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Abstract

Background: African Americans experience disproportionately higher morbidity and mortality
from colorectal cancer (CRC), yet they complete screening at lower rates than Caucasians. While
studies have identified barriers and facilitators to CRC screening among African Americans, no
study has examined physician perceptions of these barriers.

Objective: The purpose of this study was to determine how resident physicians view barriers
and facilitators to CRC screening among their African American patients, and to compare
residents’ perceptions with barriers and facilitators that have been reported in studies with African
Americans.

Design: Both quantitative and qualitative data were obtained during in-depth interviews with 30
upper-year residents from an urban academic internal medicine program.

Results: Residents recognized the low levels of awareness of CRC that have been reported
among African American patients. The most common barriers reported by residents were lack

of knowledge, fears, personal/social circumstances, and colonoscopy-specific concerns. Residents
reported a need for increased education, increased public awareness, and easier scheduling as
facilitators for screening. Residents failed to appreciate some key perceptions held by African
Americans that have been documented to either impede or facilitate CRC screening completion,
particularly the positive beliefs that could be used to overcome some of the perceived barriers.

Conclusions: Residents may be missing opportunities to more effectively communicate about
CRC screening with their African American patients. Residents need more explicit education
about African Americans’ perceptions to successfully promote screening behaviors in this high-
risk population.
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BACKGROUND

African Americans are disproportionately affected by colorectal cancer (CRC), experiencing
significantly higher incidence of and mortality from CRC than whites.! When detected early,
CRC is a highly treatable disease, with survival rates at 5 years as high as 90%.2 However,
despite their increased risk, African Americans complete CRC screening, particularly with
endoscopic methods, at lower rates than their white counterparts.3=7 In fact, a multivariate
analysis of data from the National Health Interview Survey concluded African Americans
are approximately 18% less likely than whites to be screened after controlling for age, sex,
education, and income level.3 A critical step in working to address this health disparity

and increase CRC screening rates among African Americans is to effectively address
existing barriers to screening while understanding the factors that facilitate screening. Prior
studies have identified several barriers to screening among African Americans, including
fear, mistrust of the health care system, fatalism, lack of awareness/knowledge, access,

and cost.”16 To date, few studies have assessed resident physicians’ understanding of the
barriers and facilitators to CRC screening among the African American patients for whom
they care and refer for screening.

Residency programs in internal medicine often represent the final phase of formal training
for physicians planning careers in primary care. It is generally accepted that the knowledge
and practice patterns acquired by physicians during residency will be brought with them into
their clinical practices and may persist for some time. Thus, residency is the optimal time

to ensure that physicians possess accurate knowledge about the barriers and facilitators to
CRC screening for this high-risk population in order to ultimately improve screening rates.
Moreover, prior studies have demonstrated residents’ rates of CRC screening for African
American patients can be improved with educational efforts.17:18

The purpose of this study was to interview residents using both open-ended and fixed-
choice questions to determine how they view awareness of CRC screening, and facilitators
and barriers to screening among their African American patients, and to compare their
perceptions with barriers and facilitators that have been reported in previous research with
African American patients.

METHODS
Study Setting and Participants

We conducted 30 semistructured interviews using fixed-choice and open-ended questions
with second- and third-year internal medicine residents over 7 months in 2006 at an urban
academic medical center. For ease of scheduling, residents on rotations that did not require
overnight call were invited to participate by e-mail or by direct contact with a study
investigator. No incentive was provided for study participation. The Temple University
institutional review board approved the study protocol and methods for maintaining
anonymity.
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Data Collection

RESULTS

All interviews were conducted in administrative offices by the principal investigator or 1 of
2 coinvestigators who hold teaching appointments within the residency program. Prior to
the interview, each participant signed an informed consent and consent to audiotape. Each
interview lasted 30—-40 minutes and was audiotaped.

An interview guide, “Population Needs Assessment, Personal Interview Questions for Key
Informants (Practitioner Version),” was adapted with permission from the Ottawa Health
Research Institute (OHRI) (Appendix).1® Using open-ended questions we explored 3 broad
topic areas: awareness of colorectal cancer and increased risk among African Americans,
barriers to completing CRC screening, and facilitators of CRC screening. Fixed-choice
questions were used after each open response to permit systematic data collection as well.
For example, residents were asked, “In your experience, how aware are your African
American patients about the prevalence of CRC?,” followed by “Would you say that they
are: (1) very aware; (2) somewhat aware; (3) somewhat unaware; (4) very unaware; or (5)
unsure.” These questions were part of a larger study designed to understand physicians’
roles in decision making about CRC screening.

All fixed-choice responses were analyzed using SPSS to generate descriptive statistics.
Using standard qualitative methods, analysis of the open-ended questions was an iterative
process. The principal investigator and a research assistant initially coded interview
transcripts for broad themes. All codes were independently reviewed by the 2 physician
interviewers and a third physician who had not interviewed participants. All investigators
discussed the final codes and systematically checked completeness and accuracy. Coding
conferences were held until agreement was reached on the codes used for all interview data.
When there were disagreements between coders, the interview data were discussed until
consensus was reached; in some instances, this required revising the codes themselves.

Resident Characteristics

Of the 43 residents eligible to participate, 95.4% agreed to participate; 2 (4.7%) did not
respond to the invitation to participate. Thirty residents (69.8%) completed interviews; 11
(25.6%) were unable to schedule time to do so. The mean age of the participants was 29
years (range, 27-52). Approximately half of the residents were male (53%) and female
(47%). Residents’ self-reported race was predominately Caucasian (47%), but also included
30% Asian, 13% African American, and 10% other.

Residents’ Perceptions of Patient Awareness of Colorectal Cancer

As shown in Table 1, when asked an open-ended question about their perceptions of their
patients’ level of awareness of the prevalence of CRC, residents gave examples of the
limited knowledge of the higher risk of CRC among African Americans. Residents also
reported that African American patients were far less aware of CRC compared to other
cancers, particularly lung, cervical, prostate, and breast cancer. In a fixed-choice follow-
up question, most residents (76.6%) reported that their patients were very or somewhat
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unaware. Twenty percent reported somewhat aware. One resident believed that African
Americans were very aware, but only if a family member had a history of CRC.

Residents’ Perceptions of Patient Barriers to Colorectal Screening

When presented with fixed-response options to characterize their African American patients’
barriers to CRC screening, resident responses centered on availability of information, fear
of being tested, and lack of patient readiness to make a screening decision. More than

90% of residents reported lack of information as an important barrier. Specifically, residents
perceived an information deficit related to screening options, including knowledge about

the benefits and risks of screening. Further, 87% of residents thought that fear of pain or
discomfort was a barrier, with 83% reporting that their patients were not ready to make a
decision about screening. Embarrassment, lack of motivation, and difficulty getting to the
clinic for the procedure were cited as barriers by 60% of the residents interviewed. Least
often reported were lack of support for screening (43%), feeling pressure from others (23%),
and inability to make a decision (20%) (Table 2).

In reviewing participant responses to our open-ended question regarding their African
American patients’ reluctance to get screened, several similar themes emerged (Table 3).
These included: (1) lack of knowledge, (2) fear, (3) procedural concerns about colonoscopy,
(4) personal and social circumstances, and (5) distrust of the medical establishment.

Lack of knowledge and awareness.—Lack of knowledge and awareness about CRC
risk and screening options was widely reported among residents as significant barriers to
CRC screening among African Americas patients. Specifically, residents thought patients
lacked understanding of the importance of preventive screening in general and of screening
for CRC in particular.

Fear.—Patient fears were the most frequently cited CRC screening barriers by residents;
residents’ descriptions of these fears included fear of the screening outcome (ie, finding
cancer), and fear of pain or discomfort during a screening procedure.

Colonoscopy procedure.—Residents reported procedural concerns such as the time
required, the preparation needed, and the invasiveness of the colonoscopy as barriers to CRC
screening. In addition, the complexities of scheduling, obtaining referrals, and completing
the procedure were also cited as barriers.

Personal and social circumstances.—Personal and social circumstances that were
reported as barriers to CRC screening reflected the residents’ awareness that many patients
have other obligations and/or higher priority medical needs than being screened.

Distrust related to experimentation.—A few residents reported distrust of the medical
establishment as a potential impediment to screening for African Americans, particularly the
concern that physicians might be experimenting on them.
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Residents’ Perceptions of Patient Facilitators to Colorectal screening

In response to the fixed-choice questions about facilitators to screening, 93% of residents
reported that counseling and a recommendation from a health care provider were key
facilitators leading African Americans to complete CRC screening. More than 90% also
recognized the use of informational booklets, pamphlets, and videos as potential facilitators
to screening.

Three themes emerged from the responses to the open-ended question about CRC screening
facilitators: (1) the need for more knowledge and education, (2) increased public awareness,
and (3) easier scheduling/logistics. These are outlined below with examples described in
Table 4.

Knowledge and education.—Residents thought that increasing patient education about
the elevated risk of CRC among African Americans, the potential for improved survival
through early detection, the details of colonoscopy, and available screening options would
help to increase CRC screening rates.

Increased public awareness.—Many residents felt that public awareness of CRC
remains very low, especially when compared to other types of cancers and serious diseases.
They discussed the importance of raising awareness at a community level as a way to
increase screening rates.

Easier scheduling/logistics.—Several residents felt that systematic logistical changes,
such as open-access colonoscopy scheduling; assistance with transportation; and relief from
other daily obligations, including work or dependent care responsibilities, would help their
patients adhere to CRC screening recommendations.

DISCUSSION

In this study, we examined how resident physicians caring for African American patients
perceive the factors related to levels of awareness of CRC, and related to barriers

to and facilitators of screening. The vast majority of residents in our study perceived

that their African American patients were unaware of the prevalence of CRC or their
risk of developing it. Indeed, research has shown that African Americans consistently
underestimate their risk of colorectal cancer3->10 and also believe that there is nothing
they can do to prevent it.67

This study also found that residents recognized an array of barriers to CRC screening that
are consistent with those that have been identified in previous research studying African
American patients. Specifically, the negative impact of fear and limited knowledge on
screening rates are widely reported.”1013-15 African American patients’ lack of knowledge
about screening options and the risks and benefits of screening, and the belief that screening
should only be done if symptoms are present have previously been reported by Taylor

et al.10 Fears of pain or discomfort as well as the fear of being diagnosed with cancer

appear in recent studies of African Americans.2315 Finally, logistical concerns, including the
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inconvenience of the bowel prep and time required for colonoscopy, have been previously
documented as barriers to completion of CRC screening.”- 2

Residents also identified facilitators to screening that are consistent with those reported in
prior studies, particularly the importance of a physician recommendation for CRC screening
to African American patients.® 14 Residents also reported a need for programs to increase
both patient and public awareness of the risk of CRC and the importance of early detection
and screening. While interventions aimed at increasing the rate of CRC screening among
African Americans that have targeted entire communities have not produced significant
increases in screening rates, such interventions have been successful in increasing both
intent to be screened and positive beliefs about CRC screening in general.20:21 The effect of
raising overall awareness on CRC perceptions and screening rates among African Americans
remains to be seen.22 However, in this study, residents suggested that raising overall
awareness might make counseling patients easier.

Importantly, we also found that residents less commonly recognized several significant
barriers to CRC screening that have been previously established in studies of African
Americans. While the concern about embarrassment has been widely reported in the
literature,” 8 relatively few residents in this study reported it as a significant barrier, even
when specifically asked about it. Similarly, concerns about patient ability to access care and
the cost of screening were rarely reported by residents as barriers, despite existing studies
that have identified copayments and the need for referrals as potential obstacles for African
Americans in urban settings.19-14 In fact, Peterson et al found that the most commonly cited
reason for not completing CRC screening after lack of a physician recommendation was
cost.14

In general, resident physicians also failed to recognize key perceptions held by African
Americans which, if not addressed, could hinder completion of recommended CRC
screening. For example, while multiple studies have identified mistrust as a barrier to
screening among African American patients,10:14 only a minority of residents reported lack
of trust of the health care system as a significant barrier. Residents also did not identify
fatalistic beliefs held by African Americans. Fatalism, such as the belief that CRC is not
curable and that people have no control over detecting cancer early, has been repeatedly
reported as a barrier to screening among African American patients.”:8:12

In addition, residents did not recognize that African Americans’ may hold beliefs that
actually facilitate screening. Personal beliefs that have been reported to facilitate screening
among African Americans include a desire to set a good example for family members,
following a religious belief of taking care of one’s body because it is God’s holy temple,
and worrying less.915 Greiner and colleagues posited that positive perceptions such as hope
and accuracy of screening could be used to tailor educational interventions to overcome the
perceived barriers to screening.8 Residents who remain unaware of the positive beliefs held
by African Americans may be missing opportunities to more effectively communicate about
screening with their patients.
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A few strengths of this study worth noting include the use of a combination of fixed-choice
survey questions and open-ended interview questions in a focused study of upper-year
residents completing their training in an urban, underserved area. At the time of this study,
colonoscopy had become the widely accepted standard of care and was reimbursed by
Medicare and Medicaid as well as many private insurers. In this environment, residents
clearly viewed colonoscopy as the screening method of choice for patients without severe
comorbidities that would contraindicate the procedure. Unlike other studies, we asked about
how residents though CRC screening rates could be improved for African Americans.
Residents emphasized the need to raise awareness at the community level, as well as provide
more relevant individual patient education in clinical settings. Several saw the need for more
media attention to CRC, comparable to that given to other types of cancers on radio and TV,
and through mobile units in communities.

The findings of this study are limited by the small number of resident physicians
interviewed, although the sample represents approximately one-third of the total number

of physicians in training at the participating institution. Another limitation may stem from
the fact that 2 of the study physicians who conducted interviews hold teaching appointments
in the residency program and this might have limited the openness of resident responses and
discussions. However, the third interviewer was not affiliated with the residency program,
and responses obtained during these interviews did not differ in any meaningful way. As

a large portion of this study was qualitative, results presented have predictably limited
generalizability. Our findings cannot be extended to residents training in other settings or
with different patient populations, such as rural or community-based training programs, or
residency programs in which colonoscopy is not so uniformly regarded as the standard of
care.

CONCLUSIONS

Overall, we found that resident physicians’ perceptions about awareness of CRC among
African American patients and perceptions of barriers and facilitators to adherence with
CRC screening are consistent with patient perceptions reported in prior research. However,
several very important barriers were not widely recognized by residents, and residents

failed to identify beliefs held by African Americans which may facilitate screening. By
underestimating the potential impact of these barriers and not drawing upon patients’
positive beliefs about health and screening, physicians may be missing opportunities to
communicate more effectively with their African American patients. A tailored educational
intervention designed to increase resident awareness of patients’ beliefs may help to improve
their ability to effectively counsel patients and subsequently encourage the completion of
recommended CRC screening by African American patients. Resident physicians need more
explicit education about perceptions held by African Americans in order to improve the care
they deliver not only during their residency but also as they enter primary care medical
practices.
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4.The
has recommended that colonoscopy be
the screaning method of choice for Afican
Americans af avarage risk becouse of the
location of polyps and the earier oge of
develepment of CRC.' Thinking about this
recommendation. do you agree wilh it and
could you tell me why or wiy not?
a. [intervdewer Check] Agree with
recommendation
O=Ho, 1=Yes, 2=Unsure. #7=DMNA
b. Explain why?
5. . How would you describe your usual rose in
making fhe decition about which type of
CRC screaning o polient should uwse?

Lack infermation about screaning opfions?
O=No, 1=Yes. 2=Unure. F=DNA
Lack infermation about pros and cons of
being screened?
O=No, 1="es, 2=Unsure, 7=DMA
Lack infermation about the benaefils or riks
of screaning?®
D=Ne, 1=Yes, 2=Uniure. 99=DMA
Are unclear about what i important lo them
in choosing o screening method?
D=ho, 1=Yes, Zelnsure. $9=DNA
Feel pressure from ofhers lo be screened of
not to be screened?
O=No, 1=Yes. 2=Unsure. F7=DNA
Lack support from ofhers to be screaned?
O=No, 1=Yes, 2=Unsure. F9=0MA
Lack mofivation 1o be screened?
D=Ne, 1=Yes, 2=Uniure. 79=DHA
Don't feel ready to moke a decision?
O=ho, 1=Yes, 2=Uniure. PP=DNA
Lack the skill or obility 1o make this type of
decision?
O=No, 1=Yes, Z=Unwure, #P=0NA
Have difficulty getfing fo the clinic for a
procedura?
O=Ho, 1=Yes, 2= Unsuﬂ? FP=DMA
Feel embarassed?
D=Ne. 1=Yes. 2=Uniure. 9=DMA
Fear pain of dacomion?
D=ho, 19Yes, ZsUnsure. FP=DMNA
& ihere anything eke that you think i
imporiont for us to understand?
Col

Appendix. inferview Protocol for Physician Coloreciol Concer Screening [CRC) Deciion Making
Interviewer

1. 0. In your experience, how aware ofe your
African American pafients about the
prevalence of CRC?

. Would you say that they cre?
1=Very aware Z=Somewhat aware
3=Somewhol unawarne 4=\ery unowore
S=Unsure 73=DNA
2. Why do you think Ihat o many Afican
American patients af Temple choose not 1o
be screenad for CRC with any of the types of
screening typscolly recommended?
LR Da you find that your pallents:

Code 0 _ . DateTime,

b. Would you say that you usucly:
1=Make the decislon for the pofients?
2=3hare the dechlon with the palients?
3=Provide support or cdvice for potients to
make the deckion on their own?
A=Unsure?
9= DA,

<. Could you exploin why you usudly fake this
approach?

&, Where do your pafients usualy get informotion

‘aboul screening cholces?

7. What do your patients usually do with the

information they gel aboul screening cholcas?

B. Are there factors thot sometimes make i difficult

for you to suppor your patient’s deciion about
CRC screening?

0=No, 1="Yes, 2=Unsure, P9=DNA
I yes. Cousd you pleose desciibe them?

?. Il you and the pafient see e screening

deciion diferently, how do you resolve it

10, What do you do if they disagree with your

recommendation?

1. 0. Do your views as o physicion ever make it
difficult to counsel your patlents about CRC
screening?

O=Ho, 1=Yes, 2=Unsure, $7=DNA

MO, skip to # 12

b, I yes, pleae exploin:

. What do you feel migh! help patients

avercome some of e fhings that hinder, or

get in ihe way, of actually gelling screened?

. We are sludying possible ways 10 help people

make o decition to be screened lor CRC and

would ke fo know which onas you think may
be useful fo your pofients:

1. Counseling from a health proctitioner?

O=No. 1=Yas. 2=Unure. P9=DNA
B “no® skip fo #3
H yes,

2. What types of prectiionen?

3. Discussion groups of pe-ople raking @
decision fo be screenedy

O=No, 1=Yes, ZsUnsure, WIDNA
o *no®, skip lo #5
i yes,

4. What type of organization or group?

5. Do you think ony of the following types of
patient information moterdal woukd be ussful?
Bookdets, Pamphiots?

D=ho. 1=Yes, 2=Uniure. 9=0NA
Videos?

D=He, 1=Yes, 2=Unsure. 99=DNA
CD ROMS?

O=ho, 1=Yes, 2elnsure, FP=DNA
Interned?

0=Nao, 1=Yes. Z=Unsure. FP=DNA
Interacfive

0=Ho, 1=Yes, 2=Unsure. #7=DMNA
Anylhing ele? [Plexse describe]

(=)

@
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Interview Protocol for Physicion Colorectal Cancer Screening Decision Making [conf|

4. How do you think these types of patient
infcrmation should be distibuted?
By a physician®?
0=Ho, 1=Yes, 2=Unsure. 77=DMNA
By a nurse: or health educolor?
O=Ho. 1=Yes. 2=Unsure. PP=DMNA
By the ciinic?
O=ho, h-Yes, 2'Uﬂ$l.l‘e, 7o DNA
- for.

Faith-based gr
=ho, 1=M 2=Ursure, $95DMA

Community egenchas such as senior centers
D=No. 1=Yes. 2=Unsure. FF=DNA

Others, please describe

15. Are you fomiior wilh the GIM Fact Sheet on

CRC? [Pravide o copy]
O=Ho. 1=Yes, 2=Unsure. PP=DNA

I “no”, skip 1o M4

W yes,

1. How useful would you say it is for helping
patients to choose to be screened?

9=DNA
2. Could you tell us why you feel ihis way?
3. Do you ever give this 1o you patients?
Ouio, 1Yes, 2ulinsure, FFaDNA
H “no”, skip fo #14
I yes,
4. Do you give it fo:
a. To all patients who meet age eligibllity
‘crilerla for screening?
O=po, 1=Yes, 2=Unsure, F7=DNA
b, To some Doﬁen!swho meel oge sigitity
criteria for 5
: o;sNo 1=Yes, ?«unm DA
I ¥ES,
€. how do you decide which pafients 1o give
i to?

d. Do you give it to pafients:
1] who are undecided?
O=No, 1=Yes, 2=Unsure. 79=DNA
2) who have refused screening?
O=Ho, 1=Yes, 2=Unsure, 77=DNA
5. Wi you wont 1o give o polient a copy, is il
avciabie in your office?
0=No. 1=Yes, 2ulUnsure, FFaDNA
&. Do you sugges! they pick it up in he clinic
an thelr way cul?
0=No, 1=Yes, 2=Unsure, FF=0MNA
16, Are you femiior with the American Cancer
Society Fact Sheet on CRC? [Provide o copy]
[ “ne™, skip 1o #17).
0=Ho. 1=Yes. 2=Unsure. P7=DNA
i yes,
1. Have you ever given this 1o your patients?
O=ko, 1=Yes, 2=Unsure, $7=DNA

If yes,
aTudpmtemswhumee!uga.ﬁnycMedu

b. To some pofients who meet age efigiolity
criteria for screening?
O=Ho. 1=Yes, 2=Unsure. F=DNA
I YES,
€. how do you decide which ones to give it 167
d, Do you give if lo polienls
0] who are undecidedi
O=No, 1=Yas, 2slnsure, $9=DNA
b} who have refused screening®
0O=No, 1=Yes. 2=Unsure, #7=DMNA
17. Ases you fomilicr with The Patient Education
Insfifute’s “X-Plain™ huloricl on colonoscopy thal
s icensed to the NUM Pub-Med Plus? [Provide
a copy]
D=Ne. 1=Yes. 2=Uniure. PP=DMA
H “no”, skip fo # 18
Hyes,
1. Have you ever suggested ihal they look af it
on fhe infermnet?
0=No, I=Yes, 2=Unsure, $9=DNA
H yes, have you suggested it fo:
a. To all pafients wha meat age
critera for scre
O=No, 1=Yes, 2=Uniure. 99=DHA
b, To some patients wha meet age efgiblity
criteria for screening?
; DéNo 1=Yes, 2alinsure, F9sDNA
I YES,
€. how do you decide which ones fo suggest
ook af it#
d. Bo you suggest It to pallents;
o who are undecided?
O=No, I=Yas. 2=Unsure, $9=0DNA

18, Are there !aolu&t of the types of patient
information we've discussed today thof you
feel need fo be improvedy

Osho, 1=Yes, 2slnsure, F75DMNA

O=No, 1=Yas, 2=Unsure. PP=DNA
Less Information?
0=o, 1=Yes, 2=Unsure. 99=DNA

Cifferent reading level of materiol?

Osho, 1=Yes, Zulinsure, P9sDNA
Nﬂemmwdﬂlmlbnmm he pros or
«cons of screening method:

O=Ng. 1=Yes. 2=Unsure, ?9=DNA

20. ks there anything etse thot woukd help you
1o da o better job supporting your patiants”
dechion making for CRC screening?
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Appendix. Interview Protocol for Physician
Colorectal Cancer Screening Decision Making
(cont)

To conclude, could you please tell us a little
about yourself:
21. What is your age? [in years]
22. Check respondent’s Sex
O=male 1=female
23. How do you identify your race/or ethnicitye
[_]JAmerican Indian/ Alaska Native
[ JAsian American
[_IBlack or African American
[_]Native Hawaiian and Other Pacific Islander
[LIWhite
[L]Some Other Race [indicate here]:

Ethnicity
[ JHispanic [ ]Non-Hispanic

24, What is your Practice Specialty?

25. Where do you practice?

26. How many years have you been a resident
or practicing at Temple? [[in years]

THANK YOU

Protocol was adapted from Population Meeds Assessment,
Jacobsen MJ and O'Connor A, University of Ottawa, 1998.
Appendix A: Population Needs Assessment, Personal Interview
Guestions for Key Informants (Practitioner Version) by
permission. Ottawa Health Research Institute (OHRI) Patient
Decision Aids Resources. hitp://decisionaid.ohri.ca/docs/
Resources/Population_Needs.pdf.
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