BARRIERS AND FACILITATORS OF COLORECTAL CANCER SCREENING
AMONG MID-ATLANTIC LATINOS: Focus GROUP FINDINGS

Objective: To examine patient and provider
barriers and facilitators of colorectal cancer
(CRC) screening among mid-Atlantic Latinos
seeking care at urban primary care clinics and
describe implications for the design of inter-
ventions in primary care.

Design and Method: Nine focus groups were
conducted with 70 Latino patients and 27
primary care providers. Content analysis of
focus group transcripts was performed using
established qualitative techniques.

Results: Comments on CRC screening fell into
10 content areas: primary care site or provider
characteristics  (25% patient/21% provider
comments); knowledge (18% patient/12% pro-
vider comments); cost/insurance coverage
(10%/25%); attitudes (14%/7%); ordering of
priorities (10%/11%); language (12%/7%); pro-
cedural issues regarding screenings (8%/10%);
discrimination (2%/1%); and issues related to
being a new immigrant (.2%/6%). Patient lack
of understanding of the screening test proce-
dures, inadequate knowledge about colorectal
cancer, inadequate numbers of Spanish-speak-
ing providers, and the cost of screening were
most often cited as barriers by patients. Both
providers and patients repeatedly mentioned
the lack of funding and referral sources for
colonoscopy as a key barrier to performing
screening, even with lower-cost fecal occult
blood tests, as colonoscopy follow-up would
not be available. Patients favored receiving
CRC screening recommendations from their
usual continuity physician, but were open to
receiving information on test procedures and
indications from a Spanish-speaking health
educator.

Conclusions: Efforts to improve funding and
availability of colonoscopy for low-income
persons could proceed in tandem with linguis-
tically and culturally appropriate clinic-based
efforts to improve CRC screening among
Latinos. (Ethn Dis. 2006;16:255-261)
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INTRODUCTION

An estimated 145,290 new cases of
colorectal cancer (CRC) and 56,290
CRC deaths are expected in the United
States in 2005." Colorectal cancer
(CRC) is considered the second most
common cause of cancer death.’ Regu-
lar colorectal cancer screening with early
treatment can reduce death from the
disease’™; however, CRC screening
rates are low nationally: population
estimates of a fecal occult blood test
(FOBT) in 2002 were 17%—49%, and
estimates of the rate of receipt of an
endoscopy in the past 10 years were
24%-30%.">°

Latinos are significantly less likely
than non-Latinos to receive a timely
home FOBT or screening colonoscopy.
Nationally, only 9.8% of Latinos have
had a recent FOBT, and 24% have had
a recent endoscopy.”” Though Latinos
have a lower incidence rate of CRC in
comparison to White non-Latinos and
African Americans, they have a similar
age standardized mortality-to-incidence
ratio for colorectal cancer.” Latinos are
more likely to be diagnosed at a late
stage of disease and have a poorer
prognosis than White non-Latinos.”™"°

Most Latinos in the mid-Atlantic
region come from Central and South
America; this population is distinct
from Latinos in the Southwest and in
California who predominantly originat-
ed from Mexico. Central and South
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Latinos are significantly less
likely than non-Latinos to
receive a timely home FOBT
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Americans are less likely to have a usual
source of health care and to be in-
sured."" Most CRC prevention research
on Latinos to date has focused on those
from California, Texas, Florida, and
New York.'"'? To date, little to no
research has been specifically focused
on a Central and South American
population and the barriers and facil-
itators they face regarding CRC screen-
ing. In one recent study of cancer
screening among various Latino sub-
groups, FOBT rates for Central and
South Americans were low (11%)."!
Central and South Americans were
nearly half as likely to have an endos-
copy to detect colorectal cancer com-
pared to other Latino subgroups, which
included Cubans, mainland Puerto
Ricans, Mexican Americans, and “oth-
er” Latinos. The purpose of this study is
to examine patient and provider barriers
to the use of colorectal cancer screening
among mid-Atlantic Latinos seeking
care at safety-net, primary care sites. In
addition, we discuss the implications of
identified barriers and facilitators for
designing interventions to promote
CRC screening in primary care.

METHODS
Setting and Recruitment

This study was approved by the
Medstar-Georgetown University Insti-
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tutional Review Board (IRB) and by
the clinics from which participants
were recruited. Focus group partici-
pants were recruited by clinic research
coordinators, nurses, and by flyers cir-
culated at four primary care clinics
serving Latinos in the metro-DC region.
These clinics were selected because they
provide primary care to low-income
and/or uninsured Latinos and are part
of the Latin American Cancer Research
Coalition, funded as a Special Popula-
tions Network by the National Cancer
Institute. The primary care providers at
these three clinics combined see an
average of 2000 unique Latino patients
older than age 50 per year.

Focus Group Participants

Inclusion criteria for patients in-
cluded: speaking Spanish or English,
age >50 years, no history of CRC, use
of the clinic for primary care or living
in the immediate neighborhood of
the clinic, and being able to give in-
formed consent. Patient participants
were reimbursed $50 for their time
and effort. Volunteers for the separate
provider focus groups were selected to
represent the various roles of clinic staff
(physicians, nurse coordinators, social
workers, intake persons, physician assis-
tants, and nurse practitioners). To
participate, providers had to have
worked at one of the clinics for at least
three years.

Conduct of Focus
Group Sessions

The focus groups occurred between
September and December 2003. Male
and female patient focus groups were
held separately. All six patient focus
groups (three focus groups among
women and three focus groups among
men) were conducted in Spanish, in safe
and convenient community settings,
and clinic staff was not present at the
patient focus groups. Each focus group
lasted approximately two hours. The
focus group moderators were bilingual,
experienced, and age and culturally
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matched to the patient participants.
They used a moderator guide developed
by the investigators that had been
translated and back-translated. A series
of open-ended questions was asked of
participants to elicit feelings about
and experiences with colorectal cancer
screening (specific questions are avail-
able from the corresponding author).
Visual aids (eg, FOBT cards) were
shown to participants before discussing
screening tests. No new issues arose by
the completion of the third focus group
for each gender, indicating saturation of
themes.'? At the end of each focus
group, a demographic questionnaire was
read aloud to participants in Spanish as
they confidentially recorded their re-
sponses. Three provider focus groups
were conducted in English, the pro-
viders’ preferred language, by a physi-
cian-researcher moderator (ASO) and
two assistants (MG, JP).

Development of Codes
and Analysis

The bilingual, bicultural moderators
performed verbatim transcription and
then translation in context for each of
the patient focus group tapes. Content
analysis of the tramscripts13 16 from the
nine focus groups was used to identify
barriers and facilitators of colorectal
cancer screening. Together, two re-
viewers identified and highlighted in
the transcripts every codable unit of text
(a statement that conveyed a singular
idea). If the same person repeated
a statement, it was only counted once.
Initially, to avoid imposing any partic-
ular framework onto participants’ com-
ments, reviewers independently did in-
ductive coding."® The second phase of
coding consisted of two reviewers in-
dependently re-coding each transcript
by using the agreed-upon set of codes,
their definitions, and coding rules. The
two coders then compared the codes
each had assigned independently. When
coders differed on the code into which
a unit of text fit, the constant-compar-
ative method was used to come to an
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agreement.'>'”"'® The frequency that
a theme was mentioned by different
respondents, and the specific content
area into which that theme fit, were
then summed to identify the relative
importance of each thematic area to the
participants.

RESULTS

Participant Characteristics

A total of 27 men and 43 women
participated in the patient focus groups.
Their ages ranged between 50 to
80 years (mean 60 years). Sixty-one
percent of patients were either married
or living as married. All patients self-
identified as foreign-born Latino and
were uninsured. Fifty percent of the
women were from countries in South
America, including Peru, Bolivia, and
Colombia, while 29% were from Cen-
tral America, including El Salvador,
Honduras, and Guatemala. Most men
(41%) were from South America, and
22% were from Central America. Con-
sistent with the population served by the
primary care safety-net clinics, most
participants had incomes <$20,000
(86%), and 61% worked cither part
time or were unemployed. Nine percent
of participants had no formal school
training, 44% had a primary school
education, 30% had a high school
education, and 16% had continued on
to higher education such as college and
university. More than 50% of the
participants had dependant-care respon-
sibilities at least part time, and all spoke
Spanish as their primary language. Most
of the patient participants had never
undergone colorectal cancer screening:
81% had never had a colonoscopy and
78% had never had an FOBT. Of the
27 providers, 48% were Caucasian,
44% were Latino, and the rest were
Asian or African-American. Seventy
percent of providers were permanent
employees, and 56% spoke both En-
glish and Spanish. Most providers were
nurses or nurse practitioners (26%) and



physicians (26%). The rest included
a health educator, diabetes program
coordinator, medical assistants, case
managers, receptionists, and referral
specialists.

Major Content Areas

A total of 554 codable units of text
(distinct comments capturing a single
idea) fell into 10 different content areas.
Table 1 lists these 10 content areas and
the themes within each area by the
frequency with which participants men-
tioned them.

The most prominent barrier to
screening for patients and providers
was the lack of funds for both initial
screening and for follow-up. Patients
repeatedly mentioned that cost of
screening and, if needed, a colonoscopy
was more than they could afford. Most
patients stated that if funding were
not an issue, they would be willing to
have these exams. One woman, when
asked if she would do a colonoscopy,
stated, “I’d like to have it done, but I
For the

providers, the situation is even more

do not have the money.”

problematic as they are serving an
increasing population while under-
going budget cuts. The most pressing
issue for the providers was that there
were no funds for colonoscopies and
few referrals for “free” colonoscopies
for even their symptomatic patients.
This issue created a disincentive for
providers to screen with FOBT. As one
provider stated, “There isn’t a point [to
doing FOBT] if you’re not going to
provide the colonoscopy to follow-up.”
Most of the providers were reluctant to
set up an intervention to encourage
people to start getting regular CRC
screenings because the clinics lack the
infrastructure and funds to handle an
increase in demand for screening. Even
an FOBT-based screening intervention
was not acceptable to providers in the
absence of funding for follow-up colo-
noscopy of abnormal FOBTs or a guar-
anteed list of available gastroenterolo-
gists willing to perform follow-up
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colonoscopy on the clinic’s nonpaying
patients.

Knowledge of test indications and
the tests” sensitivity was also frequently
mentioned as a barrier to CRC screen-
ing. Patients lacked a clear understand-
ing of what a home FOBT was and
how its effectiveness differed from
that of an office digital rectal exam.
Patient participants often did not un-
derstand age eligibility for CRC screen-
ing and the fact that CRC screening
does not require one to be symptomatic.
Some of the providers worked in
a clinic with a designated health educa-
tor who explained the specifics of
FOBT and colonoscopy procedures in
person to patients. These providers, in
particular, felt that patients had a much
better understanding of these tests than
providers in clinics where no health
educator was assigned to this role.
Health educator focus group partici-
pants stressed the importance of doing
the patient education in Spanish and
immediately after patient receipt of
a provider recommendation for the
test. Other differences in perception
of barriers to CRC screening between
different types of providers from
varying disciplines, clinical functions,
and clinics were not expressed.

Patients reinforced the importance
of the delivery of health information to
them in person and in Spanish. Patients
also identified their problems with
“medical English,” stating that even if
they do speak some English, they do not
understand medical jargon, which cre-
ates a further barrier to screening. For
example, in the focus groups, a few
female patients were not familiar with
the word “colon” or “intestine” and
were not at all familiar with simple
drawings of a person’s digestive tract.

Participants also expressed fatalistic
attitudes towards cancer. Most partici-
pants, both male and female, were
fearful of cancer and of finding out that
they may have cancer. Many partici-
pants saw cancer as a ‘‘death sentence.”
Similarly, the concept that one goes to
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the doctor only when sick, and that
Latinas (women) tend to put themselves

19,20
last, "’

was acknowledged by patients
and recognized as a barrier by providers.

Providers also mentioned the lack of
guidelines and policies surrounding
screenings in the clinics as a barrier. In
addition, these resource-constrained
clinics are struggling to keep up with
the growing population and to prioritize
issues of greatest urgency. Patients most
often come to the clinic for acute care
needs or for the management of chronic
conditions such as diabetes, hyperten-
sion, and heart disease. Physicians stated
that the people that they see at the clinic
are “generally quite ill” and that when
treating them, “you’re really not that
worried about colon cancer screening.”
Thus, CRC screening takes on a lesser
importance than the care for chronic
conditions. In fact, based on two recent
random chart reviews conducted in
2001 and 2004 among patients over
age 50 who had a visit to these same
clinics in the past three years, 18% and
17% had ever received an FOBT, and
4% and 9% of patients sampled had
received a screening colonoscopy or
flexible sigmoidoscopy.”'

Gender Differences
Between Patients

Generally, men more often ex-
pressed confusion around test proce-
dures for CRC screening, whereas
women expressed more confusion about
risk factors. More men than women
expressed some embarrassment in com-
pleting FOBT; however, both expressed
concern regarding colonoscopies in re-
lation to perceived pain and embarrass-
ment about the exam. In one focus
group, men expressed their discom-
forts and taboos about colonoscopies
through jokes about homosexuality.
Several men stated that barriers to
having these tests might be because of
“embarrassment, machismo, and fear.”
When they were asked to elaborate by
the moderator, they stated that this
embarrassment “may be manly pride.”
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Table 1.
United States

Facilitators and barriers to CRC screening identified by Latino patients and their primary care providers, Mid-Atlantic,

Patient Theme (%)
® Specific themes (frequency)

Provider Theme (%)
® Specific themes (frequency)

Primary Care Site Characteristics 25%

® Organizational accessibility of clinics as a barrier (28)

® Patient-physician relationship and continuity of care with one’s
physician is important promoter (26)

® Insufficient primary care clinic infrastructure (personnel,
space, data support etc) as a barrier (17)

® Personal attention from a concerned provider as a promoter (13)

® Poor follow-up from the Cl sites as a barrier (1) (provider comments)

¢ Prefer CRC screening recommendation from doctor over other
health professional (8)

Knowledge 18%
Test indications and sensitivity; confusion between CRC
and prostate cancer among men or between the pelvic exam and
FOBT among women (49)

® Risk factors for CRC/symptoms and misconceptions about
symptoms (19)

Cost/Insurance Coverage 10%

® Screening test (no funds for FOBT or colonoscopy)/clinic
lacks FOBT cards (34)

® Follow-up or treatment if one has abnormal test (3)

Attitudes 14%
® Fatalism (41)
® Gender issues, machismo (13)

Ordering of Priorities 10%

® Lack of preventive orientation, only goes for acute care when
one has symptoms (“’descuido”) (14)

® Laziness/mislaid card/forgot/no time (18)

® Trust in home remedies and use of natural remedies before
doctor or if can’t afford doctor (5)

® Triage on part of provider or of the patient (1)

Language 12%

® Spanish language is required for person giving me care or for
information from clinic (40)

¢ llliteracy (in both languages)/health literacy (4)

FOBT Procedural Issues 6%

® Embarrassment & discomfort handling stool/food restriction,
preparation for FOBT, too complicated (10)

® Need better explanation from provider on how to do test (12)

Barriers to Colonoscopy (other than funding) 2%
® Pain/discomfort associated with prep for procedure;
need better explanation (9)

Discrimination because Low-Income/Minority 2%
® Perception of different treatment if one is low-income;
perception of ethnic discrimination (8)

Transitional Population of Recent Immigrants .2%
¢ Citizenship or legality issues (1)

anary Care Site Characteristics 21%
Organizational accessibility of clinics as a barrier (3)

® Patient-physician relationship and continuity of care with one’s physician
is important promoter (5)

® Insufficient primary care clinic infrastructure (personnel, space, data

support etc) as a barrier (14)

Personal attention from a concerned provider as a promoter (4)

® Poor follow-up from the Gl sites as a barrier (8)

® No guidelines, or clinic policies concerning CRC in clinics as a barrier (4)

Knowledge 12%
Test indications and sensitivity; confusion between CRC and prostate
cancer among men or between the pelvic exam and FOBT among
women (20)

® Risk factors for CRC/symptoms and misconceptions about symptoms (1)

Cost/Insurance Coverage 25%

® Screening test (no funds for FOBT or colonoscopy)/clinic lacks FOBT
cards (35)

® Follow-up or treatment if one has abnormal test (10)

Attitudes 7%
® Fatalism (7)
® Gender issues, machismo (6)

Ordering of Priorities 11%

® Lack of preventive orientation, only goes for acute care when one has
symptoms (““descuido”) (10)

® Laziness/mislaid card/forgot/no time (4)

® Trust in home remedies and use of natural remedies before doctor or if
can't afford doctor (1)

® Triage on part of provider or of the patient (4)

Language 7%

® Spanish language is required for person giving me care or for information
from clinic (9)

* llliteracy (in both languages)/health literacy (4)

FOBT Procedural Issues 6%

® Embarrassment & discomfort handling stool/food restriction, preparation
for FOBT, too complicated (8)

® Need better explanation from provider on how to do test (1)

® Not as good as a colonoscopy (2)

Barriers to Colonoscopy (other than funding) 4%
® Pain/discomfort associated with prep for procedure;
explanation (8)

need better

Discrimination because Low-Income/Minority 1%
® Perception of different treatment if one is low-income; perception of
ethnic discrimination (1)

Transitional Population of Recent Immigrants 6%
® No data from prior country on medical history (7)
® Citizenship or legality issues (4)
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Most, however, asserted that despite
their fears, they would have the pro-
cedure done if recommended by the
doctor or if it was necessary. A few men
stated that the barriers for getting
screened include not having the time
or money to perform the tests, especially
given their work schedules. For men
working in construction, maintenance
and office cleaning, their hours and
terms of employment are not con-
ducive to clinic hours. A few felt that
they would be risking their employment
by taking time off to get screened;
putting them in a position of having to
choose between their income and their

health.

Discordance between Patients
and Providers

In most cases, patients and providers
identified similar barriers to CRC
screening. However, a few issues arose
in which the two groups disagreed.
Generally, patients expressed more will-
ingness to perform home FOBT than
providers had perceived them to have.
Most patients stated that the procedure
seemed simple and practical and was
something that they “have to get done.”
Most were willing to have the test,
provided that the instructions from the
providers were given in Spanish. Pa-
tients also frequently mentioned that
personal attention from the doctors
and/or other healthcare providers would
promote screening at the clinics, some-
thing that the providers did not men-
tion.

Patients mentioned that they per-
ceived discriminatory treatment because
of their low-income status or ethnicity
more often than providers. However,
providers, more often than patients,
cited problems with citizenship or
legality as possible barriers to screening.
Only one male participant in the focus
groups stated that legal issues might
hinder the receipt of CRC screening.
Providers also cited the transitional
nature of this immigrant population

and the lack of patients’ knowledge of
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their family medical histories as a barrier
to screening.

Facilitators of CRC Screening

As mentioned, patients generally
expressed a willingness and openness
to CRC screening methods. A few of
the patients had positive attitudes
towards screening test and prevention.
Many of the patients expressed that the
FOBT procedures did not seem too
complicated as long as they were pro-
vided with clear instruction in Spanish
on how to do the test.

Information sources that both pa-
tients and providers saw as facilitating
screening were: health fairs, community
centers, clinics, and churches. Women
generally preferred to receive informa-
tion through discussion groups and
presentations, while men preferred writ-
ten materials in the form of brochures,
newspapers, and radio. Male partici-
pants suggested that health providers
should employ women to educate their
husbands, fathers, and brothers. One
male stated, “Wives have influence over
them [husbands/males]. They will press
them, insist and convince them and
their family members.” One physician
had a similar comment stating that he
“gets the spouses after them.” Other
popular methods of obtaining health
information were the primary care
clinics, local notices and flyers, radio,
and television. Mailings from doctors
and clinics received mixed comments;
most participants and providers agreed
that mailings are not likely to be
helpful. Neither patients nor providers
mentioned the use of computers or the
Internet as a source of health informa-
tion for this low-income population.

DISCUSSION

This qualitative study of patient and
provider focus groups identified numer-
ous barriers and facilitators to colorectal
cancer screening among low-income
Latinos living in the metropolitan
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Chief [barrier] among these is
the lack of adequate funding

and providers for colonoscopy.

Washington, DC area. Chief among
these is the lack of adequate funding
and providers for colonoscopy. Other
low-income groups share this barrier. In
a separate study of low-income African
Americans in Washington, DC, primary
care providers were similarly reluctant
to recommend FOBT for their patients,
since colonoscopy was not available for
the follow-up of abnormal FOBTs.?

Another financial barrier is the
lack of adequate resources to operate
organizationally accessible primary care
clinics for a growing, low-income pop-
ulation. Patients identified after-hours
office visits and reducing waiting time
for an appointment as areas for in-
tervention. Patients’ lack of basic know-
ledge and awareness about CRC screen-
ing was also a commonly mentioned
theme, especially around indications
and eligibility for CRC screening.
Actitudinal barriers frequently men-
tioned were fatalism and gender-related
issues (machismo among men). Partic-
ipants felt that education around CRC
screening, especially around FOBT
procedures, clearly need to be delivered
in Spanish if it is to effectively reach this
group.

Our participants mentioned embar-
rassment about FOBT and colono-
scopy, and participants in a California
study found this barrier to be even
greater among Latinos than in other
ethnic groups.”® Our participants had
low awareness of CRC screening indica-
tions and did not understand that one
did not need to be symptomatic to get
screened. The California study identi-
fied a similar lack of awareness and also
found this knowledge gap to be more
prevalent among Latinos than among
other ethnic groups.
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Similar to findings in a study of low-
income African Americans and Latinos
in New York City, we found that
patients had an interest in participating
in colorectal cancer screening, once the
methods of performing these tests
and the fact that they met eligibility
for screening were explained to them.?
Our participants, like those of this
other study, also felt that because
they were low-income, CRC screening
was not raised as a topic with them
during their encounters with healthcare
providers.

Limitations

Research questions were investi-
gated through focus groups and quali-
tative analysis. Such methods, if mind-
ful of established standards, can yield
well-grounded, rich, and detailed data;
however, we cannot ascertain their gen-
eralizability. Second, qualitative data are
subject to researcher bias. Use of three
independent raters in this study and
careful attention to coding with estab-
lished methods should have minimized
this potential bias. Strengths of this
study include its attention to an under-
studied but vulnerable group, low-in-
come Latinos in the mid-Adantic Unit-
ed States. Examination of both patient
and provider perspectives is another
strength, in that it permits triangulation
of themes to identify areas around
which feasible interventions may be

built.

Implications for Interventions
and Policy

Educational efforts directed at Lati-
no patients need to be increased and to
focus on indications for screening. They
must also address cultural barriers of
fear, embarrassment, and fatalism. Par-
ticipants in our focus groups stressed in-
person education as preferable to writ-
ten forms of education. While little
research has been done on CRC inter-
ventions for Latinos, the breast cancer
screening literature shows that in-per-
son, tailored and theory-based educa-
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tional messages have been effective at
increasing mammography rates.”>*® Ef-
forts to examine the efficacy of similar
in-person, culturally appropriate educa-
tional interventions for CRC screening
among Latinos are warranted.

While providers may feel that their
hands are tied in terms of the limited
availability of colonoscopy, educational
efforts can still target providers. Aware-
ness of CRC screening among primary
care providers is high, but knowledge
gaps still exist around issues of timing
and evidence-based modes of delivery.?”
In light of the low rates of FOBT
screening in these community clinics,
providers can be targeted by academic
detailing efforts around the high-quality
(randomized controlled trial) evidence
of the effectiveness of FOBT. Providers
can also be encouraged to work in
concert with patient navigators and
social workers to coordinate follow-
up colonoscopy. Efforts to develop
formal CRC screening guidelines within
each clinic can be facilitated by existing
and freely available materials from the
Centers for Disease Control and Pre-
vention (CDC)’s “A Call to Action”
website. This site is geared toward
improving primary care providers’ aw-
areness and use of CRC screening.?®

Given the resource constraints in
safety-net clinics and the need to
prioritize efforts during the patient-
physician encounter, a logical interven-
tion that addresses the language and
cultural needs of Latino immigrants
is the use of a combined physician/
health educator approach. In one of the
clinics from which our participants
were drawn, the physician would make
a verbal recommendation to the patient
that a CRC screening test was needed.
The physician would then introduce the
patient to the bilingual/bicultural health
educator who explained the reasons and
procedures for a screening FOBT on an
individual basis. The health educator
also provided short and informal edu-
cational talks in the clinic waiting rooms
while patients were attending their

Ethnicity & Disease, Volume 16, Winter 2006

appointments. During this time, the
health educator was available to the
patients to answer questions about CRC
screening in a comfortable setting. Pro-
viders and patients from this clinic
reported high satisfaction with this
approach. Such an intervention can
minimize demands on the clinician’s
time as well as deliver patient education
in an acceptable, tailored, and interac-
tive format.

While patients and providers in
theory were willing to receive and
prescribe CRC screening, this willing-
ness in reality has been diminished
given the financial barriers. Guidelines
for regular screening need to be im-
plemented at the clinics, but clearer
guidelines or establishment of formal
screening policies is likely to be in-
sufficient in the face of limited funding
and referral sources for colonoscopy.
Networking between community clinics
and providers of colonoscopy needs
to be facilitated to provide a larger pool
of available referrals for colonoscopies.
In 2000, CDC began a national assess-
ment of the capacity to perform CRC
screening and follow-up in the United
States. Data collection for year one
states has been completed, and pre-
liminary results on CRC screening
capacity have been published.”!
Capacity for widespread screening with
FOBT exists, but creating capacity to
screen with sigmoidoscopy or colono-
scopy could take 10 years.”’ However,
these studies do not take into account
issues regarding access to health care
for Latino patients, such as language,
insurance, cost of screening, and other
cultural barriers. Armed with the
information from the national assess-
ment and from research such as
outlined in this paper, national and
state efforts to plan more equitable
CRC screening availability need to be
undertaken.

ACKNOWLEDGMENTS
We would like to thank Jyl Pomeroy, the
staff, volunteers, and participants at the



community clinics for their help with
recruitment and completion of the project.
This study was funded by NCI KO7 CA
91848 (AS O’Malley) and NCI UO1
CA86114 Development Pilot Grant (AS
O’Malley) and by NCI UO1 CA 86114.

REFERENCES

1. American Cancer Society. Colorectal cancer
facts and figures special edition- 2005. Avail-
able at: www.cancer.org. Accessed on: 5/19/
05.

2. Cibula DA, Morrow CB. Determining local
colorectal screening utilization patterns. J
Public Health Manag Pract. 2003;9(4):315—
321.

3. Cokkinides VE, Chao A, Smith RA, Vernon
SW, Thun M]J. Correlates of underutilization
of colorectal cancer screening among US adults
age 50 years and older. Prev Med. 2003;36:
85-91.

4. US Preventive Services Task Force. Guide
to clinical preventive services. Available at:
www.guidelines.gov.

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

6. Centers for Disease Control and Prevention.
Behavioral Risk Factor Surveillance System.
Available at: www.cdc.gov. Accessed on: 5/19/
05.

7. Ries LA, Eisner M, Kosary C, et al. SEER Cancer
Statistics Review, 1975-2000. Bethesda, Md:
National Cancer Institute; 2003.

8. Jemal A, Clegg LX, Ward E, et al. Annual
report to the nation on the status of cancer,
1975-2001, with a special feature regarding
survival. Cancer. 2004;101(1):3-27.

9. Hoffman-Goetz L, Breen NL, Meissner
H. The impact of social class on the use of
cancer screening within three racial/ethnic
groups in the United States. Ethn Dis. 1998;
8(1):43-51.

10. Gilliland FD, Hunt WC, Key CR. Trends in
survival of American Indian, Hispanic, and
non-Hispanic White cancer patients in New
Mexico and Arizona, 1994-1997. Cancer.
1998;82:1769-1783.

LATINOS AND COLORECTAL CANCER SCREENING - Goodman et al

11. Sheinfeld Gorin S, Heck JE. Cancer screening
among Latino subgroups in the United States.
Prev Med. 2005;4:515-526.

12. Talavera GA, Ramirez AG, Suarez L, et al.
Predictors of digital rectal examination in US
Latinos. Am | Prev Med. 2002;22(1):36-41.

13. Miles MB, Huberman AM. Qualitative Data
Analysis: An Expanded Sourcebook. 2nd ed.
Thousand Oaks, Calif: Sage Publications, Inc;
1994.

14. Stewart DW, Shamdasani PN. Focus Groups:
Theory and Practice. Applied Social Research
Method Series. Vol 20. Newbury Park, Calif:
Sage Publications Inc; 1990.

15. Strauss AL, Corbin J. Basics of Qualitative
Research: Grounded Theory Procedures and
Techniques. Newbury Park, Calif: Sage Pub-
lications; 1990.

16. Mishler EG. Meaning in its context: is there
any other kind? Harv Educ Rev. 1979;49(1):
1-19.

17. Glaser BG, Strauss AL. The Discovery of
Grounded Theory: Strategies for Qualitative
Research. Chicago, Ill: Aldine; 1967.

18. Glaser BG. Theoretical Sensitivity: Advances in
the Methodology of Grounded Theory. Mill
Valley, Calif: Sociology Press; 1967.

19. Facione NC, Giancarlo CA. Narratives of
breast symptom discovery and cancer diagno-
sis. Cancer Nurs. 1998;21:430—440.

20. Garbers S, Jessop D]J, et al. Barriers to breast
cancer screening for low-income Mexican and
Dominican women in New York City. / Urban
Health. 2003;80:81-91.

21. Huerta EE, Mandelblatt JM, O’Malley AS,
Sheppard VS, et al. Latin American Cancer
Research Coalition. Community clinic chart
reviews for September 2001-June 2004. Un-
published date.

22. O’Malley AS, Beaton E, Yabroff KR, Abram-
son R, Mandelblatt J. Patient and provider
barriers to colorectal cancer screening in the
primary care safety-net. Prev Med. 2004;39:
56-63.

23. Walsh JME, Kaplan CP, Nguyen B, Gilden-
gorin G, McPhee SJ, Perez-Stable EJ. Barriers
to colorectal cancer screening in Latino and
Vietnamese Americans. | Gen Intern Med.
2004;19:156-166.

24. Royak-Schaler R, Blocker DE, Yali AM,
Bynoe M, Briant KJ, Smith S. Breast and

Ethnicity & Disease, Volume 16, Winter 2006

colorectal cancer risk communication ap-
proaches with low-income African-American
and Hispanic women: implications for health-
care provider. J Natl Med Assoc. 2004;96:
598-608.

25. Peeck ME, Han JH. Disparities in screening
mammography. / Gen Intern Med. 2004;19:
184-194.

26. Yabroff KR, O’Malley A, Mangan P, Mandel-
blatt J. Inreach and outreach interventions to
improve mammography use. J Am Med
Womens Assoc. 2001;56(4):166—173, 188.

27. Klabunde CN, Frame PS, Meadow A, Jones E,
Nadel M, Vernon SW. A national survey of
primary care physicians’ colorectal cancer
screening recommendations and practices.
Prev Med. 2003;36:352-362.

28. CDC. A call to action: prevention and early
detection of colorectal cancer. Available at:
www.cde.gov. Accessed on: 10/6/04.

29. CDC. National/state study of the capacity for
colorectal cancer screening and follow-up tests.
Available at: www.cdc.gov. Accessed on: 10/6/
04.

30. Seeft LC, Richards TB, Shapiro JA, Nadel
MR, Manninen DL, Given LS. How many
endoscopies are performed for colorectal
cancer screening? Results for the CDC’s survey
of endoscopic capacity. Guastroenterology.
2004;127:1670-1677.

31. Seeff LC, Manninen DL, Dong FB, et al. Is
there endoscopic capacity to provide colorectal
cancer screening to the unscreened population
of the United States? Gastroenterology. 2004;
127:1661-1669.

AUTHOR CONTRIBUTIONS

Design and concept of study: O’Malley

Acquisition of dara: Goodman, Kanamori,
Janet Canar, O’Malley

Data analysis and interpretation: Goodman,
Ogdie, Kanamori, Cafar, O’Malley

Manuscript draft: Goodman, Ogdie, Kana-
mori, Canar, O’Malley

Statistical expertise: Goodman, Ogdie, Kana-
mori, O’Malley

Acquisition of funding: O’Malley

Administrative, technical, or material assis-
tance: Goodman, Ogdie, Kanamori,
Canar, O’Malley

Supervision: O’Malley

261



