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Barriers to Colorectal Cancer Screening:
An Educational Diagnosis

COREY H. BROUSE, EDD, CHARLES E. BASCH, PHD,
RANDI L. WOLE, PHD, MPH, CELIA SHMUKLER, MD

Abstract—DBackground. Colorectal cancer (CRC) isa largely preventable disease through early detec-
tion and treatment, yet screening rates remain low and mortality rates remain high, particularly
among low-income, minority populations. This study was conducted to identify barriers to CRC
screening. Methods. Repeated telephone contacts were conducted with 226 individuals from 52 to 80
years of age, who had not recently received CRC screening. The contacts were intended to educate
and encourage participants to obtain CRC screening. Within this context, CRC screening bartiers
were identified and categorized using an educational diagnosis as specified in the Precede-Proceed
Framework. Results. Findings showed that the most frequently observed barrier was lack of familiarity
with CRC screening guidelines and tests. Availability and accessibility to screening tests was a barrier
that was difficult to overcome for many participants. The majority of participants faced two or more
barriers. Conclusions. This study suggests a need for public health education about CRC screening
guidelinesand tests and greater accessibility to CRCscreening. J Cancer Educ. 2004;19:170-173.

olorectal cancer (CRC) is the second leading cause
of all cancer deaths in the U.S.;! causing approxi-
mately 60,000 deaths annually.? Many of these
deaths are preventable through early detection and treat-
ment, 4 and screening for CRC is recommended by the U.S.
Preventive Services Task Force, among others.>6 Neverthe-
less, rates of CRC screening are unacceptably low, particu-
larly for minority populations? who are at high risk for CRC
mortality: CRC death rates are substantially higher for
blacks (28.2 CRC deaths per 100,000 population) than for
whites (20.8 per 100,000) or Hispanics (12.8 per 100,000).8
Most cases of CRC are diagnosed among individuals who are
over 50 years of age.%10
There is limited understanding about barriers to CRC
screening, particularly among high-risk minority popula-
tions, with many studies yielding inconsistent findings.!1-2
Some of the few factors that have been consistently posi-
tively associated with CRC screening are not amenable to
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change through health education, including income,?8.29 ed-
ucation,?82% recommendation by physician,!123 and family
history.!® To increase rates of CRC screening, improved un-
derstanding of barriers is needed.

The purpose of this study, therefore, was to identify barriers
to CRC screening that are amenable to change through
health education in a low-income, minority population of in-
dividuals 52 to 80 years old. Barriers were observed in the pro-
cess of implementing tailored telephone education (TTE) to
increase CRC screening in the context of a randomized trial
to evaluate alternative educational approaches, the Healthy
Colon Project.3%31 We chose to classify the barriers using an
educational diagnosis as specified in the Precede-Proceed
Framework, which isawidely used approach for health educa-
tion program planning.32 The barriers classified according to
this framework are those which are amenable to change
through health education. The intention was to use this infor-
mation to help guide the development of health education in-
terventions to increase CRC screening.

MATERIALS AND METHODS

The Healthy Colon Project303! is a National Cancer In-
stitute funded randomized controlled trial designed to test
whether a TTE intervention would increase the rate of CRC
screening beyond the rate observed with the distribution of
standard print material among a low-income population
with health insurance. This report is based on telephone
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conversations with 226 participants comprising the TTE
group. The participants in this study were members of a un-
ion-sponsored health benefit fund with several hundred
thousand members in the New York City metropolitan area.
All of the participants were between the ages of 52 and 80,
had not had recent CRC screening or gastrointestinal dis-
ease, and agreed to participate in the study.

The demographic characteristics of the sample are shown
in Table 1. There were more than twice as many women as
men (69.9% vs. 30.1%). Almost half of the respondents
were 55 to 59 years of age, the majority were high school
graduates, almost two thirds were married, and almost all
were employed full-time. About three fourths had an annual
household income greater than $30,000 per year. The major-
ity of the sample was black (67.7%).

The TTE involved multiple contacts with each partici-
pant. The frequency and extent of contacts varied based on
the needs and interests of the respective participant. In gen-
eral, the TTE included an assessment of knowledge, beliefs,
readiness to contact their physician to obtain CRC screen-

TABLE 1. Sociodemographic Characteristics of Sample

(N = 226)
Characteristics % n
Gender
Men 30.1 68
Women 69.9 158
Age
52-54 26.1 59
55-59 478 108
60+ 26.1 59
Marital status
Single/never married 6.6 15
Married/living together 63.3 143
Divorced/separated 21.2 48
Widowed 8.0 18
Refused 0.9 2
Highest education
<High school 11.9 27
High school graduate 46.0 104
Some college/technical school 31.9 72
College or beyond 10.2 23
Work status
Part-time 6.6 15
Full-time 93.4 211
Annual household income
<$30,000/year 22.6 51
$30,000-$50,000/year 50.4 114
>$50,000/year 24.3 55
Do not know 0.4 1
Refused 2.2 5
Race
Black 67.7 153
White 13.7 31
Hispanic 6.2 14
Asian 6.2 14
Other 53 12
Refused 0.9 2
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ing, and attempting to elicit a verbal commitment to obtain
CRC screening. For every participant the tone of the inter-
vention was casual and conversational. The participants de-
termined the flow of conversation, and the topic was not
confined to colon cancer. The focus of the intervention was
to create a sensitive and trusting relationship. While the in-
tervention protocol was not highly structured, it was guided
by certain health education principles?’ and had some com-
mon elements for each participant (e.g., assessment of
knowledge, beliefs, and stage of readiness).

The health educator maintained handwritten notes to
document the educational process, which included descrip-
tions of the barriers encountered. The measurements used for
this manuscript were these handwritten notes taken by the
health educator during and after each telephone interaction.
The notes for the 226 participants were then reviewed, and
barriers that were encountered in each case were identified.

Data analysis involved classifying each of these barriers
into one of the three categories used for educational diagnosis
as specified in the Precede-Proceed Framework: (1) predis-
posing, (2) enabling, and (3) reinforcing. Predisposing fac-
tors, which influence an individual’s motivation to practice a
given behavior, include knowledge, beliefs, attitudes, and val-
ues. Enabling factors, which influence an individual’s ability
to act on motivation, include an individual’s skills and avail-
ability and accessibility to resources. Reinforcing factors,
which support an individual’s choices or help to maintain a
behavior, are related to the knowledge, beliefs, and practices
of significant others. The frequency and percent of each cate-
goryandsubcategory wasdetermined. To check coder reliabil-
ity, 40 cases were reviewed and coded by a second rater. There
was 100% agreement between the two raters.

RESULTS

A total of 439 barriers were identified. Of the 226 partici-
pants, at least one barrier to CRCscreening was identified, ex-
cept for six people for whom no barriers were identified and
the individual who reported CRC screening after the first
contact (see Table 2). Approximately 30% (n = 68) evidenced
a single barrier, while more than 40% (n = 92) evidenced two
barriers, and almost 25% (n = 53) evidenced three barriers.
Only seven of the respondents evidenced four barriers.

Lack of knowledge proved to be the barrier that was most
frequently observed. But there was little variation in the na-
ture and scope of misconceptions. In the overwhelming ma-
jority of cases (124 of 126), there was a lack of familiarity
with CRC screening tests and guidelines.

Barriers to CRCscreening in the form of beliefs were found
for 22 of the 226 participants. The majority of beliefs that hin-
dered the participant to proceed with CRC screening were
perceptions that CRC screening tests are repugnant (“These
tests are gross”) or painful (“Don’t these tests hurt?”). Some
participants believed they were not at risk, such as the woman
who said, “Only men need to worry about this!”; others be-
lieved that if something were wrong, it would cause too much
worry (“What would I tell my children if they found some-
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TABLE 2. Barriers to Colorectal Cancer Screening

(N = 439)
Barrier % n
Predisposing
Knowledge 29 126
Beliefs 5 22
Values 24 105
Enabling
Skills 3 13
Availability/accessibility to resources 21 90
Reinforcing
Social support from primary care physician 15 66
Social support from family 2 9
Social support from friends <1 2
No barriers experienced 1 6

thing?”). There were also instances of beliefs related to fear
(“What will happen if they find something?”).

Values proved to be a barrier to screening in 105 of the 226
participants. Values as barriers were conceived as factors that
took precedence over contemplating CRC screening. The
three main values that were obstacles to CRC screening were
(1) dealing with other health problems (n = 42), (2) dealing
with the catastrophic events of September 11, 2001 (n = 19),
and (3) a death or illness in the family (n = 9). Some partici-
pants did not value the sponsor or source of communication,
and some did not value CRC screening at all.

Enabling factors in terms of lack of skills was a barrier for
13 of the 226 participants. This category was most heteroge-
neous, with 10 of these individuals experiencing mutually
exclusive skill deficits, including inability to follow fecal oc-
cult blood test (FOBT) directions, navigate automated tele-
phone systems at the provider’s office, communicate with a
provider about the tests, and follow dietary restrictions rec-
ommended in the FOBT kit. The second subcategory of bar-
riers was availability/accessibility to resources, which was
observed in 90 of the 226 participants. In almost all of these
cases, the barrier revolved around the lack of time for an ap-
pointment with the provider, which was almost always nec-
essary to obtain an FOBT kit and always necessary to obtain
a referral for a flexible sigmoidoscopy or colonoscopy. Thus,
lack of availability to FOBT kits was a major problem for a
considerable portion of the sample.

Reinforcing factors were categorized as social support
from (1) the primary care physician (PCP), (2) family, or (3)
friends. Nearly one third (n = 66) of the participants report-
edly experienced a lack of social support from their PCP,
which served as a barrier to receipt of screening. This lack of
social support was reportedly experienced in four main ways:
(1) the PCP reportedly did not carry the FOBT kit (n = 12),
(2) the PCP reportedly requested that the participant attend
an office visit rather than receiving the FOBT by mail (n =
12), (3) the PCP reportedly administered a single stool test
rather than a 3-day FOBT kit (n = 11), and (4) the PCP re-
portedly suggested a different test than the participant
wanted (n = 10). Nine participants reportedly experienced
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lack of social support from the family, and lack of social sup-
port from friends served as a barrier for only one participant.

DISCUSSION

Interpretation of the findings must consider the study
limitations. First, the barriers identified in this study were
encountered within the context of implementing a tele-
phone-based health education program to promote CRC
screening versus conducting a survey on barriers. Studying
barriers in the context of trying to promote change does,
however, provide a realistic versus a hypothetical context.
Second, the sample was relatively small and cannot be said
to be representative of a large reference population, but this
sample is significant because the participants were at risk for
CRC, had not had recent CRC screening, and are an under-
studied ethnic minority group. Third, all of the data were
based on the respondents’ self-report, which may be mislead-
ing. For example, when a respondent reported that their
PCP was not supportive, we did not attempt to verify this in-
formation. Fourth, a single researcher collected all of the
data. Fifth, this approach to quantifying barriers, however,
does not fully communicate the nature and scope of the ex-
perience of the various participants. For example, two pat-
ticipants indicating fear as a barrier may experience a very
different level of fear, which, in turn, may make this issue
more or less difficult to overcome.

Given these limitations, it isnot possible to draw definitive
conclusions about the frequency and pervasiveness of these
barriers in urban populations or in other groups. Such conclu-
sions would require a study design in which standardized mea-
surements about the different barriers were taken from groups
who had and had not been screened. Nevertheless, data from
this quasi-qualitative study suggest that a number of barriers
may impede higher rates of CRC screening, and if these find-
ings were substantiated by further rigorous study they could
provide insights into the design of effective CRC screening
educational and behavioral interventions.

Based on the findings from this study, barriers were ob-
served for all three categories within the Precede-Proceed
educational diagnosis framework. One the most frequently
observed barriers was a lack of knowledge about CRC
screening tests and guidelines. Knowledge as a barrier was,
for the most part, experienced at the beginning of the inter-
vention period and was related to CRC screening tests and
guidelines. Knowledge, unlike beliefs and values, was a rela-
tively easy barrier to overcome. Once lack of knowledge was
dealt with and misconceptions were clarified, participants
were likely to make a verbal commitment to receive screen-
ing. Those who experienced barriers in the form of beliefs
were likely to take longer to make a verbal commitment.
Values were more likely to be experienced at different times
throughout the intervention process. These generally re-
flected issues that took precedence over CRC screening be-
cause the participant valued it more.

While lack of knowledge was a prevalent barrier, it was
comparatively easy to ameliorate through health education.

BROUSE et al. B An Educational Diagnosis of Screening Barriers




In contrast, barriers related to enabling and reinforcing fac-
tors, while observed less frequently, were much more difficult
to overcome. What can be learned from the enabling factors
is that the participants in this group, for the most part, have
the skills to complete CRC screening, but there is difficulty
with the availability and accessibility of the tests.

The reinforcing factors identified as barriers in this study
are consistent with previous research pertaining to the
strength of social support. For the participants of this study,
when social support was lacking, the likelihood of receiving
screening was reduced. This was especially true in the case of
lack of social support from the PCP. Future research should
be directed to determine ways in which these very important
relationships can be strengthened.

There are several implications for increasing CRC
screening that may be inferred from this study. First, there
appears to be a widespread lack of knowledge about who
should be screened, when, and what alternative screening
tests are available and recommended by health authorities.
Second, rates of CRC screening using the FOBT could be in-
creased if the FOBT kits were more widely and easily avail-
able (based on the participants’ self-report, which needs to
be verified with more rigorous methods). Third, there may
be little incentive for PCPs to refer their patients for 3-day
FOBTs and to follow up to ensure that the tests are com-
pleted and returned in a timely way. This is likely to be a
health policy and health-care financing issue more so than
one related to continuing medical education.
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