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Abstract

Knowledge of colorectal cancer (CRC) screening options remains suboptimal in Black
populations, contributing to screening disparities. Guided by community-based participatory
research (CBPR) principles, we partnered with five Black churches in Louisville, a region of
Kentucky with high Black-white CRC screening disparities, to explore screening barriers and
facilitators for CRC education and outreach. Project champions (1= 5) served as primary points
of contact, developed project support within their churches, and were trained to recruit church
and community members (/7= 39) to participate in five semi-structured focus groups. Interview
questions probed actual and perceived barriers to CRC screening, focusing on knowledge

and perceptions of stool-based tests. Subsequent questions explored perceptions of different
screening tests, CRC knowledge and beliefs, and trusted community locations for screening
outreach. Transcripts were analyzed iteratively, and codes were derived inductively and refined
to develop overarching themes. Participants experienced multilevel barriers to completing CRC
screening. Primary themes about CRC screening included acknowledgment of importance,
positive and negative personal experiences, need for increased outreach, and desire for greater
cultural representation in educational materials. Participants frequently discussed perceptions of
inadequate medical care, with most having only ever been offered colonoscopy; subsequently,
knowledge of stool-based tests was low. To address this knowledge gap, participants stressed
interpersonal communication from trusted individuals, such as local Black medical providers and
CRC survivors. Given the low knowledge of stool-based testing among participants and identified
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inequities in receipt of clinical care, community-based CRC screening interventions are warranted
to reduce Black-white CRC screening disparities.
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Nearly half of Kentucky’s Black population—about 170,000 of Kentucky’s nearly 365,000
Black residents—Ilives in Jefferson County, where Black residents experience worse
outcomes for colorectal cancer (CRC) incidence and mortality than white residents (54.3 vs.
43.3 for overall incidence, and 14.8 vs. 11.2 for mortality, for Black vs. white residents of
Jefferson county, per 100,000 population [age-adjusted]) [1]. Disparities in CRC incidence
in Black populations are largely explained by lower screening rates, which are, in turn,
related to a number of social-ecological barriers [2]. Black patients cite perceptions of test
invasiveness, fatalism, and lack of knowledge about screening importance as individual
barriers [3, 4], and living in segregated, impoverished neighborhoods with low perceived
social capital [5] as systemic barriers to screening. In Jefferson County, the highest CRC
incidence is found in census tracts with high proportions of Black residents [6], low
educational attainment, and high poverty, necessitating increased screening outreach in these
areas.

Multiple randomized clinical trials have demonstrated the efficacy of stool-based screening,
such as the fecal immunochemical test (FIT) [7]. As such, FIT is included by the US
Preventive Services Task Force (USPSTF) as a recommended screening modality for
individuals at average risk for CRC [7]. Stool-based tests reduce many individual-level
barriers to screening and are broadly preferred by patients nationwide [8], yet knowledge of
screening options [4, 9]—and subsequently, stool-based testing rates—remains suboptimal
in Black populations [9] despite clinical trials showing increased screening rates among
Black patients when offered screening options beyond colonoscopy [10, 11]. Furthermore,
although primary care settings are ideal for CRC screening promotion, Black patients

are more likely to use the emergency department as a usual source of care, particularly
when they report higher levels of medical mistrust [12]. To fill this care gap, faith-based
organizations in minority communities have a long history of developing and implementing
health promotion programs in trusted local settings and, specifically, they have increased
community CRC screening rates by implementing evidence-based interventions (EBIs) that
educate about CRC and promote stool-based testing [13].

To better understand the multifactorial reasons for CRC disparities among Black
Kentuckians, researchers from [blinded university cancer center] and [blinded regional
organization] conducted qualitative focus groups with project support and guidance from
leaders of five Black churches in Louisville who had interest in colorectal cancer prevention
and capacity to partner on research projects. This pilot study was designed to explore
facilitators and barriers to stool-based screening and perceptions of church-based CRC
education and outreach, with the ultimate goal of using these findings to select and adapt a
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community-based EBI to address CRC disparities in Louisville in a future study. Herein, we
present the thematic findings from our qualitative research.

Community Partners and Study Setting

Five Louisville churches were chosen purposively to partner with project co-investigators
and regional [blinded regional organization] team members based on their history of
community/health promotion outreach activities and their capacity to participate in

research. Our approach to developing these partnerships was guided by community-based
participatory research (CBPR) principles, wherein church members led study recruitment
efforts and encouraged participation via existing channels of communication (e.g., sermons,
social media outreach, small group worship activities). Project investigators relied on

both established cancer advocacy networks focused on Black populations and snowball
recruitment approaches through personal and professional networks to identify and approach
churches, as well as to determine their respective interest and ability for partnership.
Churches were each provided a $1000 incentive to offset time and resource commitments for
recruitment and focus group administration.

We identified one primary project champion (including both health ministry leaders

and clergy members) from each church (n=5) and provided them with IRB-approved
training on best practices for recruiting church and community members for focus

group participation in cancer education research. Project champions recruited participants
primarily from within their own church settings but also from community and familial
associations using the aforementioned recruitment techniques. Inclusion criteria for
recruitment included ensuring participants were (a) of screening age (i.e., 45-74 years

old, per USPSTF recommendations) [7], (b) Black or African American-identified, and

(c) willing and comfortable to discuss issues surrounding CRC screening, as explained in
one-on-one interactions with project champions and on simple-language recruitment flyers
(prepared by project investigators) that explained the purpose, time commitment, and topic
of the focus groups. All methods, materials, and research plans were approved by the
[blinded academic institution] Institutional Review Board.

Data Collection

Data were collected between April and June 2021 via a series of five focus groups (one

per church) that were conducted both with in-person (3 focus groups) and teleconferencing
(2 focus groups) formats chosen based on the churches’ contemporaneous health safety
protocols and comfort levels. Focus group questions (18 questions, with probes used when
necessary) were guided by semi-structured interview guides probing facilitators and barriers
to CRC screening, with primary emphasis on knowledge and perceptions of stool-based tests
(i.e., FIT). Additional questions explored perceptions of community CRC screening needs,
knowledge and beliefs regarding CRC and different screening tests, and ideas for trusted
community locations to conduct screening interventions. Upon conclusion of each focus
group, participants completed a simple 11-question demographic survey with questions
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about gender, education, insurance coverage, previous CRC screening experiences, and
self-reported health literacy.

Data Analysis

Results

Focus groups were facilitated by one researcher with significant qualitative methods training
and practice (AK-D) and a community partner with substantial experience providing
community education and outreach (EH). Sessions were audio recorded and sent to a
professional transcription service, where they were transcribed verbatim. The project senior
investigator (AK-D) compared random audio samples to the transcribed documents to ensure
general transcription accuracy and did not find any significant deviations. Two members

of the research team (CC, RW) coded transcripts using a thematic analysis approach

as outlined in Braun and Clarke [14], and met regularly with the senior investigator

(AK-D) to ensure consistency and resolve any coding discrepancies that arose to reach
consensus. Codes were derived both deductively (i.e., based on focus group question

topics) and inductively (i.e., from discussions that diverged from thematic topics) and were
compiled in a template-based codebook that operationalized codes and provided exemplar
quotes. The codebook was refined iteratively throughout the coding process as new data
expanded, refined, or otherwise changed the operationalization of codes. Ultimately, codes
were described via broad, overarching themes representative of the major findings from

the study. To ensure trustworthiness, we employed “member checking” by presenting

our initial thematic findings to project champions and a subset of community member
participants. This process is critical in qualitative research to minimize bias and validate data
interpretations. Ultimately, no substantive changes to our interpretations were recommended
from the member checking process.

Description of Participants

Focus group participants (N = 39) were mostly female (61.6%) and over 65 years old
(66.6%). A plurality (46.2%) had a bachelor’s degree or higher, and different income

levels were well-represented across the sample. Most (71.8%) had at least one person as a
primary medical care provider, and 64.1% listed Medicare as an insurance source. Regarding
CRC screening, 87.2% had received a screening recommendation from a provider in their
lifetime; however, over half (51.3%) had not had a CRC screening examination of any sort
in the last year, and nearly three-fourths (74.4%) had never been offered a stool-based test by
their medical provider. Consequently, basic knowledge of stool-based screening modalities
was low. Self-reported health literacy was generally high, with only seven participants
reporting rarely (12.8%) or sometimes (5.1%) requiring assistance reading written materials
from their doctor or pharmacist (Table 1). Participants reported on four major themes

related to both CRC screening behaviors and CRC in general: (1) acknowledgement of
screening importance; (2) personal experiences, and how they shaped either positive or
negative perceptions of screening tests; (3) need for increased education about stool-based
testing and CRC in general, particularly in community settings; and (4) the importance of
cultural representation in educational materials to motivate screening adherence. Table 2
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operationalizes each theme and lists additional exemplar quotes for each (beyond what is
described in the text herein).

Acknowledgement of Screening Importance

Overwhelmingly, participants recognized the importance of CRC screening to one’s health,
both in terms of their own personal health and the health of friends and family, as
exemplified by one individual who noted that they “...know that these tests... are important
for everybody.” Participants also felt that this importance should be acknowledged more by
other people within their community, and they underscored the importance of interpersonal
communication to help disseminate information about screening importance. As one
individual stated, “[1]t’s all about providing information, sharing information that will save
somebody’s life. And once we get it... we don’t want to just hold it ourselves. You want to
share it.”

Perceptions of CRC screening importance were frequently influenced by participants’
personal exposures to CRC. Often, before expressly acknowledging the importance of
screening, participants described how someone close to them had CRC or how people
around them talked about CRC. As one person explained, “I think we often listen to people’s
horror stories to how [colonoscopy] is done... [but] you have to remember [not to] listen

to people’s horror stories... [By] not doing anything in the next five or six, 10 years, you
[can] end up with colon cancer.” In general, word of mouth throughout social networks

had a noticeable effect on how participants perceived CRC screening and their own comfort
levels with discussing screening. A participant summed it up in the following manner: “Just
like people have a mystery about the stock market, people have a mystery about a lot of
things [related to cancer]. Obviously, you don’t bring it up [i.e., CRC screening] at the
Thanksgiving dinner, but it’s something that people should feel comfortable talking about.”
Overall, both acknowledgement of the importance of screening and the need to discuss
screening more often were strongly endorsed by participants.

Effects of Personal Experiences

Focus groups discussed their first-hand experiences with CRC screening that were often
shaped either positively or negatively based on both individual perceptions and interpersonal
communication. For example, anecdotes about friends and family often motivated members
to pursue colonoscopy. As one member stated “... several persons that | know have
succumb[ed] to [CRC]. And now I get a test regularly just so that | can know in my

mind that | have done what the medical profession has asked me to do. And that is get

a colonoscopy...” Another commented similarly, “My dad died of colon cancer and so

[1] have to have screening more often.” Perceptions of colonoscopy, however, were not
always positive. For example, one focus group participant mentioned that “the preparation is
worse than the cancer cell,” and another concurred, describing it as “messy.” Other factors
associated with negative perceptions of colonoscopy included test invasiveness and “horror
stories” as told by family and friends.

Despite a number of concerns about colonoscopy, participants had very little knowledge
or experience with stool-based screening modalities, such as FIT. Only a handful of
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participants had ever heard of FIT, and most of those individuals were either medical
professionals or had previously received a FIT kit in the mail from their insurer or the
Veterans Administration. Participants widely stated that the reason they did not know about
FIT was that their provider had never mentioned it to them (“My doctor has never said
anything like that to me, like a FIT test”) though they were much familiar with FIT-DNA
due to commercials they had seen on television, even if they did not fully understand

its purpose; for example, one participant commented that they did not realize that the
commercial was advertising an alternative to colonoscopy. Some individuals also noted
perceptions of disgust with completing stool-based tests, just as they did with colonoscopy
(or, more specifically, colonoscopy preparation). For example, one focus group member
noted, “Some people are just germophobic...and they won’t mess with it.” Nevertheless,
participants were largely very interested in FIT and often interjected during focus groups
to ask additional questions about the test, its purpose, and how it is self-administered.

In particular, they reacted positively to the ease of FIT and lower time commitment as
compared with colonoscopy.

Need for Increased Education and Outreach

Generally speaking, focus group members also underscored the need for better screening
education, highlighting the lack of education received in health care settings. One participant
noted how their provider gave them very little information about screening beyond simply
recommending them to complete colonoscopy: “My doctor scheduled the appointment and
I went in had it done, and that was it. So the lack of education is my concern.” Another
individual noted that during a previous colonoscopy, their doctor had removed polyps but
never explained that polyps could develop into CRC over time; the focus group session
was the first time that individual had ever received that particular piece of information.
Participants overwhelmingly expressed a desire for increased education; as one participant
noted, “I think that if more people really understood and had more knowledge, maybe,
maybe they would do the testing that’s necessary.”

Resulting from some of these perceived deficiencies in traditional health care environments,
participants were extremely receptive to the idea of receiving CRC screening education in
trusted community settings. Some individuals mentioned that they had received education at
church about other illnesses and health conditions: “We had education. It was part of our
announcements... [W]e educated our congregation and some other congregations, and they
[were] willing to receive [education] that way.” Because the church was a relatively common
venue for receiving health information, participants were positive about receiving CRC there
as well. As one participant stated, “I think a church setting (of some type) where people will
have an opportunity to receive the information and then some type of follow up...would be
important. Follow up to what we talked about. “You attended this session last week, have
you had an opportunity to do the FIT test yet?”” Other community settings’ participants
endorsed for receiving CRC screening education included barbershops and beauty shops,
regional African American civic organizations, and Greek societies.
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Importance of Cultural Representation in Educational Materials

Lastly, focus group participants widely noted the importance of cultural representation

in CRC screening educational materials, something they perceived as generally lacking.
Participants expressed a desire to have greater representation of Black culture in educational
materials, including photos of Black individuals, so that members of their community would
be more likely to be receptive to the materials. One participant detailed, “I get older, |

hear more, I’m trying to educate myself more... to be frank with you, sometimes in our
culture, sometimes in our community, the understanding, the educational aspect, and all of
the importance has been limited [in the Black community] for some reason.”

Specifically, they mentioned numerous types of individuals they would want to see on
educational materials for CRC screening. For example, citing the recent death of a younger
Black male celebrity, participants mentioned the importance of having education materials
feature pictures of younger Black men to address what they viewed as a common perception
among young Black men that they are less susceptible to CRC. Other individuals that
participants wished to see on educational materials included trusted Black community
members, such as local newscasters, pastors, doctors, and well-known former regional
athletes. Finally, participants emphasized the need for educational materials to be written in
a conversational, comfortable tone so as not to be frightening or intimidating. One individual
specifically stated materials should be “very conversational. And that’s part of ‘the thing’ in
the Black community and among men, among people in general.”

Discussion

The present study identified four main themes to stool-based screenings for CRC among
Black Louisville residents: (1) acknowledgement of screening importance, (2) effects of
personal experiences, (3) need for increased education and outreach, and (4) the importance
of cultural representation in educational materials. These themes add to the extant literature
about CRC screenings within Black communities, and while this study shares similarities to
other studies about CRC screening in Black communities, our findings highlight the lived
experiences of a subset of Black patients in Louisville; specifically, they underscore that
despite acknowledging the importance of CRC screening and expressing desire to learn
more information about FIT, many Black patients continue to receive inequitable CRC
screening guidance in health care settings.

Our findings suggest that simply acknowledging the importance of CRC screening among
family and friends can facilitate screening uptake. Participants in this study expressed

the importance of disseminating information about CRC screening, often describing how
someone close to them had previously discussed CRC with them. Within the Black
community, one common motivator for health decision making is sharing information that
could save the life of a family member or friend [15]. Interpersonal discussion about health
issues such as CRC can help mitigate stigma regarding the screening process. Historically,
Black families have used various interpersonal communication methods, such as storytelling
and testimonies that offer an opportunity to communicate about personal and family health
histories [16]. Screening interventions utilizing these communication styles to motivate CRC
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screening are likely to increase screening knowledge (and adherence) among Black families
and community members.

Our study also revealed that individuals reported both positive and negative experiences
with CRC screening. For example, in some cases, participants reported that conversations
with friends or family members motivated them to seek a colonoscopy. In other cases,
however, a number of participants expressed concern that colonoscopies are messy and
invasive, perceptions aligned with the previous research showing a correlation between
disgust and CRC screening avoidance [17]. Other concerns such as lack of CRC knowledge,
cost of screening procedures, transportation issues, lack of provider recommendation, and
medical mistrust are also associated with CRC screening avoidance [18, 19]. To mitigate
those barriers, screening modalities such as FIT are available for individuals at average

risk for CRC. At-home testing does not require time off work, an additional individual for
transportation purposes, or any preparation the day before the test; additionally, stool-based
tests are often free or low cost, and while they may not necessarily completely remove
feelings of disgust, they are far less invasive.

One way of reducing racial and ethnic health disparities related to CRC screening is for
health care providers to increase outreach to Black individuals and communities, including
promoting stool-based screening modalities as an available option for those at average

risk for CRC. The majority of participants in the present study reported that doctors had
only recommended colonoscopy as an available screening option despite the USPSTF’s
inclusion of three stool-based tests as recommended CRC screening strategies for average
risk individuals [7]. This sole focus on direct visualization tests might possibly stem from
providers relying on outdated research suggesting a preference for colonoscopy among
Black individuals or from inadequate provider documentation of family histories, limiting
the ability to stratify patients by risk. It is also possible that health care providers require
additional information about the efficacy of FIT or training on how to engage their patients
in shared decision making about screening preference, a strategy endorsed by the USPSTF
[20]. Nevertheless, recent research indicates that individuals of all racial and ethnic groups
prefer [8] and are likelier to complete [10, 11] stool-based screening vs. colonoscopy when
presented with all available screening options. By not offering Black patients a choice

of available screening options when appropriate, health care providers can inadvertently
exacerbate medical mistrust within the Black community, possible contributing to disparate
CRC screening rates among their Black patients [19].

US Census Bureau projections have suggested that the USA will become a “majority-
minority” nation by 2044, yet as of 2018, only 5% of active physicians are Black or African
American [21], suggesting the medical profession has a steep uphill climb to achieve
equitable racial representation in the field. In the meantime, to fill the outreach gap, public
health educators can increase knowledge and awareness of other CRC screening modalities
within the Black community by leveraging trusted regional resources, organizations,

and businesses. Individuals from this study reported receiving information in churches,
barbershops/beauty shops, and African American civic organizations. Health educators

can partner, and collaborate, with these trusted community settings to provide education
and outreach necessary to promote CRC screenings. Furthermore, participants expressed
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the importance of having trusted Black community members represented on educational
materials. The use of culturally tailored materials is empirically proven to increase stool-
based CRC screening in Black communities [22] and is aligned with the National Colorectal
Cancer Roundtable’s CRC messaging recommendations for Black and African American
people [23]. By partnering with trusted individuals and organizations in Black communities
to co-develop CRC screening interventions, public health researchers and practitioners can
ensure that materials and methods are representative of local culture, thereby increasing their
likelihood of contributing to intervention success.

This study has a number of strengths, including strong representation of individuals in
different annual household income categories but must also be interpreted in light of a

few limitations. First, our sample skewed generally older (i.e., over 65% were 65 years

of age or older), and their views might not be representative of younger Black Louisville
residents of screening age for CRC (i.e., those between 45 and 64 years old); although

15% of our sample was comprised of individuals 45-55 years of age, it is possible that

their perceptions were not as well represented as those of older participants. Second, we
purposively recruited five Black churches in the region based on existing partnerships

and willingness to participate. If the views of participants from these churches and their
surrounding communities were to differ significantly from other non-participating churches,
conclusions and implications derived from our data might not be generalizable to all

regions of Louisville. Similarly, individuals in this study participated willingly and were

at least somewhat comfortable discussing CRC; it is critical for researchers to capture

the perspectives of individuals who are less comfortable with these sorts of conversations

as well. Third, as is common with many church-based studies, our study skewed toward
higher educational attainment (i.e., nearly 90% of participants had at least some college
education), though our participants nonetheless reported a diverse range of reported annual
incomes. Fourth, as with most qualitative studies, data represent solely the perspectives of
the individuals who were interviewed and cannot be generalized to extend to other regions or
populations. Last, although focus groups were facilitated by an experienced team consisting
of a skilled qualitative researcher and community outreach partner, data interpretation is
always subject to potential researcher and participant biases. We made every attempt to
mitigate these concerns through the use of regular member checking, including in data
analysis members of the research team who did not facilitate focus groups, and participating
in regular team debriefing meetings to discuss possible biases and ensure consensus among
coders.

Conclusion

Multiple barriers spanning different social ecological levels influence Black Louisville
residents’ knowledge of CRC screening and, subsequently, their decision-making and ability
to complete screening. Participants expressed issues of perceived inequities in health care,
including medical providers not adequately determining CRC risk and thus not providing

all available options of screening modalities, leading to low participant knowledge of stool-
based tests. Given these clinical care inequities and the overall knowledge gap, community-
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based CRC screening interventions may be feasible to reduce Black-White CRC screening
disparities among Louisville residents.

Acknowledgements

The authors wish to acknowledge our community and church partners, without whom this project would not have
been possible. We thank them for their continued support, advocacy, and leadership in working to eliminate cancer
disparities in Kentucky and beyond.

Funding

This research was supported by the National Center for Research Resources and the National Center for Advancing
Translational Sciences, National Institutes of Health, through Grant UL1TR001998 and by the National Cancer
Institute through the Cancer Center Support Grant P30CA177558.

References

1.

Kentucky Cancer Registry. Based on data released July 2021. Accessed October 6, 2022. https://
www.cancer-rates.info/ky/

. Rutter CM, Knudsen AB, Lin JS, Bouskill KE (2021) Black and White differences in colorectal

cancer screening and screening outcomes: a narrative review. Cancer Epidemiol Biomarkers Prev
30(1):3-12. 10.1158/1055-9965.EPI-19-1537 [PubMed: 33144285]

. Greiner KA, Born W, Nollen N, Ahluwalia JS (2005) Knowledge and perceptions of colorectal

cancer screening among urban African Americans. J Gen Intern Med 20(11):977-983 [PubMed:
16307620]

. May FP, Whitman CB, Varlyguina K, Bronley EG, Spiegel BMR (2016) Addressing low colorectal

cancer screening in African Americans: using focus groups to inform the development of effective
interventions. J Cancer Educ 31(3):561-574

. Buehler JW, Castro JC, Cohen S, Zhao Y, Melly S, Moore K (2019) Personal and neighborhood

attributed associated with cervical and colorectal cancer screening in an urban African American
population. Prev Chronic Dis 16:190030

. U.S. Census Bureau. American Community Survey 2021 1-year estimates. Census Reporter

Profile page for Jefferson County, KY. Accessed October 6, 2022. http://censusreporter.org/profiles/
05000US21111-jefferson-county-ky/

. US Preventive Services Task Force, Davidson KW, Barry MJ et al. (2021) Screening for

colorectal cancer: US Preventive Services Task Force recommendation statement [published
correction appears in JAMA. 2021 Aug 24,;326(8):773]. JAMA. 2021;325(19):1965-1977. 10.1001/
jama.2021.6238 [PubMed: 34003218]

. Zhu X, Parks PD, Weiser E, Fischer K, Griffin JM, Limburg PJ, Finney Rutten LJ (2021) National

survey of patient factors associated with colorectal cancer screening preferences. Cancer Prev Res
14(5):0F1-11

. Ward SH, Parameswaran L, Bass SB, Paranjape A, Gordon TF, Ruzek SB (2010) Resident

physicians’ perceptions of barriers and facilitators to colorectal cancer screening for African
Americans. J Natl Med Assoc 102(4):303-311 [PubMed: 20437737]

10. Inadomi JM, Vijan S, Janz NK et al. (2012) Adherence to colorectal cancer screening: a

randomized clinical trial of competing strategies. Arch Intern Med 172(7):575-582. 10.1001/
archinternmed.2012.332 [PubMed: 22493463]

11. Gupta S, Halm EA, Rockey DC et al. (2013) 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 173(18):1725-1732.
10.1001/jamainternmed.2013.9294 [PubMed: 23921906]

12. Arnett MJ, Thorpe RJ Jr, Gaskin DJ, Bowie JV, LaVeist TA (2016) Race, medical mistrust, and

segregation in primary care as usual source of care: findings from the Exploring Health Disparities
in Integrated Communities study. J Urban Health 93(3):456-467. 10.1007/s11524-016-0054-9
[PubMed: 27193595]

J Cancer Educ. Author manuscript; available in PMC 2024 June 01.


https://www.cancer-rates.info/ky/
https://www.cancer-rates.info/ky/
http://censusreporter.org/profiles/05000US21111-jefferson-county-ky/
http://censusreporter.org/profiles/05000US21111-jefferson-county-ky/

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Kruse-Diehr et al.

13.

14.
15.

16.

17.

18.

19.

20.

21.

22.

23.

Page 11

Blumenthal DS, Smith SA, Majett CD, Alema-Mensah E (2010) A trial of 3 interventions to
promote colorectal cancer screening in African Americans. Cancer 116(4):922-929 [PubMed:
20052732]

Braun V, Clarke V (2006) Using thematic analysis in psychology. Qual Res Psychol 3(2):77-101
Vilaro MJ, Wilson-Howard DS, Neil JM et al. (2021) A subjective culture approach to cancer
prevention: rural black and white adults’ perceptions of using virtual health assistants to promote
colorectal cancer screening. Health Commun 37(9):1123-1134. 10.1080/10410236.2021.1910166
[PubMed: 33876658]

Hovick SR, Yamasaki JS, Burton-Chase AM, Peterson SK (2015) Patterns of family health
history communication among older African American adults. J Health Commun 20(1):80-87.
10.1080/10810730.2014.908984 [PubMed: 25174859]

Scaglioni G, Guidetti M, Cavazza N (2021) The role of disgust as an emotional barrier to colorectal
cancer screening participation: a systematic review and meta-analysis [published online ahead of
print, 2021 Aug 25]. Psychol Health 1-20. 10.1080/08870446.2021.1967351

Zhu X, Parks PD, Weiser E, Jacobson DJ, Limburg PJ, Finney Rutten LJ (2021) Barriers to
utilization of three colorectal cancer screening options - data from a national survey. Prev Med Rep
24:101508. 10.1016/j.pmedr.2021.101508 [PubMed: 34401220]

Adams LB, Richmond J, Corbie-Smith G, Powell W (2017) Medical mistrust and colorectal

cancer screening among African Americans. J Community Health 42(5):1044-1061. 10.1007/
$10900-017-0339-2 [PubMed: 28439739]

US Preventive Services Task Force, Davidson KW, Mangione CM et al. (2022) Collaboration

and shared decision-making between patients and clinicians in preventive health care decisions
and US Preventive Services Task Force recommendations. JAMA. 327(12):1171-1176. 10.1001/
jama.2022.3267 [PubMed: 35315879]

Association of American Medical Colleges. Diversity in medicine: facts and figures 2019.
Accessed June 18, 2022. https://www.aamc.org/data-reports/workforce/interactive-data/figure-18-
percentage-all-active-physicians-race/ethnicity-2018

Roy S, Dickey S, Wang HL et al. (2021) Systematic review of interventions to increase stool

blood colorectal cancer screening in African Americans. J Community Health 46(1):232-244.
10.1007/s10900-020-00867-z [PubMed: 32583358]

National Colorectal Cancer Roundtable and American Cancer Society. 2022 messaging guidelines
for Black and African American people. Accessed July 28, 2022. https://nccrt.org/resource/2022-
messaging-guidebook-black-african-american-people/

J Cancer Educ. Author manuscript; available in PMC 2024 June 01.


https://www.aamc.org/data-reports/workforce/interactive-data/figure-18-percentage-all-active-physicians-race/ethnicity-2018
https://www.aamc.org/data-reports/workforce/interactive-data/figure-18-percentage-all-active-physicians-race/ethnicity-2018
https://nccrt.org/resource/2022-messaging-guidebook-black-african-american-people/
https://nccrt.org/resource/2022-messaging-guidebook-black-african-american-people/

Page 12

Kruse-Diehr et al.

Author Manuscript

9ty
Tv9

9¢
§'0¢
6'LT
¥'S1
€07
¥'ST
6'LT

414
9ty
€07

T8
€'¢ee
979

8¢t
§'0¢
€¢ee

L'L
€01
€07

Ts

LT (s.asnods Aw 10 suiw) ueld sakojdw3

14 ETERITOET
p30UeINSUI [ed1paw Jo adAL

Jamsue oN

alow 10 000'00T

666'66 01 000°'GL

66672 01 000'05

66667 01 000'GE

666'E 01 000°'GC

000°GZ eyl ssa

3WO2UI [BNUUE PjOYasnoy [e10L

~N © < © ~~ oo -

8T Jaybiy 10 9a169p s,J0jaydeg
1T (a191dw0 10U pIp) 86302 BWOS
4 @39 Jo jooyos ybIH
0 (a191dwo9 10U pIp) J00Y2s ybiy swos
UO011eINPS3 4O [9A3] 1s3YBIH
z asuodsal oN
€T 3eN
ve 3lewad
1apuso
] +9.
8 S/-TL
€T 0.-99
€ G9-T9
14 09-95
14 SG-TS
4 0SS~
by

%

T alqeL

Author Manuscript

solydesBowap juedionied

Author Manuscript Author Manuscript

J Cancer Educ. Author manuscript; available in PMC 2024 June 01.



Page 13

Kruse-Diehr et al.

suondo asuodsal ajgeatjdde |je pajos|as sjuedionted asnedaq %00T [enba 1ou op wmmﬁcmsmn_m

0 0 skem|y
0 0 usyo
6 ¢ SAWIBWOS
82l G Ajarey
T8  ¢€ JEVEIN]
Aoewureyd 10 10100p WOy [erisrew ushiim Buipesl papasu djaH
76 ¢ Jamsue oN
9¢C T wexa uojod Jo adAl Jayio
¥'al 9 (p4enBoj0D 10 L 1) 33i1] 3s8) poojq |00IS
96z 01 Adoasopiowbis 10 Adoasouojod
€19 0¢ 3UON
w_mg jsed ‘uaxel s1sa) BuluaaIds Jaoued [819210]09 JO adAL
9z 1 aIns Jou/mouy 3,uoQg
vl 6C ON
Tee 6 S3A
Jeak ised ‘Japinoid ased [ealpaw Ag papuswiwodal 158} paseq-1001S
0 0 2Ins Jou/mou 3,uoqg
8¢l S ON
2'l8 e SOA
198 ‘1ap1noud aJed [ealpaw Ag papuawiiodal Buiusalds 1aoued [e19810]09 Jo adA) Auy
9z 1 Jamsue oN
9G6e 0T ON
8T, 82 SOA
Japinoad aied [eaipaw Asewiid paiapisuod ajdoad aiow 1o auo seH
0 0 80URINSUI [BIIPALW 8ARY JOU O |
76 ¢ WA Ubnouy) ueid
L€ preaipaiN
502 8 J19sAw paseyound | ueld
% U

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

J Cancer Educ. Author manuscript; available in PMC 2024 June 01.



Page 14

Kruse-Diehr et al.

noge
10] ® aJed am [ya1ym] uoissajold J1yy wouy deads ||Im Asy) asnedaq ‘[s[erarew Buiuaaids] Jo) sarepipues ay) Jo auo ag 03 palsahbns aqg " pIno J03100p [eaIpaW Xoe|g Vv
sfenpiaipul Jo dnoub asianip Aue 1o} se0b eyl puy [Sjeriarew [euoiieanpa uo] 10jod Jo uosiad e 38s 0 JUBM P,aM ‘SUBRILIBWY URILIJY J0J YUy |

Aressadau s,1eyy Bunsal ayy op pjnom Asyl agAew ‘agAew ‘abpajmouy aiow pey pue poolsiapun Ajeal ajdoad alow i yeyl yuiys | pue ‘Areas [si Jaoue)]

sBuiyy asoy pey | ‘ssaupoob Aw ‘Yo ‘pres | uaym s,Jeyl 0S "NoA Yy UoIeWIoul
3y 1ano Buloh  sem | [run ‘18oued o3 pa| Ajqissod ‘4aaued 03 pa| sdAjod sy yeyy azifeal Ajea. 1,upip | pue: - sdAjod awos axel pip Asyy pue ‘JeaA ise| [Adoasouojod e] pey |

13410 8y} 10 Xeq
06 0 JUBM 1, UpIP | 810MS | TRy} 8L 10} 82usLIBdXa B]qLLIOY B YINS SeM 11 pue ‘auo JaLIou. 10y Pajnpayds usaqg aA, | pue ‘obe sieak ZT 1noge Ajqeqoid Adoosouojod e pey |

mouy | ajdoad o 10] ® 40 pauiny Jeyl oS Buruaals aleisold axi| ‘8jqenojwosun [si Bulusaids DY 1eyr pasnuod usaq usyo ued [9doad]

$31d00S0U0J02 BARY 0) PAPaaU aM Jey] ‘1Sea] 1e sieak anl) A1ana ‘Aexo ‘Teyl Jayje Ajiwe) ayl Jo Jaquiaw Alans pjol Aay pue ‘Ajjusnbaiy pausalds aq 0}
pue pPaudaIds 8 0} Paau B SI 813y} INg “uosiad Jeyl J0} J8118g SWO0IIN0 B} SPeW SABY PINOM pue suolesado J0 AYNJLIp sy} 0} PaingLilu0d ey} SI0J9e) 8U} JO BUO SBM Jadued
3y} JO UOIIBI0| B "J03Jay) SUOIeIl|dWod pue Jadued uojod Jo palp Ajpuanbasgns oym aAlle|as asojd e pey | asnedaaq Juenodwi Ajawalixa st Buluaaids ay yeys Aes pjnom |

jueniodwi AJaA s1 Buiuaalos e ‘oS ‘Aouabiawa
ue s,31 ‘Buissed poojq 1sd1y 8y} 98s op NoA uaym Jo Adoasouo|od e 186 op NoA usym uay) pue ‘siesA Jo ajdnod e 1oy uo ob ybiw 31 puy .. ’1eyl Jo s1y) Jo ‘are | yeyl Buiylswos
U0, ‘s.Jeys Buiyiawos se yo 3 Buniim a1,noA sawi 40 10] v "Buniwon ‘easneu ‘ssau-Ayeo|q ‘swoldwAs pue subis yum Apealje Bunuasaid a1,noA ‘[0y4D] 186 op noA uaymn

uolyejuasaldal
Jean}n o sduepodw|

19B8.AN0 PUB LUOIELINPS
pasealoul 10} pasN

[ERIETIENE]
leuosiad Jo 1083

aouenodwil Buluaaids
10 JusWaBpa|moUX Y

sajonb annelUasaldal pue saway L

¢ 9lqeL

Author Manuscript Author Manuscript Author Manuscript

Author Manuscript

PMC 2024 June 01.

in

available

J Cancer Educ. Author manuscript



	Abstract
	Methods
	Community Partners and Study Setting
	Data Collection
	Data Analysis

	Results
	Description of Participants
	Acknowledgement of Screening Importance
	Effects of Personal Experiences
	Need for Increased Education and Outreach
	Importance of Cultural Representation in Educational Materials

	Discussion
	Limitations

	Conclusion
	References
	Table 1
	Table 2

