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Abstract

Introduction: Little attention has been paid to the influence of individually-measured social 

determinants of health (SDH) on cancer screening tests in the Medicaid population.

Methods: Analysis was conducted on 2015 – 2020 claims data from a subgroup of Medicaid 

enrollees from the District of Columbia Medicaid Cohort Study (N=8,943) who were eligible 

for colorectal (N=2,131), breast (N=1,156) and cervical cancer (N=5,068) screening. Participants 

were grouped into four distinct SDH groups based on their responses to an SDH questionnaire. 

This study estimated the influence of the four SDH groups on the receipt of each screening test 

using log-binomial regression adjusted for demographics, illness severity, and neighborhood-level 

deprivation.
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Results: The receipt of cancer screening tests was 42%, 58%, and 66% for colorectal, cervical, 

and breast cancer, respectively. Those in the most disadvantaged SDH group were less likely to 

receive a colonoscopy/sigmoidoscopy than those in the least disadvantaged one (aRR = 0.70, 95% 

CI 0.54 – 0.92). The pattern for mammograms and Pap smears was similar (aRR=0.94, 95% CI 

0.80 – 1.11 and aRR=0.90, 95% CI 0.81 – 1.00, respectively). In contrast, participants in the most 

disadvantaged SDH group were more likely to receive FOBT than those in the least disadvantaged 

one (aRR=1.52, 95% CI 1.09 – 2.12).

Conclusions: Severe social determinants of health measured at the individual level are 

associated with lower cancer preventive screening. A targeted approach that addresses the social 

and economic adversities that affect cancer screening could result in higher preventive screening 

rates in this Medicaid population.

INTRODUCTION

Cancer is the second leading cause of death in the United States.1,2,3 Breast cancer is the 

most commonly diagnosed cancer and the second most common cause of cancer deaths, 

while colorectal cancer is the fourth most commonly diagnosed and the third cause of cancer 

deaths for both women and men nationwide.2,3,4,5,6,7,8 People with more education and 

higher incomes generally have lower cancer death rates than others but even so, they may 

experience disparities due to their race or ethnicity: Blacks have the highest cancer death 

rate of all racial groups regardless of socio-economic position.9,10

Broad consensus exists that early detection and treatment of breast, cervical and colorectal 

cancers can improve management and survival.11,12,13,14,15,16 Early detection can also 

reduce treatment and health care costs, including to the Medicaid program.17 Since 2010, 

public and private insurers must cover preventive services recommended by the United 

States Preventive Services Task Force (USPSTF) for which there is high or moderate 

certainty that the net benefit is substantial (i.e., Grade A) or moderate (i.e., Grade 

B).18,19 However, population-and state-based analyses of claims data show lower rates of 

cancer screening among Medicaid enrollees compared to commercially-insured individuals. 
12,13,14,15 Lower screening rates among Medicaid enrollees are worrisome because they 

experience disproportionate cancer incidence and mortality.20

Multiple determinants contribute to individual cancer risk and survival, including biological/

genetic, environmental, health care, and social determinants of health (SDH).21 SDH are the 

non-medical factors that influence health outcomes. SDH include the conditions in which 

people are born, grow, work, live and age as well as the wider set of economic policies 

and systems, social norms, social policies and political systems that shape them.22 While 

a number of studies have evaluated the role of health policies (i.e., expanded coverage, 

copayments, provider reimbursement) on cancer screening rates in the Medicaid population, 

few have examined the influence of SDH factors. The purpose of this paper is to estimate the 

influence of an aggregate set of individually-measured SDH factors on the cancer screening 

rates of a cohort of adults insured by the District of Columbia (DC) Medicaid program, 

controlling for demographics, disease severity, and area-level deprivation. Cancer screening 
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test completion was hypothesized to be lower among Medicaid enrollees with the most 

social and economic adversities compared to those with the fewest.

METHODS

This study took advantage of data collected as part of a prospective cohort study, known 

as the DC Medicaid Cohort Study GW IRB#123456 (N=8,943 adult Medicaid enrollees),23 

and examined the relationship between SDH grouped into four distinct social risk groups 

and the receipt of screening tests for three cancers. The study identified participants eligible 

for a colorectal (N=2,131), breast (N=1,156) and/or cervical (N=5,068) cancer screening test 

based on the USPSTF recommendations,24,25,26 and determined completion of a colorectal, 

breast and cervical cancer screening test as defined in the Healthcare Effectiveness Data 

and Information Set (HEDIS) guidelines.27 Separate models were developed using Medicaid 

claims over a 4-year period for the receipt of at least one colorectal, breast and cervical 

cancer screening test as a function of social risk group, age, sex, morbidity burden, having a 

regular medical provider, length of Medicaid coverage and neighborhood deprivation.

Study Sample

The parent study screened adult Medicaid enrollees at the time of a health care visit to an 

emergency department, primary care office, or obstetrics and gynecology office affiliated 

with one of two DC hospitals over a 16-month period starting in September 2017 and 

ending in December 2018.23 Patients had to be between 18 and 64 years old at the time of 

study enrollment, insured by the DC Medicaid program and with access to a telephone.23 

Patients were deemed ineligible if unable to understand consent, non-English speaking, or 

also insured by Medicare.23

Eligibility for this analysis is based on the cancer screening test using sex, participant age 

two years prior to study enrollment, and medical history during a 2-year period prior to 

study enrollment (Appendix Table 1, medical exclusions). Participants had to be at least 

50 years old without a prior history of colorectal cancer or total colectomy procedure, or 

female, aged 50 or older with no prior history of bilateral mastectomy, or female, at least 

21 years of age with no prior history of a hysterectomy. Relatively few participants were 

excluded due to medical contraindications (Figure 1). The sample consists largely of Black 

Medicaid enrollees (91%).

Measures

The receipt of at least one colorectal, breast or cervical cancer screening test during a 4-year 

study period (2-years pre-and 2-years post-study enrollment) was the main study outcome. 

It was identified using the Current Procedural Terminology (CPT)/Healthcare Common 

Procedure Coding System (HCPCS) codes detailed in the 2018 HEDIS resource guide (see 

Appendix Table 1).27

The recommended screening for colorectal cancer in adults aged 50 to 75 years 

includes stool-based (annual fecal occult blood test [FOBT]; annual fecal immunochemical 

test [FIT]); and direct visualization screening tests (colonoscopy every 10 years, CT 

colonography every 5 years, or flexible sigmoidoscopy every 5 years).24 The analysis 
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excluded FIT or CT colonography as the study sample did not include any claims for these 

tests. Since only 0.3% percent of participants had a flexible sigmoidoscopy during the 4-year 

period, the analysis combined it with colonoscopy. For breast cancer, the recommended 

screening is a biennial mammogram for women between the ages of 50 and 75. For cervical 

cancer, the recommended screening is a Papanicolaou smear without HPV testing every 

three years for women under age 30 or a Pap with HPV testing every 5 years for women 

aged 30-65.25,26

The main covariate of interest was adverse SDH measured at the time of enrollment 

through a face-to-face interview with a research assistant. The World Health Organization 

model of SDH, which includes both structural determinants of health inequities and 

intermediary determinants of health, guided the SDH assessment.28. The structural 

determinants measured were race, education, and employment status; the intermediary 

determinants included material circumstances (e.g., residence type, housing instability, food 

insecurity, financial strain), health behaviors (e.g., smoking, illicit drug and alcohol use), and 

psychosocial factors (e.g., loneliness, marital status, living with children, history of being in 

jail/prison) (Appendix Figure 1, baseline SDH assessment).23

Since individual SDH factors are highly correlated with one another and evaluating them 

separately in a regression model may lead to important associations being missed, the study 

employed latent class analysis (LCA) to categorize participants into four social risk groups 

based on a similar response profile to the SDH assessment variables.23 All SDH factors were 

dichotomized to make them easier to interpret the class solution. LCA models with 2-6 class 

solutions were run due to the need for a relatively small number of latent classes for ease 

of interpretation. LCA assigns individuals to classes based on their probability of being in 

classes according to the pattern of scores they have on the indicator variables; here, the SDH 

factors.

The LCA identified four distinct social risk groups within the cohort according to fit, 

classification, diagnostics, and ease of interpretation.23 The lowest social risk group had the 

highest employment rate and reported the fewest social disadvantages (social risk group 1). 

Group 2 participants were also more employed but more likely to report trouble paying their 

bills. Group 3 consisted mostly of unemployed participants but not reporting financial strain 

whereas Group 4, the highest social risk group, had the highest unemployment rate and 

reported the most social hardships in terms of housing, food insecurity, financial strain and 

health behaviors.23

The analysis controlled for risk factors when examining the relationship between social 

risk group measured at the individual level and receipt of each cancer screening test, 

including socio-economic disadvantage assessed at the neighborhood level. All participants 

with a valid address were assigned a census block group and then linked to the 2019 Area 

Deprivation Index (ADI) - a weighted, composite score based on 17 census block-level 

indicators of poverty, educational attainment, housing, and employment.29 The ADI ranges 

from 1 to 100. The higher the score, the worse the area deprivation. This study grouped 

participants into four categories based on the ADI quartile distribution in the parent cohort.
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Other factors included disease burden (measured according to the Johns Hopkins Adjusted 

Clinical Groups (ACG) system (version 12.0)),30 regular medical providers, and Medicaid 

coverage duration during the 4-year study period, in addition to age and sex. The ACG 

system uses ICD-10 diagnosis and pharmacy codes from administrative billing data (here the 

Medicaid claims for a 2-year period prior to study enrollment) to quantify disease burden 

based on clinical factors, such as likelihood or persistence of a condition, severity of the 

condition, diagnostic certainty, etiology, and the types of healthcare services required.

An indicator variable of whether the participant had a regular doctor was included based on 

a question in the baseline SDH assessment. The Medicaid eligibility claims file was used to 

determine each participant’s Medicaid coverage status during the four-year study period.

Statistical Analysis

First, the relationship between the receipt of at least one colonoscopy and/or sigmoidoscopy, 

FOBT, mammogram, or Papanicolaou smear and adverse SDH (i.e., social risk group), age, 

sex, duration of Medicaid coverage, disease burden, having a regular medical provider, 

and ADI quartile was assessed using a chi-squared test of homogeneity. Second, the 

correlation between social risk group and the other risk factors was estimated. Third, the 

receipt of each cancer screening test was modeled separately as a function of social risk 

group, ADI quartile, disease burden, age, sex, duration of Medicaid coverage, and having 

a regular medical provider, using log-binomial regression. Because social risk group had 

a meaningfully different association with the receipt of colonoscopy/sigmoidoscopy versus 

FOBT, each was modeled separately.

Since there was a strong relationship between social risk group and having a regular medical 

provider, models were rerun without the regular medical provider variable to estimate 

the relationship between social risk group and receipt of the cancer screening tests less 

conservatively.

All analyses were completed using SAS 9.4 and R version 4.0.1.

RESULTS

During the 4-year study period, the receipt of a colonoscopy/sigmoidoscopy or FOBT was 

42% among the 2,131 participants eligible for colorectal cancer screening. More participants 

received a colonoscopy/sigmoidoscopy (26%) than FOBT (13%) and few received both 

(4%). Among the 271 participants who only received an FOBT, 5 received an annual FOBT 

during the 4-year period.

Among the female participants, 66% of the 1,156 eligible participants received at least one 

mammogram during the study period and 39% received at least two mammograms. Slightly 

more than half (58%) of the 5,068 women eligible for cervical cancer screening received at 

least one Papanicolaou smear.

Younger women were more likely to receive a Papanicolaou smear than older women 

and men were less likely to receive a colonoscopy/sigmoidoscopy than women (Table 1). 

Participants who reported having a regular medical provider were more likely to receive a 
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screening test than those who did not, except for FOBT. Those in the lowest social risk 

group (fewest disadvantages) were more likely to receive a colonoscopy/sigmoidoscopy 

or Papanicolaou smear compared to those in the highest social risk group. There was no 

significant association between the ADI quartile and receipt of the cancer screening tests.

Table 2 shows the relationship between social risk group and the other covariates for 

participants eligible for a colorectal screening test. (Appendix Table 2 for results for breast 

and cervical cancer subgroups.) Participants in social risk group 1 were significantly more 

likely to report having a medical provider (88%) than those in social risk group 4 (74%). 

The higher the social risk group, the more severe the disease burden. There was significant 

variation within each social risk group by ADI quartile and vice versa. The patterns observed 

in Table 2 for participants eligible for a colorectal screening test were qualitatively the same 

for the other two cancer screening subgroups (Appendix Table 2) apart from age. For those 

eligible for a cervical cancer screening test, participants in social risk group 1 were younger 

than those in social risk group 4.

The likelihood of receiving a colonoscopy/sigmoidoscopy was 30% lower for participants in 

the highest social risk group (most disadvantaged) compared to the lowest group (aRR=0.70; 

95% CI 0.54 to 0.92) after adjusting for the other covariates (Table 3). In contrast to 

colonoscopy/sigmoidoscopy, participants in the highest social risk group were more likely 

to receive an FOBT compared to those in the lowest social risk group (aRR=1.52, 95% 

CI 1.09 to 2.12). For mammograms and Pap smears, the pattern for social risk group 

was similar to colonoscopy/sigmoidoscopy. When the models excluded regular medical 

providers, participants in social risk group 4 were less likely to receive a Pap smear 

(aRR=0.89, 95% CI 0.80 to 0.99).

Neighborhood socio-economic disadvantage as measured by the ADI was not associated 

with the receipt of cancer screening except for cervical cancer (data not shown). Female 

participants who lived in the second and third ADI quartiles were less likely to receive 

a Pap smear compared to women living in the least disadvantaged neighborhood quartile 

(aRR=0.90, 95% CI 0.84 to 0.97 and aRR=0.94, 95% CI 0.88 to 0.99 respectively).

DISCUSSION

This study evaluated the influence of a comprehensive set of adverse SDH measured at the 

individual level on the receipt of colorectal, breast, and cancer screening tests in an adult 

sample of Medicaid enrollees. Participants with worse SDH were less likely to receive the 

recommended cancer screening tests compared to those with the fewest social risks.

The proportion of participants who completed cancer screening tests in the sample was 

low but higher than prior research using Medicaid claims for mammograms11,13,31 and Pap 

smears.11 The percentage of participants who completed colonoscopy or FOBT was higher 

than in several studies11,14,15 but lower than in at least one study.13 Findings demonstrate 

that access to comprehensive health insurance coverage is not enough to eliminate disparities 

in the receipt of cancer screening tests among individuals of low-income. Social risk group 
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significantly influenced both types of colorectal cancer tests and was borderline significant 

for breast and cervical cancer screening.

Results suggest that a wide array of adverse SDH typically measured (i.e., poverty, lower 

education, and race/ethnicity) negatively affect the receipt of cancer screening tests. For 

example, a few studies have found that food insecurity,32 low health literacy,33,34 limited 

English proficiency,33 and homelessness35 are associated with a lower proportion of 

individuals completing a cancer screening test within the recommended period. While this 

study did not evaluate the impact of each SDH factor separately, the four social risk groups 

represent individuals who vary meaningfully in terms of structural determinants of health 

inequities (e.g., educational level, employment status) and intermediary determinants (e.g., 

smoking, food insecurity, housing instability, financial strain).

This study did not find that SDH measured at the neighborhood-level were associated with 

completion of cancer screening. Prior research reported inconsistent results of area-level 

SDH on cancer screening tests after controlling for individual-level SDH measures.36 One 

reason for the inconsistent results may be that most past studies measure SDH at one 

level but not both. For example, Kurani et al. reported that the odds of completing cancer 

screening tests were significantly lower among individuals living in the most deprived 

census block quintile compared with the least deprived.16 However, they did not control 

for individual-level SDH factors except for age, sex, and race/ethnicity.16 In contrast, 

Akinlotan and colleagues found that once they controlled for individual-level household 

income, education, and race-ethnicity, area-level measures of poverty and race were not 

significantly associated with cervical cancer screening.37 This study results imply that SDH 

factors measured at the individual level are the more important determinants of completion 

of cancer screening tests.

This is the first study to report that the influence of SDH on colorectal cancer screening 

completion varied by type of test. Participants with the most social disadvantages were more 

likely to do a FOBT whereas participants with the least adversities were more likely to 

complete a colonoscopy. Unlike colonoscopy, FOBT is less invasive and more convenient as 

it does not require people to complete laxative preparations, take the day off work, undergo 

sedation, and have another adult drive them home. At least one managed care company 

contracting with the DC Medicaid program has implemented a targeted outreach program 

accompanied by mail-in FOBT kits,19 an approach found to be cost-effective.38 However, it 

should be emphasized that very few participants completed the FOBT test annually. If the 

criteria had been annual FOBT, the relationship between FOBT and social risk group could 

not have been examined.

Limitations

This study has limitations. First, the four-year study period is short, particularly for 

colorectal cancer screening. Second, not all participants were covered by Medicaid for the 

entire period, which may have resulted in underestimating adherence. This study may also 

have overestimated cancer screening test completion if some procedures were conducted 

for diagnostic rather than screening purposes. Third, claims do not include information 

on the extent to which low cancer screenings resulted from the absence of specialist 
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referrals. Fourth, the study may have failed to exclude (a likely small number of) participants 

who had a disqualifying medical procedure before the 2-year pre-study enrollment period. 

Fifth, the SDH information was not collected annually, which may have resulted in some 

misclassification since circumstances can change over the 4-year period. Furthermore, this 

study evaluated the influence of an aggregated set of SDH rather than specific determinants. 

Sixth, the study sample was identified at the time of a healthcare encounter, consisting 

primarily of Black enrollees who were very sick, so generalizability is limited. Finally, data 

are pre-COVID, precluding an assessment of COVID on cancer screening test completion.

CONCLUSIONS

Among a sample of adults covered by the same public insurance program, social and 

economic disadvantages were associated with receipt of cancer screening tests, signifying 

additional barriers to accessing recommended preventive care. To reduce cancer-related 

disparities, state Medicaid agencies need to systematically assess SDH among their 

members and use the results to seek solutions in collaboration with their enrollees, the 

healthcare system, and other service sectors. Medicaid must provide more infrastructure, 

resources, and support for more targeted action informed by these assessments to achieve 

health equity.
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Figure 1. 
Derivation of Study Groups.
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Table 1.

Percent Distribution of Receipt of Preventive Services by Different Risk Factors.

Risk Factorsa

Colonoscopy and/or
Sigmoidoscopy

(N=2131)

FOBT
(N=2131)

Mammography
(N=1156)

Cervical Cytology
(N=5068)

0 ≥ 1 0 ≥ 1 0 ≥ 1 0 ≥ 1

Social Risk Group

 Group 1 (fewest 
risks) 366 (24%) 186 (30%) 472 (26%) 80 (23%) 101 (26%) 249 (32%) 959 (45%) 1437 

(49%)

 Group 2 254 (17%) 101 (16%) 303 (17%) 52 (15%) 84 (22%) 143 (19%) 479 (23%) 711 (24%)

 Group 3 677 (45%) 283 (45%) 794 (45%) 166 (48%) 155 (40%) 304 (40%) 501 (24%) 609 (21%)

 Group 4 (most 
risks) 211 (14%) 53 (9%) 214 (12%) 50 (14%) 48 (12%) 72 (9%) 186 (9%) 186 (6%)

Ageb

 20 – 29 years old - - - - - - 685 (32%) 1333 
(45%)

 30 – 39 years old - - - - - - 482 (23%) 697 (24%)

 40 – 49 years old - - - - - - 377 (18%) 416 (14%)

 >=50 (50-54 years 
old) 695 (46%) 285 (46%) 803 (45%) 177 (51%) 171 (44%) 359 (47%)

581 (27%) 497 (17%) >=50 (55-59 years 
old) 578 (38%) 259 (42%) 711 (40%) 126 (36%) 152 (39%) 298 (39%)

 >=50 (60-62 years 
old) 235 (16%) 79 (13%) 269 (15%) 45 (13%) 65 (17%) 111 (14%)

Sex

 Male 738 (49%) 242 (39%) 821 (46%) 159 (46%) - - - -

 Female 770 (51%) 381 (61%) 962 (54%) 189 (54%) 388 
(100%) 768 (100%) 2125 

(100%)
2943 

(100%)

Medicaid Coverage 
During Study Period

 < 4 years 475 (32%) 145 (23%) 544 (31%) 76 (22%) 144 (37%) 155 (20%) 738 (35%) 729 (25%)

 4 years 1033 
(69%) 478 (77%) 1239 

(69%) 272 (78%) 244 (63%) 613 (80%) 1387 
(65%)

2214 
(75%)

Regular Medical 
Provider

 No 278 (18%) 52 (8%) 286 (16%) 44 (13%) 57 (15%) 57 (7%) 404 (19%) 480 (16%)

 Yes 1223 
(81%) 569 (91%) 1490 

(84%) 302 (87%) 329 (85%) 708 (92%) 1713 
(81%)

2452 
(83%)

Adjusted Clinical 
Groups

 1st quartile 
(healthiest) 182 (12%) 51 (8%) 203 (11%) 30 (9%) 47 (12%) 64 (8%) 511 (24%) 681 (23%)

 2nd quartile 253 (17%) 103 (17%) 295 (17%) 61 (18%) 51 (13%) 146 (19%) 547 (26%) 833 (28%)

 3rd quartile 353 (23%) 176 (28%) 423 (24%) 106 (30%) 97 (25%) 223 (29%) 541 (25%) 831 (28%)

 4th quartile 
(sickest) 720 (48%) 293 (47%) 862 (48%) 151 (43%) 193 (50%) 335 (44%) 526 (25%) 598 (20%)
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Risk Factorsa

Colonoscopy and/or
Sigmoidoscopy

(N=2131)

FOBT
(N=2131)

Mammography
(N=1156)

Cervical Cytology
(N=5068)

0 ≥ 1 0 ≥ 1 0 ≥ 1 0 ≥ 1

Area Deprivation 

Indexc

 1st quartile (least) 405 (27%) 152 (24%) 458 (26%) 99 (28%) 93 (24%) 184 (24%) 437 (21%) 647 (22%)

 2nd quartile 365 (24%) 151 (24%) 430 (24%) 86 (25%) 95 (24%) 154 (20%) 517 (24%) 627 (21%)

 3rd quartile 323 (21%) 152 (24%) 399 (22%) 76 (22%) 84 (22%) 199 (26%) 563 (26%) 787 (27%)

 4th quartile (most) 335 (22%) 140 (22%) 404 (23%) 71 (20%) 90 (23%) 193 (25%) 525 (25%) 780 (27%)

a
Boldface indicates statistical significance (p < 0.05) between each risk factor and the receipt of the specific cancer screening test.

b.
Age measured 2 years prior to study enrollment.

c
Area Deprivation Index (ADI) missing for 4-6% depending on specific preventive service test.
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Table 2.

Percent Distribution Of Social Risk Group By Different Risk Factors For Colorectal Screening Group 

(N=2,131).

Risk Factorsa

Social Risk Group

Overall Group 1 Group 2 Group 3 Group 4

Ageb

  50-54 years old 980 (46%) 265 (48%) 178 (50%) 405 (42%) 132 (50%)

  55-59 years old 837 (39%) 198 (36%) 127 (36%) 404 (42%) 108 (41%)

  60 -62 years old 314 (15%) 89 (16%) 50 (14%) 151 (16%) 24 (9%)

Sex

  Male 980 (46%) 205 (37%) 126 (35%) 505 (53%) 144 (55%)

  Female 1151 (54%) 347 (63%) 229 (65%) 455 (47%) 120 (45%)

Medicaid Coverage During Study Period

  < 4 years 620 (29%) 154 (28%) 121 (34%) 268 (28%) 77 (29%)

  4 years 1511 (71%) 398 (72%) 234 (66%) 692 (72%) 187 (71%)

Regular Medical Provider

  No 330 (15%) 67 (12%) 54 (15%) 141 (15%) 68 (26%)

  Yes 1792 (84%) 483 (88%) 300 (85%) 813 (85%) 196 (74%)

Adjusted Clinical Groups

  1st quartile (healthiest) 233 (11%) 88 (16%) 44 (12%) 85 (9%) 16 (6%)

  2nd quartile 356 (17%) 119 (22%) 69 (19%) 143 (15%) 25 (9%)

  3rd quartile 529 (25%) 171 (31%) 108 (30%) 200 (21%) 50 (19%)

  4th quartile (sickest) 1013 (48%) 174 (32%) 134 (38%) 532 (55%) 173 (66%)

Area Deprivation Index (ADI) c

  1st quartile (least) 557 (26%) 173 (31%) 66 (19%) 247 (26%) 71 (27%)

  2nd quartile 516 (24%) 112 (20%) 98 (28%) 237 (25%) 69 (26%)

  3rd quartile 475 (22%) 128 (23%) 89 (25%) 202 (21%) 56 (21%)

  4th quartile (most) 475 (22%) 117 (21%) 84 (24%) 225 (23%) 49 (19%)

a
Boldface indicates statistical significance (p < 0.05) between each risk factor and social risk group.

b
Age measured 2 years prior to study enrollment.

c
Area Deprivation Index (ADI) is missing on 5% of sample due to invalid address.
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Table 3.

Adjusted Relative Risk (95% CI) Of Receiving Cancer Screening Test During 4-Year Study Period.

Risk Factora,b
Colonoscopy

and/or
Sigmoidoscopy

(N=2131)

FOBT (N=2131) Mammography
(N=1156)

Cervical
Cytology
(N=5068)

Model Including Regular Medical Provider c

Social Risk Group (Group 1 least risks)

  Group 2 0.82 (0.67,1.01) 1.04 (0.75,1.44) 0.93 (0.83,1.05) 1.02 (0.96,1.07)

  Group 3 0.92 (0.78,1.07) 1.24 (0.96,1.61) 0.98 (0.89,1.07) 1.00 (0.94,1.07)

  Group 4 (most risks) 0.70 (0.54,0.92) 1.52 (1.09,2.12) 0.94 (0.80,1.11) 0.90 (0.81,1.00)

Model Excluding Regular Medical Provider d

Social Risk Group (Group 1 least risks)

  Group 2 0.81 (0.65,0.99) 1.03 (0.74,1.43) 0.92 (0.81,1.03) 1.01 (0.95,1.07)

  Group 3 0.90 (0.77,1.06) 1.24 (0.96,1.6) 0.97 (0.88,1.06) 0.99 (0.93,1.06)

  Group 4 (most risks) 0.65 (0.50,0.86) 1.46 (1.05,2.04) 0.91 (0.77,1.07) 0.89 (0.80,0.99)

a
Reference group is in parenthesis.

b
Boldface indicates statistical significance (p < 0.05) between social risk group and receipt of cancer screening test.

c
Log-binomial model adjusted for age, sex, morbidity burden, having a regular medical provider, the length of Medicaid coverage, Area 

Deprivation Index quartile and social risk group.

d
Log-binomial model adjusted for age, sex, morbidity burden, the length of Medicaid coverage, Area Deprivation Index quartile and social risk 

group.
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