups ( Table 2  shows 

 Table 1  .     Baseline Demographic Characteristics 

    Overall 
(   n   =8,565)  

  No incentive 
(   n   =6,565)  

  Any incentive 
(   n   =2,000)  

  $5 incentive 
(   n   =1,000)  

  $10 incentive 
(   n   =1,000)  

  Gender,  n  %  

  Males  3,269  38.2  2,523  38.4  746  37.3  390  39.0  356  35.6 

  Females  5,296  61.8  4,042  61.6  1,254  62.7  610  61.0  644  64.4 

  Race,  n  %                      

  White  3,177  37.1  2,428  37.0  749  37.5  381  38.1  368  36.8 

  Black  2,093  24.4  1,578  24.0  515  25.8  270  27.0  245  24.5 

  Hispanic  2,501  29.2  1,951  29.7  550  27.5  257  25.7  293  29.3 

  Asian  169  2.0  127  1.9  42  2.1  19  1.9  23  2.3 

  Other  518  6.1  405  6.2  113  5.7  59  5.9  54  5.4 

  Unknown  107  1.3  76  1.2  31  1.6  14  1.4  17  1.7 

  Language,  n  %  

  English  7,137  83.3  5,455  83.1  1,682  84.1  852  85.2  830  83.0 

  Spanish  1,428  16.7  1,110  16.9  318  15.9  148  14.8  170  17.0 

  Neighborhood poverty,  n  %   a   

  <10  2,440  28.5  1,862  28.4  578  28.9  287  28.7  291  29.1 

  10–19.9  1,699  19.8  1,295  19.7  404  20.2  203  20.3  201  20.1 

  20–29.9  1,541  18.0  1,200  18.3  341  17.1  168  16.8  173  17.3 

  ≥30  2,618  30.6  2,002  30.5  616  30.8  302  30.2  314  31.4 

  Unknown  267  3.1  206  3.1  61  3.1  40  4.0  21  2.1 

 Median age, years (IQ range)  56  (53, 60)  56  (53, 60)  56  (53, 60)  56  (53, 60)  56  (53, 60) 

 Median # (IQ range) primary 
care health system visits 
in last year  b   

 3  (2, 4)  3  (2, 4)  3  (2, 4)  3  (2, 4)  3  (2, 4) 

 IQ, interquartile; JPS, John Peter Smith Health Network. 
   a   Percentage living at or below 99% of the federal poverty line in the patient’s residential block group.  
   b   Includes non-JPS sponsored payor programs (i.e., Self Pay, Medicare, private insurance).  
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of adenomas, any advanced neoplasia, and any cancer were 45% 
( n =130 ( n =130/287), 7% ( n =21/287), and 3% (10/287), respec-
tively. Sample size precluded meaningful statistical comparisons 
of neoplasia outcomes across groups.

    Adverse events
  As a result of study interventions, no adverse events were observed.

     DISCUSSION
  CRC screening rates are suboptimal, particularly among under-
served populations ( 2 , 6–8 ). Currently, there is an interest in using 
behavioral economic principles to “nudge” underserved popula-
tions to participate in cancer screening. One of these principles 
has been the use of fi nancial incentives, but there have been 
few studies examining the impact of this approach for promoting 
cancer screening.

  Our randomized trial found that off ering small fi nancial incen-
tives, in the form of a $5 or $10 gift  card, had no clinically signifi -
cant eff ect on the proportion of people completing FIT screening. 
Results were consistent across subgroups, and the sample size of 
the study makes it unlikely that a larger study would produce dif-
ferent results. No downstream eff ects such as decreased time to 
return of FIT kits or decreased need for phone calls to promote 
screening completion was observed in the incentive vs. no incen-
tive groups. Th e results suggest that, in safety net settings, off ering 
small fi nancial incentives is unlikely to result in clinically impor-
tant increases in screening completion.

  To date, there have been a limited number of randomized trials 
testing the impact of fi nancial incentives on cancer screening 
participation, and, among those that exist, results are mixed ( 9 ). 
A 2002 meta-analysis found that patient fi nancial incentives 
may improve preventive health behaviors (e.g., immunizations 
and cancer screenings ( 10 )). Similarly, another meta-analysis 
suggested that fi nancial incentives were associated with 1.5–2-
fold increased rates of behavior change over usual care, but the 
analysis included a diverse range of behaviors, including smoking 
cessation, vaccination, and cancer screening for breast and 
cervical cancer ( 11 ). In contrast, and specifi c to CRC screening, 
Kullgren  et al.  ( 3 ) conducted a cluster-randomized trial among 
United States Veterans testing the impact of diff erent fi nancial 
incentives on CRC screening completion. Th e results showed that, 
compared with usual care, neither off ering a fi xed incentive ($5, 
$10, or $20) nor an entry into a raffl  e for a $500 prize improved 
cancer screening participation. Interestingly, a lottery off ering a 
1 in 10 chance to win $50 did signifi cantly improve screening 
completion by 19.6% over usual care. In contrast to our study 
population, which was composed of uninsured, underserved 
patients, the Kullgren study was conducted among US Veterans 
receiving health care as a benefi t through the Veterans Aff airs 
Healthcare system.

  Research in social sciences off ers a broader context to consider 
our results and in particular explains why fi nancial incentives are 
not always eff ective. Similar to most interventions and programs, 
the eff ectiveness of fi nancial incentives is multiply determined. 

any incentive vs. no incentive;  Supplementary Appendix C  shows 
data for all groups). Of the few signifi cant diff erences, there was a 
lack of consistency in the direction of eff ect (e.g., stronger eff ect 
for $5 vs. $10 incentive for Blacks) and sample sizes used for some 
comparisons were very small.

    Process outcomes and diagnostic colonoscopy follow-up
  Among individuals returning a FIT, median number of phone 
reminders did not diff er across groups (range 50–67). Among 
FIT completers, the median number of days between invitation 
and FIT return was 19 days for all groups. Proportion of patients 
with returned mail was 6% and similar across groups (p compari-
son any incentive vs. no incentive=0.42). Proportion of patients 
reached with live phone call reminders was 22% and similar 
across groups (p comparison any incentive vs. no incentive=0.40). 
In addition, among participants with abnormal FIT, the pro-
portion completing colonoscopy showed a trend toward higher 
completion in the incentive vs. no incentive group but was not 
statistically signifi cant (57% for control; 63% for $5 incentive; 62% 
for $10 incentive;  P =0.40 for any incentive vs. control). Among 
patients completing colonoscopy aft er abnormal FIT, the rates 

P=0.07

P=0.32

P=0.04

P=0.60

36.9%

39.2%

34.6%

36.2%

No incentive Any incentive $5 incentive $10 incentive

N =
2,379
6,565

N =
738

2,000
N =

392
1,000

N =
346

1,000

 Figure 2 .     FIT participation by intervention group. No signifi cant difference 
in FIT participation was noted for any incentive vs. no incentive, no incen-
tive vs. $5 incentive, or no incentive vs. a $10 incentive for FIT completion. 
No incentive (Participated in screening:  n =2,379; Invited:  n =6,565). Any 
incentive (Participated in screening:  n =738; Invited:  n =2,000). $5 Incen-
tive (Participated in screening:  n =392; Invited:  n =1,000). $10 Incentive 
(Participated in screening:  n =346; Invited:  n =1,000). FIT, fecal immuno-
chemical test.
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For example, although fi nancial incentives can positively impact 
behavior, the level of incentive off ered might infl uence individu-
als’ inferences about the test such that a low incentive might imply 
that the test is not that important, thereby decreasing participation 
relative to baseline or not infl uencing it at all ( 12 ). Although larger 
incentives might be motivating, a large incentive, on the other hand, 
could be interpreted as suggesting that the eff ort associated with 
that test is high, perhaps resulting in negative impacts on behav-
ior ( 13 ). In addition, research has shown that off ering an external 
incentive might crowd out individuals’ intrinsic motivation for 
engaging in that behavior. Th e absence of intrinsic motivation can 
lead to a rebound eff ect for long-term behavior change, especially 
when the fi nancial incentive is not high enough or is removed ( 12 ). 
Finally, it is important to note that the introduction of any fi nancial 
incentive necessarily assigns a price tag to the behavior (or lack of 
behavior) of interest. Th is price tag in turn tells individuals what 
the cost/value associated with the behavior is, which could have 
a detrimental impact on behavior ( 14 ). Considered in the context 
of the current paper, off ering a fi nancial incentive to complete a 
FIT test might have led patients to assess whether the request is 
worth the value of the incentive, rather than being motivated to 
engage in the behavior for their own health. Overall, it is clear that 
potential impacts of fi nancial incentives are complex. Th e results of 
our study, as well as those reported by Kullgren and colleagues ( 3 ), 
show that small fi nancial incentives may not increase CRC screen-
ing completion, but we cannot exclude the possibility that other 

fi nancial incentives (e.g., larger amounts, additional lotteries; dif-
ferent gift  cards) might prove eff ective. However, in the real-world 
safety-net system in which we conducted this trial, incentives any 
larger than $5 or $10 probably could not have been sustained, and 
therefore whether larger amounts might have made a diff erence 
may not be relevant.

  Several limitations may be considered when interpreting this 
work. First, because we focused on an uninsured, generally low-
income population and could off er only relatively small incentives, 
results are not generalizable to other, more affl  uent populations or 
experiments that off er larger incentives. Also, the lack of response 
observed might be specifi c to the health behavior under study 
(CRC screening). Further, in the current work, we were unable 
to determine the potential impact of withdrawing incentives on 
engagement in healthy behavior; some may theorize that, if unsus-
tained, initially off ering incentives could have a long-term nega-
tive impact. Negative results across the incentive vs. no-incentive 
groups might be attributable to the inability to achieve incremen-
tal improvement over the multi-component baseline intervention 
included for all participants, which included automated and live 
telephone reminders, and mailed invitation to complete a no cost 
FIT. Compared with mailed FIT response rates of 38–59% reported 
in randomized trials of mailed FIT versus usual care ( 6,15–19 ), 
our response rate range of 35–39% for all three groups was lower, 
perhaps refl ecting the global challenge of increasing screening in 
our uninsured population.

 Table 2  .     Screening completion, stratifi ed by demographic characteristics 

    No incentive    Any incentive    

     n     %    95% CI     n     %    95% CI     P    value  

 Overall  2,379  36.2  (34.4, 38.0)  738  36.9  (35.1, 38.7)  0.60 

  Sex                

  Male  844  35  (33.2, 36.9)  248  33.2  (29.9, 36.8)  0.38 

  Female  1,495  37  (35.5, 38.5)  490  39.1  (36.4, 41.8)  0.18 

  Race/ethnicity  

  Non-Hispanic white  695  28.6  (26.8, 30.5)  222  29.6  (26.4, 33.1)  0.61 

  Black  608  38.5  (36.1, 41.0)  206  40.0  (35.8, 44.2)  0.57 

  Hispanic  833  42.7  (40.5, 44.9)  236  42.9  (38.7, 47.2)  0.96 

  Asian  59  46.5  (37.6, 55.5)  15  35.7  (21.6, 52.0)  0.28 

  Other  152  37.5  (32.8, 42.5)  47  41.6  (32.4, 51.2)  0.44 

  Unknown  32  42.1  (30.9, 54.0)  12  38.7  (21.9, 57.8)  0.83 

  Neighborhood poverty, % living at or below 99% of the federal poverty line  

  <10  638  34.3  (32.1, 36.5)  224  38.8  (34.8, 42.9)  0.05 

  10-19  464  35.8  (33.2, 38.5)  145  35.9  (31.2, 40.6)  1.00 

  20-29  415  34.6  (31.9, 37.4)  114  33.4  (28.4, 38.7)  0.75 

  ≥30  794  39.7  (37.5, 41.8)  228  37.0  (33.2, 41.0)  0.26 

  Unknown  68  33  (26.6, 39.4)  27  44.3  (31.6, 57.6)  0.13 

 CI, confi dence interval. 
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  Several strengths may also be noted. We used a large sample 
size and a pragmatic trial design and focused on a population at 
high risk for non-completion of screening. Results were consistent 
across subgroups, suggesting that the results should be generaliz-
able to diverse populations within other safety net systems consid-
ering mailed FIT outreach.

  In conclusion, we found that off ering small fi nancial incentives 
did not increase completion of CRC screening with FIT off ered via 
mailed outreach. Results were consistent across subgroups. Future 
research should explore whether larger incentives or the use of 
other principles of behavioral economics can impact the rates of 
CRC completion.
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 Study Highlights
   WHAT IS CURRENT KNOWLEDGE 
    ✓     Colorectal cancer (CRC) screening saves lives but is 

underutilized. 
   ✓     Offering fi nancial incentives has been suggested as an 

intervention to promote CRC screening but is untested. 

    WHAT IS NEW HERE 
    ✓     In a large group of patients not up-to-date with CRC 

screening, we found offering $5 or $10 incentives had no 
impact on response to complete screening with mailed 
outreach offering fecal immunochemical test (FIT). 

   ✓     Small fi nancial incentives are unlikely to improve response 
to outreach promoting CRC screening. 

  




