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Colorectal Cancer Screening and 
African Americans: Findings From a 
Qualitative Study
Richard C. Palmer, DrPH, Lynn A. Midgette, MPH, and 
Irene Dankwa, MD, MPH

Background: Colorectal cancer (CRC) screening has been found to be an effective tool for the control and 

prevention of this type of cancer, yet it is underutilized by African Americans. Consequently, African Americans

with CRC are diagnosed at late stages and suffer disproportionately higher mortality rates for CRC.

Methods: To understand factors that influence the decision to participate in CRC screening, in-depth personal

interviews were conducted with 36 African Americans in the Washington, DC, metropolitan area. Predisposing

factors, enabling factors, and reinforcing factors were identified and categorized using the Predisposing,

Reinforcing, and Enabling Constructs in Educational/Environmental Diagnosis and Evaluation (PRECEDE)

framework.

Results: Findings suggest that distinct differences exist between individuals who are adherent to screening

guidelines and those who have not undergone screening. Adherent individuals were more knowledgeable

about CRC and held positive beliefs about the benefits of screening. Nonadherent individuals placed little

importance on prevention and early detection. Physician recommendation and insurance coverage/cost also

differentiated the two groups.

Conclusions: Study findings suggest that efforts to increase awareness and promote the benefits of CRC screening

are needed among African Americans. Also, efforts by healthcare providers to recommend CRC screening are

important in promoting adherence. Further, low- or no-cost CRC screening is needed to increase participation

by individuals who are economically disadvantaged.

mortality (28.1 vs 20.4 per 100,000) rates for CRC.10,11

One possible explanation is that African Americans are
less likely to participate in and complete CRC screen-
ing procedures, which results in late-stage diagnosis,
more difficult treatment, and decreased survival.1,12

Although evidence has clearly documented lack of par-
ticipation in screening as a major factor, new but limit-
ed evidence also suggests that biological and genetic
predispositions,12 as well as behavioral (eg, diet) and
environmental (eg, access to care) influences, might
contribute to some of the disparity seen for CRC.13,14

Research that examines factors associated with CRC
screening among African Americans is limited. Several
cross-sectional studies have identified lack of health
insurance and not having a usual source of healthcare as
important factors that potentially explain the limited use
of CRC screening by African Americans.15-17 Fear of can-
cer, fear of pain, fatalism, and embarrassment have also
been identified as reasons why African Americans do not
participate in CRC screening.1,18-22 Inadequate or defi-
cient knowledge about CRC and CRC screening tests
also contributes to lack of participation in screening.18-22

The overall purpose of this study was to identify fac-
tors influencing adherence to CRC screening among
African Americans. Qualitative findings published thus

Introduction
Colorectal cancer (CRC) is a leading cause of cancer-
related death in the United States.1 However, the major-
ity of these deaths are preventable through routine
screening, beginning at 50 years of age, as outlined and
recommended in clinical practice guidelines.2-8

Although screening has been found to be cost effective,
screening rates are generally low for the entire US pop-
ulation,with only about half of adults 50 years of age or
older being screened according to guidelines in 2004.9

In comparison with non-Hispanic whites in the
United States, African Americans suffer disproportion-
ately higher incidence (62.3 vs 52.6 per 100,000) and
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far are limited in number and have primarily used focus
group methodology consisting of study populations not
adherent to screening guidelines.19,23-25 Differentiating
why African Americans participate or fail to participate
in CRC screening has not been well established. This
study seeks to add context to the issue by conducting
in-depth personal interviews to help identify what dif-
ferentiates individuals who have and have not under-
gone screening for CRC.

Methods
Study Recruitment
In-depth personal interviews were conducted in the
Washington, DC, metropolitan area between August
2005 and March 2006. Participants were recruited by
placing an advertisement in a free local newspaper for
3 weeks and by distributing flyers to African American
churches, area senior centers, and community organi-
zations. The advertisement and flyer provided a project
telephone number to call. Study participants were also
approached at a community-based health clinic serving
primarily African Americans. Potential study participants
who expressed interest were then screened to ensure
that they were 50 years of age or older, did not have a
history of CRC, and identified themselves as being
African American or black. Interviews lasted approxi-
mately 1 hour. As an incentive,participants were offered
a payment of $25. Informed consent to participate was
obtained from each study participant.

Data Collection
One female interviewer conducted all individual inter-
views. She used a guide that included a series of open-
ended questions that asked about general health,
healthcare-seeking behaviors, healthcare experiences,
barriers to healthcare,cancer and cancer screening,and
health information seeking. When needed, the inter-
viewer probed to obtain additional information or to
clarify what the participant expressed. All interviews
were audiotaped. The interviewer took notes during
the interview and also summarized the interview when
it was completed. After each interview, if necessary, the
guide was modified by the interviewer to include addi-
tional questions to explore ideas that had emerged.
Data collection ended when the final study participants
communicated content already expressed by early
study participants and when no additional information
was identified by the research team.

Analysis
Audiotaped recordings of the interviews were tran-
scribed. Transcripts were then uploaded into NVivo
software, a qualitative data management program
(NVivo version 2.0, QSR International Pty Ltd, Doncast-
er,Victoria). Data analysis was a continuous process. To
begin summarizing the data, all members of the

research team independently reviewed the first 10 tran-
scripts to create a list of themes. These themes were
subsequently discussed and any disagreements were
resolved. These themes were then used to code data.
Throughout the data analysis process, research team
members independently coded transcripts and, when
necessary, resolved any disagreements. New themes
were also created as they emerged. Upon completion
of the data collection, two research team members
reexamined all transcripts to ensure appropriate cod-
ing and then examined relationships between themes.

To assist in organizing the themes identified in this
study, the Predisposing, Reinforcing, and Enabling Con-
structs in Educational/Environmental Diagnosis and
Evaluation (PRECEDE) model was used.26 PRECEDE
provides a framework to diagnosis and understand why
health conditions exist. For this study, themes were
identified and categorized based on factors consistent
with PRECEDE: predisposing, reinforcing, or enabling.
Predisposing factors provide the motivation for the
behavior; enabling factors occur prior to the behavior
and facilitate behavior; and reinforcing factors follow a
behavior and increase the likelihood that the behavior
will be repeated.26 Themes where then compared and
contrasted based on CRC adherence. For our study,

Table 1. — Sample Characteristics (N = 36)

N %

Age
50–55 yrs 25 69.4
56–60 yrs 7 19.4
61–76 yrs 4 11.1

Gender
Female 18 50.0
Male 18 50.0

Income* 
Under $10,000 10 28.6
$10,000–30,000 9 25.7
$30,001–50,000 8 22.9
$50,001 or more 8 22.9

Marital Status* 
Married/living with a partner 15 42.8
Not married 20 57.2

Education 
<12 years 1 2.8
High school graduate/GED 11 30.6
Some college 14 38.9
College 10 27.8

Insurance
Yes 25 69.4 
No 11 30.6

Employment Status 
Employed 15 41.7 
Unemployed/disabled 14 38.9 
Retired 7 19.4

Adherent to CRC Screening 
Yes 15 41.7
No 21 58.3

* One participant declined to provide this information.
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adherence to CRC screening was defined as having had
either a fecal occult blood test (FOBT) within the past
year, a flexible sigmoidoscopy within the past 5 years,
or a colonoscopy within the past 10 years.

Results
A total of 36 individuals participated in the study 
(Table 1). Of these individuals,42% were adherent to CRC
screening. The sample was equally divided by gender.
Approximately two thirds of the sample participants were
between 50 and 55 years of age. The majority of partici-
pants had some college experience, were not married,
had health insurance, and were currently employed.

Upon examining the data, themes emerged that
revealed similarities and differences between adherent
and nonadherent study participants. Table 2 outlines
the themes identified according to adherence to CRC
screening. Themes identified are discussed below and
contain quotes that represent ideas and opinions that
were often expressed by study participants.

Predisposing Factors
CRC Screening Knowledge:  Compared with

individuals who had not adhered to CRC screening
guidelines, those who understood the guidelines were
adherent. Adherent individuals, regardless of gender,
demonstrated a more in-depth understanding of CRC
screening including the purpose of the screening, types
of CRC screening tests, and appropriate testing inter-
vals. Men and women who were nonadherent were
unclear about CRC screening recommendations and
held many misperceptions. One nonadherent man
said, “For the colonoscopy, I think you have to drink
something like barium for when they do the x-ray.”

Another said,“I think it’s well worth it once or twice a
year for men, definitely black men, to take that test.”
Nonadherent women expressed the belief that CRC
screening was primarily for men. A nonadherent woman
said,“It occurs more with men and that’s why it’s a good
idea for them definitely to have colonoscopies.”

When asked about the actual screening test, a
majority of nonadherents had some familiarity with the
word “colonoscopy.” However, when asked, these indi-
viduals were unable to provide a description of the
test. Even fewer nonadherent individuals were familiar
with the fecal occult blood/stool card test. Nonadher-
ent men also confused prostate and CRC screening.
This confusion led some individuals to believe that they
are being screened for CRC when they are actually
being screened for prostate cancer. One nonadherent
man noted,“I thought it [referring to colon and prostate
cancers] was all the same thing. I thought it all was
hooked up together.”

Outcome Expectations:  Study participants who
expressed that CRC screening leads to early detection
and increases survival were adherent to CRC screening.
One adherent woman said,“I’ve heard that it’s one of the
easier cancers to treat if it’s caught early enough,” while
an adherent man said,“If you found it early. I mean, you
can nip in the bud, you have a good chance.” However,
nonadherent participants were more likely to view CRC
screening as a tool for diagnosis rather than prevention
or early detection. Nonadherent study participants who
witnessed family and friends die of CRC or other cancers
were less likely to see a benefit to screening. One non-
adherent woman mentioned that she didn’t see a benefit
to early detection “because I know people who found out
they had cancer and they died in 2 months.”

Perceived Susceptibility:  Study par-
ticipants who believed they were at
increased risk for CRC were adherent. Indi-
viduals who believed that being African
American or having a family history of CRC
were screened. One adherent man stated,
“Black folks get those kinds of cancer
[referring to colorectal and prostate] at a
higher percentage than non-blacks. It’s
something in our genetics.” Study partici-
pants also mentioned increasing age as a
reason for having increased perceptions of
developing CRC; however, this view was
shared by both adherent and nonadherent
participants.

In general, nonadherent individuals
felt they were at lower risk for developing
CRC. Nonadherent women believed that
CRC is a disease that affects primarily men
and therefore women are at lower risk.
Nonadherent individuals also believed that
their lifestyles reduced their risk of devel-

Table 2. — Interview Themes According to Adherence Status (N = 36)

Theme Adherent Nonadherent
(n = 15) (n = 21)

Women Men Women Men

Predisposing Factors
Understanding of CRC screening guidelines X X
Limited knowledge of CRC screening X X
Positive outcome expectations for CRC screening X X
Increased perceived susceptibility X X
Negative perceptions about CRC testing X X
Negative perceptions about colonoscopy X X X X
Fear of detection of CRC X X
Distrust of medical establishment X X

Enabling Factors
Provider recommendation for CRC screening X X
Active healthcare seeking X
Insurance important in CRC screening X X X X
Cost being a barrier to CRC screening X X
Difficulty accessing CRC screening services X X
Experiencing symptoms as a cue to screen X X
Competing priorities X X

Reinforcing Factor
Peace of mind X X
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oping CRC. They hypothesized that certain lifestyle fac-
tors prevented them from being susceptible to CRC.
Nonadherent men and women discussed risk from cer-
tain sexual acts. One woman stated,“I never tried any-
thing sexual in that area or anything like that. Like I said,
it may sound silly to you but to me I think that might be
an important factor.” Other nonadherent individuals
mentioned having lowered risk because of diet. One
nonadherent participant stated,“I don’t eat enough meat
and I drink enough fluids and I eat enough vegetables.”

Negative Perceptions About Testing: Study
participants who have never had a colonoscopy held
negative perceptions about this screening test. This
was true for both FOBT adherent and nonadherent
study participants. Although women mentioned that
colonoscopy was or seemed invasive, this belief was
mainly expressed by men. As one nonadherent man
noted: “It just makes you feel a little queasy, you know,
somebody putting something up in there like that 
you understand as a man.” Participants also described
colonoscopy as “painful” and “uncomfortable.”

Fear of Detection:  A theme that emerged only in
nonadherent participants dealt with the fear of detec-
tion of CRC. One participant described why he decid-
ed not to have a colonoscopy: “What if I do this and
what if they find, oh, God no, I don’t want to know.”
Another participant said,“I think a lot of black people
don’t go to get diagnosed for cancer or don’t have
access to screening for colon cancer because they
don’t want to know. I think they are scared to know.”

Distrust of Medical Establishment: Distrust of
the medical establishment emerged in discussions with
nonadherent men and women, but this was generally
absent in discussions with adherent individuals. Non-
adherent study participants mentioned that they use
healthcare services less frequently since they did not
trust the healthcare they received. One nonadherent
woman indicated,“You know,because doctors don’t get
much money from Medicare. I really think that has a lot
to do with their treatment of me or of patients because
they don’t get paid that much money.” Another woman
said, “I don’t want to say I distrust healthcare profes-
sionals, but sometimes I am just not sure that they
know all that’s going on.” A nonadherent man said,“I
want a second opinion,” when discussing what he
would do if his doctor recommended a colonoscopy.

Enabling Factors
Healthcare Provider Recommendation:  Inter-

actions with healthcare providers played an important
role in CRC screening. Adherent men and women dis-
cussed the importance of healthcare provider recom-
mendations in their decision to screen. An adherent
man said,“My doctor recommended colonoscopy, so I
did it in an attempt to have good health.” Nonadherent
men and women repeatedly mentioned that their

healthcare providers did not recommend CRC screen-
ing. Nonadherents noted that they depend on their
healthcare provider to recommend tests. One individ-
ual said,“So I’m pretty sure if he had a reason for me to
get screened [for CRC], I mean like, he would tell me.”

Healthcare-Seeking Behavior: Adherent women
were more likely to have a more active role in their
healthcare. The majority of adherent women discussed
how they personally requested CRC screening. One par-
ticipant mentioned,“I take responsibility for my health,
I don’t just leave it in other people’s hands anymore. I
research and find out what’s going on, and then tell the
doctor what I think, and let him tell me what he thinks,
and then we can work on something together.” In con-
trast, adherent men and nonadherent men and women
were less likely to engage healthcare providers in discus-
sions about CRC screening. Also, nonadherent men and
women were more likely to say that they do not actively
seek preventive healthcare, stating that they did not go
for regular checkups. Individuals who did not see the
doctor regularly noted that they did not frequent the doc-
tor’s office enough for the doctor to recommend CRC
screening. One nonadherent man noted,“I just haven’t
been taking the time to go to the doctor and telling him
what I want and get it done.”

Insurance and Cost: Two significant barriers
that emerged in interviews were the cost of healthcare
and the lack of health insurance. Nonadherent partici-
pants noted the cost for medical tests and described
waiting until they have insurance to have CRC testing.
One nonadherent woman said,“I got to wait on insur-
ance.” Even individuals with insurance who were non-
adherent discussed the barriers that co-payments had
on seeking healthcare. One woman said,“You know, I
have to pay the co-payments out of my pocket,Medicare
only pays 80%.” Adherent individuals discussed the im-
portance of insurance in completing CRC screening. An
adherent woman said,“But you know, it might be a dif-
ferent story if I didn’t have insurance.”

Accessibility:  Both adherent and nonadherent par-
ticipants described difficulty in accessing CRC screening
services. Adherent individuals described the hurdles they
had to overcome (eg, obtaining a referral to a specialist,
scheduling a ride home after the procedure) and dis-
cussed how these obstacles delayed their compliance to
CRC screening. Discussions of access, however, were
more pronounced with nonadherent individuals. Repeat-
edly, individuals cited obstacles in obtaining healthcare as
reasons why they had not had a CRC test. One individual
noted in response to her trying to obtain a free CRC
screening,“I didn’t have a phone,so they couldn’t call me
back.” Another nonadherent woman said,“I never heard
of free screening programs [for CRC].”

Cue to Action:  Nonadherent men and women
noted that they would not be screened unless they
were experiencing symptoms, as these symptoms
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would provide an indication of CRC. One nonadherent
man said,“If I don’t feel bad then I guess I feel okay, and
if I feel okay then I am okay.” Common to most nonad-
herent participants was the idea that they would get
screened only if they experienced abnormal symp-
toms. For example, one nonadherent woman noted,“I
guess the only way I would is if I would see blood in
the stool.” Noting that his body would provide a signal
of illness, one nonadherent man said,“My body is what
I know, and I can tell if there’s something wrong before
any doctor. Can’t no doctor tell me more than what I
can tell. I go to a doctor and I’m gonna tell him what’s
wrong with me.”

Competing Priorities: Competing priorities
emerged as a distinct difference between adherent and
nonadherent study participants. CRC screening priori-
ty was reduced when chronic health conditions existed
and when individuals faced financial and personal
obligations. A nonadherent man said,“I got tired actu-
ally of being probed and stuck and I actually put it off.”
A nonadherent woman said,“I want to stop smoking. I
want to lose weight. It’s just too much on my plate.”
When asked why he does not get screened for CRC, like
other men his age, a nonadherent man noted, “Most
people are barely living or they are living on the edge
or from paycheck to paycheck. It’s getting so expen-
sive to live in DC now and nobody is really worried
about that [CRC].”

Reinforcing Factor
Peace of Mind:  Although not a predominant

theme, several adherent individuals discussed wanting
to know if they had CRC so that they could have peace
of mind. For adherent individuals, participating in CRC
screening gave them a sense of relief, helping them feel
“on the safe side.”

Discussion
Increasing the rates of CRC screening is a national pri-
ority.9 For African Americans, who experience dispro-
portionate rates of this disease and higher morbidity,
CRC screening is an effective strategy that has the
potential to reduce this disparity. Understanding what
factors influence CRC screening decisions among
African Americans is essential for guiding effective pub-
lic health interventions targeting this population. Data
from the present study provide insight into these poten-
tial factors by examining differences between African
Americans who have participated and are adherent to
CRC screening and those who have not yet undergone
screening. Broadly examined, the present findings indi-
cate there is not one main reason that separates the two
groups, but rather overlapping themes that represent
both cognitive and attitudinal components, as well as
community and societal level factors. Interventions
should take into account all of the factors identified

since they may uniquely, or in combination, influence
the decision to have a CRC screening examination.

Findings from this qualitative study reveal that
there are several themes that clearly differentiate adher-
ent and nonadherent study participants. A prominent
theme is knowledge. Adherent individuals were more
knowledgeable about CRC and screening. Nonadher-
ent individuals were generally unfamiliar with CRC
screening and also held various misperceptions. Two of
these misperceptions emerged consistently. The first
was that nonadherent women believed that only men
needed to screen for CRC. The second was that non-
adherent men confused CRC screening and prostate
cancer screening, which has previously been docu-
mented by Bastani et al.27 These findings highlight the
need for better education and suggest that CRC screen-
ing be discussed and differentiated by healthcare
providers when other cancer screening examinations
are conducted. Further, if individuals are participating
in other screening examinations, it might be an oppor-
tune time to promote CRC screening.

Given the misperceptions and lack of knowledge
about screening, it is no surprise that nonadherent indi-
viduals held negative outcome expectations regarding
CRC screening compared with the more positive ones
held by adherent participants. Efforts are needed to
increase awareness and knowledge about CRC screen-
ing among African Americans while also stressing the
benefits associated with CRC screening, especially its
effectiveness for early detection of CRC and potential
for prevention when colonoscopy is performed.

Perceived susceptibility was another factor that dif-
ferentiated study participants. Risk perception was im-
portant in activating study participants to seek screening.
This finding supports others that have also identified a
relationship between CRC screening and perceived 
cancer risk.23-25,28 Our findings indicate that those who
felt at risk were screened, while the majority of nonad-
herent participants felt they had no risk or were at low
risk for CRC. Finding new ways to communicate and
portray actual risk might be an intervention strategy that
could increase participation in CRC screening.

Distrust of the healthcare system was also men-
tioned as a reason to not participate in screening. This
finding is shared in other qualitative studies examin-
ing CRC screening.23,24,29 The reasons for this distrust
were not well established in this study or in previous
studies. Future research needs to clearly delineate
what influences these perceptions. Perhaps it is the
historical injustice and discriminatory practices in
healthcare that continue to resonate.30,31 Nonetheless,
there is no simple solution to remedy this. A health-
care system is needed that recognizes the unique cul-
tural characteristics of African Americans and then tai-
lors interactions and experiences in healthcare around
these values and norms.
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Several additional predisposing factors identified in
the study are consistent with previous research identi-
fying barriers to screening. In this study, nonadherent
individuals discussed fear of a cancer diagnosis as a rea-
son for avoiding screening. The identification of this
theme is not novel.19,24 However, it stresses that inter-
ventions need to address the benefits associated with
screening and convey that a cancer diagnosis does not
always result in death, a common outcome expectation
held by nonadherent individuals. Additionally, negative
perceptions associated with colonoscopy screening
also existed. Nonadherent participants were generally
welcoming of FOBT. Studies examining test preference
reveal that African Americans prefer FOBT over
endoscopy procedures.28,32 However, the American
College of Gastroenterology has taken the position of
recommending colonoscopy as the preferred screening
method for CRC screening.12 Given that there are sev-
eral testing options available, healthcare providers
should engage patients in shared decision making to
ensure that the patients understand the benefits and
risks of each testing procedure.

Provider recommendation emerged as a key
enabling factor for participation in our study and is con-
sistently supported in the literature.18,19,24 As in other
qualitative studies, nonadherent study participants
mentioned that they did not have a CRC screening
examination since it was not recommended by a
healthcare provider.18,19,25,33,34 Given the important of
recommendation, efforts need to focus on ensuring
that providers recommend CRC screening to African
Americans. However, even if a recommendation is
made, CRC screening must be available. In our study,
we found that nonadherent participants had difficulty
accessing CRC screening services and that inadequate
or no health insurance coverage prevented study par-
ticipants from screening. Nonadherent study partici-
pants also discussed competing priorities as reasons for
not participating in CRC screening. In part, these pri-
orities were economically driven. Nonadherent indi-
viduals commonly expressed the sentiment that paying
bills was a priority over paying for unnecessary screen-
ing examinations. Removing the barrier of cost is
essential to increasing screening, especially among the
financially disadvantaged.

In our study, adherent women reported that they
were more actively involved in their healthcare. They
sought out preventive health services and participated
in decision making about their health. Several women
even shared stories in interviews of how they had to
insist on CRC screening from their doctors. Recent
research has emerged that highlights the importance of
patients being actively involved in their healthcare
decisions since they are more likely to have better
health outcomes.35 Our findings suggest that a large
number of adherent men and nonadherent study par-

ticipants were not actively involved in their healthcare.
Given that involvement in healthcare appears to be im-
portant, there is a need to identify strategies that will
engage participants to be more actively involved.

Study findings also suggest that efforts must be
undertaken to influence perceptions of priority relat-
ing to prevention. Our findings suggest that nonadher-
ent individuals placed less focus and importance on
prevention. Many nonadherent participants reported
having a CRC examination only when they experi-
enced a problem or “cue to action.” This finding is also
supported by Jernigan et al.24 This health-seeking
behavior is problematic, especially since overt symp-
toms are usually indicative of advanced disease. Inter-
ventions and health messages must promote CRC
screening as a preventive tool rather than a diagnostic
tool. The importance of CRC as a preventable disease
must be stressed in this population group.

The current study did not find any support for fatal-
ism and social support as factors that influence CRC
screening. Although other published studies that have
examined cancer screening have identified these fac-
tors as relevant,23,24 the lack of confirmation in our
study does not imply they are not important. Fatalistic
beliefs have been clearly identified in the cancer
screening literature as reasons why African Americans
do not pursue cancer screening.36,37 Study participants
also mentioned that CRC is not discussed among fami-
ly and friends, suggesting that little or no social support
is offered for CRC screening. Efforts are needed to
make CRC screening normative to help facilitate open
discussions about screening. More research is warrant-
ed to investigate what roles these possible determi-
nants may have on CRC screening. Research should
also focus on investigating why participants did not
acknowledge reinforcing factors for screening. Only
three individuals reported a sense of satisfaction for
screening or “peace of mind.” The fact that most par-
ticipants failed to mention any sense of personal satis-
faction or extrinsic reinforcement needs further inves-
tigation and might indicate an important strategy to
include in future interventions.

Results of this study are influenced by certain limi-
tations. Self-report of CRC screening was used to deter-
mine if study participants were adherent to CRC
screening and was not validated. All participants were
asked to explain the CRC screening procedure they
had in detail to identify individuals who may not have
had CRC screening. In doing this, two individuals who
initially reported being adherent were found to be non-
adherent. Additionally, although qualitative research
can yield rich data, the results are not necessarily gen-
eralizable to the general population and the findings
must be interpreted cautiously. Our study sample was
selected using a convenience sample and findings may
not be representative of our population as a whole.



January 2008, Vol. 15, No. 1 78 Cancer Control

However, several of our themes are consistent with
other studies examining African American CRC screen-
ing behavior. Further, the use of an interviewer guide
might have restricted our exploration of themes and
might have influenced participant responses. Lastly,
the interviewer was a woman and thus discordance
might have influenced the data obtained from study
participants who were men. Conversely, a strength of
the present study is that it differentiates CRC screening
adherence among African Americans. To date, qualita-
tive studies using focus groups have examined CRC
screening in African Americans and have failed to dif-
ferentiate differences between those who have under-
gone screening and those who have not.19,23-25 These
studies have generally provided reasons why African
Americans are not screened. Understanding why
African Americans are screened can provide an impor-
tant insight on how to activate individuals who are dis-
engaged or in precontemplation.

Findings from this study have several implications
for cancer prevention and control. Our findings sug-
gest that limited knowledge about CRC and screening
is a large component of why African Americans are not
participating in screening. Efforts must be made to
increase awareness and educate African Americans
about the importance of early detection. Similarly,
these interventions must also counterbalance the neg-
ative beliefs that African Americans have about CRC.
Strategies need to be put into place that stress the
benefits of screening (pros) and also address and
decrease the barriers (cons) of screening. One signif-
icant barrier identified in this study was access to
care. If increasing CRC screening is to be achieved
and the Healthy People 2010 goal of reducing CRC
mortality to 13.9 deaths per 100,000 individuals is to
be achieved,38 no-cost or low-cost screening must be
made available since lack of insurance and competing
financial priorities decrease the likelihood of CRC
screening participation.

Another key finding of this study, which has con-
siderable implication, is that healthcare providers must
recommend CRC screening to their patients. The
importance of healthcare provider recommendation is
well documented for cancer screening, including
CRC.31,39-42 Emerging from this qualitative study are
findings that suggest African Americans rely on their
healthcare providers for screening recommendations
and that these recommendations are important in the
CRC screening decision-making process. However,
national data suggest that providers are not recom-
mending screening at optimal levels for the general
population.43-45 Future research needs to determine
what prevents healthcare providers from recommend-
ing CRC screening to African American patients, and it
also needs to develop effective interventions that facil-
itate provider-patient communication about CRC.

Disclosures
No significant relationship exists between the authors and the com-
panies/organizations whose products or services may be refer-
enced in this article.

The editor of Cancer Control, John Horton, MB, ChB, FACP, has
nothing to disclose.

This research was supported in part by grant #CO87WG from the
Uniformed Services University of the Health Sciences and Grant
#R03CA124215 from the National Cancer Institute.

References
1. American Cancer Society. Colorectal Cancer Facts and Figures:

Special Edition 2005. Atlanta, Ga: American Cancer Society; 2005.
http://www.cancer.org/downloads/STT/CAFF2005CR4PWSecured.pdf.
Accessed August 28, 2007.

2. Winawer SJ, Zauber AG, Ho MN, et al. Prevention of colorectal can-
cer by colonoscopic polypectomy. The National Polyp Study Workgroup. N
Engl J Med. 1993;329:1977-1981.

3. Mandel JS, Church TR, Bond JH, et al. The effect of fecal occult-
blood screening on the incidence of colorectal cancer. N Engl J Med.
2000;343:1603-1607.

4. Hardcastle JD, Chamberlain JO, Robinson MH, et al. Randomised
controlled trial of faecal-occult-blood screening for colorectal cancer.
Lancet. 1996;348:1472-1477.

5. Atkin WS, Cuzick J, Northover JM, et al. Prevention of colorectal
cancer by once-only sigmoidoscopy. Lancet. 1993;341:736-740.

6. Winawer S, Fletcher R, Rex D, et al. Colorectal cancer screening
and surveillance: clinical guidelines and rationale-Update based on new evi-
dence. Gastroenterology. 2003;124:544-560.

7. Smith RA, Cokkinides V, Eyre HJ. American Cancer Society guide-
lines for the early detection of cancer, 2006. CA Cancer J Clin. 2006;56:11-
25; quiz 49-50.

8. US Preventive Services Task Force. Screening for colorectal cancer:
recommendation and rationale. Ann Intern Med. 2002;137:129-131.

9. Centers for Disease Control and Prevention. Increased use of col-
orectal cancer tests: United States, 2002 and 2004. MMWR Morb Mortal
Wkly Rep. 2006;55:308-311.

10. National Cancer Institute. SEER Cancer Statistics Review, 1994-
2003. http://seer.cancer.gov. Accessed August 28, 2007.

11. American Cancer Society. Cancer Facts and Figures for African
Americans 2005-2006. Atlanta, Ga: American Cancer Society; 2005.
http://www.cancer.org/downloads/STT/CAFF2005AACorrPWSecured.pdf.
Accessed August 28, 2007.

12. Agrawal S, Bhupinderjit A, Bhutani MS, et al. Colorectal cancer in
African Americans. Am J Gastroenterol. 2005;100:515-523; discussion 514.

13. Satia-Abouta J, Galanko JA, Martin CF, et al. Food groups and colon
cancer risk in African-Americans and Caucasians. Int J Cancer. 2004;109:
728-736.

14. Marcella S, Miller JE. Racial differences in colorectal cancer mortal-
ity. The importance of stage and socioeconomic status. J Clin Epidemiol.
2001;54:359-366.

15. Chen VW, Fenoglio-Preiser CM, Wu XC, et al. Aggressiveness of
colon carcinoma in blacks and whites. National Cancer Institute Black/White
Cancer Survival Study Group. Cancer Epidemiol Biomarkers Prev.
1997;6:1087-1093.

16. Chen VW, Wu XC, Ahmed MN, et al. Cancer of the colon and rec-
tum in Louisiana. J La State Med Soc. 1999;151:189-197.

17. Powe BD. Promoting fecal occult blood testing in rural African Amer-
ican women. Cancer Pract. 2002;10:139-146.

18. Beeker C, Kraft JM, Southwell BG, et al. Colorectal cancer screen-
ing in older men and women: qualitative research findings and implications
for intervention. J Community Health. 2000;25:263-278.

19. Busch S. Elderly African American women’s knowledge and belief
about colorectal cancer. ABNF J. 2003;14:99-103.

20. Green PM, Kelly BA. Colorectal cancer knowledge, perceptions, and
behaviors in African Americans. Cancer Nurs. 2004;27:206-215; quiz 216-217.

21. Janz NK, Wren PA, Schottenfeld D, et al. Colorectal cancer screen-
ing attitudes and behavior: a population-based study. Prev Med. 2003;37(6
Pt 1):627-634.

22. Powe BD, Ntekop E, Barron M. An intervention study to increase col-
orectal cancer knowledge and screening among community elders. Public
Health Nurs. 2004;21:435-442.

23. Greiner KA, Born W, Nollen N, et al. Knowledge and perceptions of
colorectal cancer screening among urban African Americans. J Gen Intern
Med. 2005;20:977-983.

24. Jernigan JC, Trauth JM, Neal-Ferguson D, et al. Factors that influ-
ence cancer screening in older African American men and women: focus
group findings. Fam Community Health. 2001;24:27-33.

25. Katz ML, James AS, Pignone MP, et al. Colorectal cancer screening



January 2008, Vol. 15, No. 1 Cancer Control  79

among African American church members: a qualitative and quantitative
study of patient-provider communication. BMC Public Health. 2004;4:62.

26. Green LW, Kreuter MW. Health Promotion Planning: An Education-
al and Environmental Approach. 2nd ed. Mountain View, Calif: Mayfield
Publishing Co; 1991.

27. Bastani R, Gallardo NV, Maxwell AE. Benefits to colorectal cancer
screening among ethnically diverse high- and average-risk individuals. J
Psychosoc Oncol. 2001;19:65-84.

28. Shokar NK, Vernon SW, Weller SC. Cancer and colorectal cancer:
knowledge, beliefs, and screening preferences of a diverse patient popula-
tion. Fam Med. 2005;37:341-347.

29. Holmes-Rovner M, Williams GA, Hoppough S, et al. Colorectal can-
cer screening barriers in persons with low income. Cancer Pract.
2002;10:240-247.

30. Corbie-Smith G, Thomas SB, St George DM. Distrust, race, and
research. Arch Intern Med. 2002;162:2458-2463.

31. Freimuth VS, Quinn SC, Thomas SB, et al. African Americans’ views
on research and the Tuskegee Syphilis Study. Soc Sci Med. 2001;52:797-
808.

32 Pignone M, Bucholtz D, Harris R. Patient preferences for colon can-
cer screening. J Gen Intern Med. 1999;14;432-437.

33. James TM, Greiner KA, Ellerbeck EF, et al. Disparities in colorectal
cancer screening: a guideline-based analysis of adherence. Ethn Dis.
2006;16:228-233.

34. Taylor V, Lessler D, Mertens K, et al. Colorectal cancer screening
among African Americans: the importance of physician recommendation. J
Natl Med Assoc. 2003;95:806-812.

35. Bodenheimer T. Helping patients improve their health-related behav-
iors: what system changes do we need?  Dis Manag. 2005;8:319-330.

36. Powe BD. Perceptions of cancer fatalism among African Americans:
the influence of education, income, and cancer knowledge. J Natl Black
Nurses Assoc. 1994;7:41-48.

37. Powe BD. Fatalism among elderly African Americans. Effects on
colorectal cancer screening. Cancer Nurs. 1995;18:385-392.

38. U.S. Department of Health and Human Services. Office of Disease
Prevention and Health Promotion. Healthy People 2010. http://www.health.
gov/healthypeople. Accessed August 28, 2007.

39. Christie J, Hooper C, Redd WH, et al. Predictors of endoscopy in
minority women. J Natl Med Assoc. 2005;97:1361-1368.

40. Coughlin SS, Breslau ES, Thompson T, et al. Physician recommen-
dation for Papanicolaou testing among U.S. women, 2000. Cancer Epi-
demiol Biomarkers Prev. 2005;14:1143-1148.

41. Fox SA, Siu AL, Stein JA. The importance of physician communica-
tion on breast cancer screening of older women. Arch Intern Med.
1994;154:2058-2068.

42. Seeff LC, Nadel MR, Klabunde CN, et al. Patterns and predictors of
colorectal cancer test use in the adult U.S. population. Cancer. 2004;100:
2093-2103.

43. Coughlin SS, Thompson T. Physician recommendation for colorectal
cancer screening by race, ethnicity, and health insurance status among men
and women in the United States, 2000. Health Promot Pract. 2005;6:369-
378.

44. Klabunde CN, Vernon SW, Nadel MR, et al. Barriers to colorectal
cancer screening: a comparison of reports from primary care physicians
and average-risk adults. Med Care. 2005;43:939-944.

45. Wee CC, McCarthy EP, Phillips RS. Factors associated with colon
cancer screening: the role of patient factors and physician counseling. Prev
Med. 2005;41:23-29. Epub 2004 Dec 29.


