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Abstract

Introduction: Colorectal cancer (CRC) is the second leading cause of cancer-
related deaths in the United States and disproportionately impacts Black individ-
uals. Here, we describe the mixed-methods approach used to develop a tailored
message guidebook to promote CRC screening among Black individuals in the
setting of recently updated screening guidelines.

Methods: This mixed-methods study included 10 in-depth qualitative interviews
and 490 surveys in a nationally representative sample of unscreened Black in-
dividuals age>45. Messages were developed based on American Cancer Society
(ACS) and National Colorectal Cancer Roundtable (NCCRT) research findings,
tested among Black individuals using MaxDiff analytic methods, and reviewed by
a multi-sector expert advisory committee of NCCRT members.

Results: The most frequently reported screening barrier in all age groups was
self-reported procrastination (40.0% in age 45-49, 42.8% for age 50-54, 34.2% for
age>55). Reasons for procrastination varied by age and included financial con-
cerns, COVID-19 concerns, and fear of the test and bowel preparation. Additional
screening barriers included lack of symptoms, provider recommendation, and
family history of CRC. Most individuals age 45-49 preferred to receive screening
information from a healthcare provider (57.5%); however, only 20% reported that
a provider had initiated a screening conversation.

Conclusions: We identified age-specific barriers to CRC screening and tailored
messaging to motivate participation among unscreened Black people age>45.
Findings informed the development of the NCCRT and ACS guidebook for or-
ganizations and institutions aiming to increase CRC screening participation in

Black individuals.
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1 | INTRODUCTION

Colorectal cancer (CRC) is the second leading cause of
cancer-related deaths in the United States and dispropor-
tionately impacts Black individuals." Black individuals
have approximately 20% higher incidence and 40% higher
mortality from CRC than non-Hispanic White individu-
als.” These disparities in incidence and mortality are mul-
tifactorial; however, lack of participation in screening is a
major contributor.”™

Both quantitative and qualitative studies have
explored multilevel barriers to screening participa-
tion among Black individuals in the United States.
However, prior studies have largely focused on one or
few settings and on older Black individuals. Given re-
cent guidance from the US Preventive Services Task
Force (USPSTF) to initiate CRC screening at age 45,
there is pressing need to understand barriers and facil-
itators to screening in this younger population of Black
individuals as well. The National Colorectal Cancer
Roundtable (NCCRT) and American Cancer Society
(ACS) have worked to gain a deeper understanding of
the barriers to screening across racial/ethnic groups
and to provide resources to increase screening rates in
underserved populations. They previously completed
two comprehensive rounds of market research on
reaching unscreened populations and two additional
companion pieces to promote screening participation
among Hispanic® and Asian individuals.”

In this manuscript, we describe the NCCRT and ACS's
mixed-methods approach to identify barriers to CRC
screening in a large, nationally representative sample of
Black individuals, including a specific focus on those age
45-49. Findings informed the development of the “2022
Messaging Guidebook for Black & African American
People: Messages to Motivate for Colorectal Cancer
Screening”.8 This published resource includes tailored,
tested messaging to aid providers, health institutions,
organizations, and advocates who aim to increase partic-
ipation in CRC screening among Black individuals, par-
ticularly considering updated CRC screening guidelines.

2 | METHODS

2.1 | Study population and recruitment

We conducted a mixed-methods study that included both
in-depth qualitative interviews and an online survey. For
both the interviews and survey, participants were (1) self-
identified Black race, (2) age 45 or older (in 2021), (3) living
in the United States, and (4) had no prior CRC screening.
The study was reviewed and approved by the Institutional

Review Board (IRB) at the Morehouse School of Medicine
(1816826-1). Qualitative interviews were performed first
to inform the survey instrument development. Interview
participants were recruited by the Schlesinger Group,’ a
national research technology company that uses multiple
channels to ensure diverse study participant recruitment,
including social media, mobile applications, radio, print
media, billboards, affiliates, networks, publishers, and
referrals.

For the survey component of study, participants were
recruited by Prodege,” a data-driven marketing and con-
sumer insights platform with a database of individuals
who have agreed to receive electronic surveys. Individuals
are sent an invitation to complete a survey if they meet
specific eligibility criteria defined for the survey. Prodege
recruits a diverse sample of survey participants through
social media, online and offline advertising, member re-
ferrals, and longstanding partnerships with large firms
such as United Airlines and Hilton Hotels.

2.2 | Qualitative interview
data collection

The 10 qualitative interviews were conducted between
August 12, 2021 and August 17, 2021. An interview guide
was created with open-ended questions and scripted
probes. The interview guide was crafted based on simi-
lar and previous work done by ACS in this area, which
included Black individuals as a subpopulation. The prior
work provides some insight into the attitudes, behaviors,
and barriers to screening in this population. The guide
probed deeper into previously identified barriers and
other factors, as well as new topics such as health care ac-
cess and sociopolitical factors that can influence an indi-
vidual's ability to be screened. The script was then piloted
for appropriateness of content, comprehension, flow, and
acceptability with an advisory group comprised of five
individuals with backgrounds in public health, policy,
advocacy, clinical, market research, health communica-
tions, and health equity experts, CRC advocates, and rep-
resentatives from the NCCRT Public Awareness Strategic
Priority Team and Professional Education and Practice
Implementation Committee. Modifications were made
based on their feedback. One team member (AP) con-
ducted all 10 interviews via a virtual online platform. Each
interview lasted approximately 60min (standard from
prior studies), and all interviews that were started were
completed. All interviews were transcribed. Individuals
received $75 compensation for participation in interviews.
Qualitative interviews were used to help inform survey
development (below), on which all research findings and
conclusions were based.
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2.3 | Survey development and
data collection

The American Cancer Society previously conducted stud-
ies to assess barriers to CRC screening among unscreened
average-risk individuals.®”'"'? However, there were few
Black individuals included in those studies. The present
research borrows from the theoretical basis of prior stud-
ies'®!* but focuses solely on Black people, obtaining a
larger sample size of this demographic in order to report
more granular data on barriers and facilitators and to un-
derstand differences by age, gender, insurance status, re-
gion, and other factors.

The survey instrument was developed, edited, and fi-
nalized by the expert advisory group and was based on
themes identified from previous qualitative interviews
and quantitative research.®”'"! The final survey included
76 items; most questions were multiple choice, however
six were open-ended. The survey was organized into 10
modules: (1) demographic information (24 questions); (2)
knowledge and awareness about CRC screening (5 ques-
tions); (3) discussions with healthcare providers about
screening (7 questions); (4) discussions with friends and
family about screening (5 questions); (5) current miscon-
ceptions and attitudes towards screening (1 question); (6)
current sources of information related to CRC screening
(1 question); (7) key channels and individuals to receive
CRC messaging (3 questions); (8) general health behavior
(7 questions); (9) connection to cancer (7 questions); (10)
a MaxDiff message testing exercise (12 questions) (16);
and (11) celebrity awareness/association (4 questions).
The survey was made available via an online platform
from October 1, 2021 to October 15, 2021 and took approx-
imately 30 min to complete. Participants received up to $4
as compensation for survey completion.

2.4 | Data analysis
For qualitative interviews, all data were de-identified.
Interviews were first transcribed by one coder (MA) who
manually categorized interview responses, key words,
phrases, and quotations into major and minor themes. A
second team member (AP) listened to interview record-
ings, reviewed transcriptions, and confirmed themes.
When there were divergent views on themes, the two cod-
ers revisited the transcripts together to clarify key findings
and come to a consensus. We then consolidated feedback
about intervention content, language, and timing to ex-
plore participant perspectives of CRC risk, screening tests,
and barriers to screening.

We used SPSS (Version 25.0) to perform descrip-
tive statistics for each survey item. We also performed
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cross-tabulations to summarize frequencies of responses
by age and by family history of CRC.

2.5 | Guidebook development
After the completion of the qualitative interviews and sur-
veys, the expert advisory group conducted a series of meet-
ings to discuss results and craft potential messages for testing.
The advisory group identified four general themes: “CRC is
preventable and treatable if caught early”; “CRC is a silent
disease”; “family history is important/get screened for your
family”; and “there are many screening options.” The expert
advisory group used these four themes to create tailored
messages over many iterations. Messages then underwent
medical and editorial review by an internal team at ACS.
Messages were tested in sets of three using MaxDiff ad-
vanced analytic methods.'> MaxDiff is a type of conjoint
analysis that allows researchers to identify “winning”
messages and the degree to which one message is more
impactful than another. Messages were tested among the
490 Black individuals who completed the surveys. Study
participants were asked to select the message that was
“most likely to impact their decision to get screened” and
“least likely to impact their decision to get screened.”
The messages were framed in this manner to highlight
the major motivation(s) for screening, as has been done
in prior ACS and NCCRT research.®” We then calculated
share of preference (SOP) true ratios to measure the im-
pression of each message over the others.'®® SOP reflects
the modeled proportion that a given message would be
preferred if all messages in the set were presented. It is the
standard output for MaxDiff analysis and not only charac-
terizes the performance of a message (allows researchers
to identify top messages) but also helps compare impact
between messages. Beyond ACS and NCCRT, conjoint
analysis has been used to study patient preferences along
the cancer care continuum, including CRC screening,lg’20
lung cancer screening,21 HPV testing,22 chemotherapy in
breast cancer treatment,?> and others. A total of 15 mes-
sages were tested for inclusion in the guidebook. The most
impactful messages were selected for inclusion in the
NCCRT guidebook publication.®

3 | RESULTS
3.1 | Characteristics of the study
participants

The study included 500 unscreened Black individu-
als (10 qualitative interviews and 490 survey partici-
pants) (Table 1). There was no overlap of interview and
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TABLE 1 Characteristics of study population.

Characteristics,
mean (SD) or N, %
Age-mean
45-49
50-54
55+
Race
Black
Gender
Female
Male
Other
Health insurance type
Private
Medicare

State Insurance
Program*

VA /military
Other
Uninsured
Location Type
Urban
Suburban
Rural
Not sure
Household Income
Less than 12,000
12,000-39,999
40,000-59,999
60,000-79,000
80,000-99,999
100,000 or more
Prefer not to say
Family history of CRC
Yes
No
US Region
Northeast
Southeast
Southwest
Midwest
West
Marital status

Single/never
married
Married/living
partner

Survey
participants,
mean or

N (%)

55.3

120 (24.5%)
145 (29.6%)
225 (45.9%)

490 (100%)

262 (53.5%)
226 (46.1%)
2(0.4%)

153 (37.1%)
111 (26.9%)
119 (28.8%)

15 (3.6%)
38 (9.2%)
77 (15.7%)

215 (43.9%)
211 (43.1%)
62 (12.7%)
2(0.4%)

63 (12.9%)
187 (38.2%)
98 (20.0%)
53 (10.8%)
22 (4.5%)
49 (10.0%)
18 (3.7%)

43 (8.8%)
447 (91.2%)

100 (20.4%)
187 (38.2%)
69 (14.1%)
90 (18.4%)
44 (9.0%)

195 (39.8%)

174 (35.5%)

ANYANE-YEBOA ET AL.
TABLE 1 (Continued)
Qualitative Qualitative
interview Survey interview
participants, Total participants, participants, Total
Nmeanor  participants, Characteristics, mean or Nmeanor  participants,
N (%) N mean (SD) orN, % N (%) N (%) N
52.7 Separated/ 118 (24.1%)
3(30.0%) 123 Divorced/
Widowed
2(20.0%) 147
Prefer not to say 3(0.6%)
5(50.0%) 230
Education
High school or less 144 (29.4%) Not asked
10 (100.0%) 500
Some college 136 (27.8%)
Trade or vocational 21 (4.3%)
4(40.0%) 266 g
6 (60.0%) 232 Associates or 137 (27.9%)
Bachelors'
Degree
6 (60.0%) 159 Graduate degree 41 (8.4%)
0 (0.0%) 111 Postgraduate 11 (2.2%)
Degree
1(10.0%) 120
Employment
0(0.0%) 15 Employed full time 183 (37.3%) Not asked
1(10.0%) 39 Employed part time 42 (8.6%)
2(20.0%) 79 Retired 77 (15.7%)
Unemployed or 142 (29.0%)
disabled
5(50.0%) 220
Self-employed 40 (8.2%)
4(40.0%) 215
Student 6 (1.2%)
1(10.0%) 63
0(0.0%) 5 *Medicaid, CHIP, etc.
survey participants. Of the 10 qualitative interview par-
1(10.0%) 64 ticipants, 40.0% were female, and age ranged from 45
2(20.0%) 189 to 66 (mean=>52.7, SD=6.1). Of the 490 survey partici-
2(20.0%) 100 pants, 53.5% were female, and age ranged from 45 to 82
1(10.0%) 54 (mean=55.3, SD=7.3). Of the individuals who partici-
1(10.0%) 23 pated in surveys, 24.5% (n=120) were age 45-49 (Table 1).
3(30.0%) 52 The study population was geographically diverse with the
0 (0.0%) 18 largest percentage from the southeast United States at 38.2%,
43.9% from urban areas, 43.1% from suburban areas, and
2(20.0%) 45 12.7% living in rural areas. Most (57.2%) completed some col-
8 (80.0%) 455 lege or less; 29.0% were unemployed or disabled; and 15.7%
were retired. Most (84.3%) had health insurance. (Table 1).
2 (20.0%) 102
4(40.0% 191 . .
— 3.2 | Reported barriers to screening by
0(0.0%) 69 age group
3 (30.0%) 93
L UL0.05) 4 The most frequently reported barriers to screening for the
Not asked

population age 45-49 (n=120) were self-reported pro-
crastination (40.0%), lack of symptoms (30.0%), and lack
of provider recommendation (28.3%). Similar findings
were observed in the 50-54 age group (n=145) and in the
age>55 group (n=225), with 42.8% and 34.2%, respectively,
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reporting lack of screening due to procrastination, about
one-third in each group (29.0% for age 50-54 and 30.2% for
age>55) reporting lack of screening due to lack of symp-
toms, and another third (29.7% for age 50-54 and 30.7% for
age>55) due to lack of family history of CRC (Figure 1).

Reasons for procrastination varied by age group. In
the 45-49 (n=120) age group, the most frequent rea-
sons for self-reported procrastination were related to cost
and financial concerns (20.8%), followed by COVID-19
pandemic-related concerns (18.8%), being told by their
provider that screening was not urgent (16.7%), and pri-
oritizing other health concerns (14.6%) (Figure 2).

The most common reasons for procrastination in the
50-54 age group (n=145) were related to COVID-19
pandemic concerns (27.0%). After COVID-19 concerns,
the most common reasons for procrastination in this age
group were cost and financial concerns (22.2%) and per-
ception of low CRC risk (20.6%) (Figure 2).

In the study subpopulation age>55 (n=225), COVID-19
was the most reported reason for procrastination (21.8%),
followed by fear of the screening test result (19.2%), con-
cerns about colonoscopy preparation (17.9%), and fears or
concerns about the screening test (16.7%) (Figure 2).

3.3 | Conversations about CRC screening
Out of all 490 participants, there were 37.6% of individu-
als who reported previously discussing CRC screening
with friends or family. More than half of participants
(51.3%) reported that they felt screening was important
after speaking with family and/or friends about screening.

. 19051
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However, approximately one in four survey participants
(22.9%) walked away from these conversations scared
about the process of getting screened for CRC.

In the group age 45-49 (n =120), only 31.7% of partic-
ipants age 45-49 reported that their healthcare provider
had discussed CRC screening with them (Figure 3).
These discussions in the 45-49 age group were initiated
by the healthcare provider in 63.2% of cases and by the
patient in 36.8% of cases. In contrast, in the 50-54 age
group (n=145), 41.4% of participants reported that their
healthcare provider had discussed screening with them
(Figure 3), and 75% of those conversations in those
age 50-54 were initiated by the provider. Similarly, in
the age>55 population (n=225), providers had dis-
cussed screening with 51.6% of individuals (Figure 3),
and 83.6% of those conversations were initiated by the
provider.

3.4 | Individuals with a family
history of CRC

Of survey participants with a family history of CRC (n=43,
8.8%), 41.9% reported that they planned to be screened
eventually but had not been screened yet. Another 18.6%
had not been screened because their provider had not rec-
ommended it, and 18.6% had not been screened because
they were focused on other medical problems. Of the
41.9% with a family history who procrastinated screen-
ing, 22.2% reported delays due to fear of the colonoscopy
preparation, and 16.7% were unscreened due to fear of the
screening test results.

Had not gotten to it (procrastination)
Test too embarassing

Fear of cost of potential cancer treatment
Fear of cancer diagnosis

Uninsured

Concerned about cost

Concerned about prep

Other medical priorities

Doctor did not recommend

™)

No family history of CRC

No symptoms

o

Percent of Participants

II

10 20 30

OAge 55 and over @Age 50-54 mAge 45-49 m Total

40 50 60 70 80 90 100

FIGURE 1 Reasons for not being screened for CRC. Participant reported reasons for being unscreened for colorectal cancer.
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|
No child care

No transportation

Not able to take time off work

Fear of the test results

Other health problems are higher : ]
priority

———
Doctor said it was not urgent ;
_

Concerns or fears about the test itself

(e |
Unliely toget CRC ey

Cost/Financial concerns

[
[
Concerm about test prep
[ |
[

Covid-related concers B

FIGURE 2

100

BAll ages OAge 45-49 mAge 50-54 mAge 55 and over

90

80

70

60

50

40

Percent of Participants

30
20

10

Discussed Screening with Healthcare
Provider

Individuals with a family history of CRC had miscon-
ceptions about their own CRC risk with 18.6% somewhat
or strongly agreeing that individuals with a healthy lifestyle
do not need to be screened, and 7.0% believing that CRC
was only possible in men. Of those with a family history of
CRC (n=43), 62.8% reported that they had discussed CRC
screening with family and/or friends. Only 48.4% reported
that they planned to undergo screening in the near future.

ANYANE-YEBOA ET AL.
OAge 55 and over @Age 50-54
mAge 45-49 mAIl Subjects
]
]
]
20 25 30 35 40 45 50

Percent of Participants

Reasons for procrastination of CRC screening. Participant reported reasons for procrastination of colorectal cancer screening.

FIGURE 3
Screening by age group. Percentage

Discussions about CRC

of participants who had discussions
about colorectal cancer screening with
healthcare providers and family/friends
by age group.

Discussed Screening with Family and
Friends

3.5 | Motivating Messages

The highest ranked message to motivate screening was
“Did you know that colon cancer is the second leading
cause of cancer death in Black and African American
people in the United States? Colon Cancer can be caught
early or even prevented through regular screening. Most
people should begin screening at age 45”. At 15.7%, this



ANYANE-YEBOA ET AL.

message had the highest SOP and ranked in the top three
among 49.6% of all participants. It was also the top mes-
sage across all age groups, including Black individuals
age 45-49 who are newly eligible for screening: 17% for
participants age 45-49, 15.6% for age 50-54 and 15.1% for
age>55. (Table 2).

Another highly preferred message was, “Colon cancer
is often a silent disease. Usually there are no symptoms.
That's why getting screened is important. It can help pre-
vent colon cancer-or catch it early when it is easiest to
treat. Most people should begin screening at age 45.” This
message had the next highest SOP at 9.8% and ranked in
the top 3 for 34.9% of participants. The published NCCRT
guidebook provides the most impactful messages and ad-
ditional information and guidance about CRC screening
in Black individuals.®

3.6 | Most effective channels to receive
CRC screening information

The most perferred channels to receive CRC screening in-
formation overall were through discussion with a doctor
or healthcare provider (55.5%), a handout or a poster in
a provider's office (31.6%), or via email (29.2%). For indi-
viduals age 45-49, preferred channels to receive screen-
ing were similar. Most individuals (89.4%) found it most
impactful to have an everyday person that they relate to

TABLE 2 Top screening messages by age group.
Category Message content

Top messages

.. 19053
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speaking about their experience with CRC. Findings were
similar for the subset age 45-49.

4 | DISCUSSION
In 2021, the USPSTF updated their CRC screening guide-
lines, recommending CRC screening for individuals age
45-49 for the first time.** Motivated by the new CRC
screening guidelines and persistent Black-White dis-
parities in CRC incidence and mortality, we performed a
mixed-methods study to identify barriers to screening and
develop effective messages to prompt screening in un-
screened Black individuals. We found that the most com-
mon barrier to screening was self-reported procrastination
in all age groups, followed by lack of symptoms and lack
of family history of CRC. Those who reported procrastina-
tion were willing to be screened but had not prioritized
screening. The majority of individuals age 45-49 had not
discussed screening with their healthcare provider, and
were less likely to report that providers initiated conversa-
tions about screening than participants age 50 and above.
The use of culturally tailored information to prompt
CRC screening has been previously studied. One study
noted that culturally tailored messaging increased recep-
tiveness to CRC screening and reduced anticipatory racism
stress among unscreened Black individuals age 50-75.%
In another study, culturally tailored CRC education was

All ages

Age 45-49

Age 50-54

Age 55 and
over

. “Did you know that colon cancer is the second leading cause of cancer death in Black and African American People in

the United States? Colon Cancer can be caught early or even prevented through regular screening.”

. “Colon cancer is often a silent disease. Usually there are no symptoms. That's why getting screened is so important. It can

help prevent colon cancer—or catch it early when it is easiest to treat. Most people should begin screening at age 45. It can
help prevent colon cancer-or catch it early when it is easiest to treat. Most people should begin screening at age 45.”

. “Did you know that colon cancer is the second leading cause of cancer death in Black and African American People in

the United States? Colon cancer can be caught early or even prevented through regular screening.”

. “Colon cancer is often a silent disease. Usually there are no symptoms. That's why getting screened is so important. It can

help prevent colon cancer—or catch it early when it is easiest to treat. Most people should begin screening at age 45. It can
help prevent colon cancer—or catch it early when it is easiest to treat. Most people should begin screening at age 45.”

. “Did you know that colon cancer is the second leading cause of cancer death in Black and African American People in

the United States? Colon cancer can be caught early or even prevented through regular screening.”

. “Colon cancer still happens more often in African American, but progress is being made. Fewer African American

people develop or die from colorectal cancer as compared to just a few years ago, thanks to more African Americans
taking part in screening, now starting at age 45.”

. “Did you know that colon cancer is the second leading cause of cancer death in Black and African American People in

the United States? Colon cancer can be caught early or even prevented through regular screening.”

. “Colon cancer is often a silent disease. Usually there are no symptoms. That's why getting screened is so important. It can

help prevent colon cancer—or catch it early when it is easiest to treat. Most people should begin screening at age 45. It
can help prevent colon cancer—or catch it early when it is easiest to treat. Most people should begin screening at age 45.”
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noted to help to overcome barriers to screening in 48% of
study participants and led to 80% of participants making
the decision to undergo CRC screening.*®

Prior work has provided insight into methods and
channels to advocate for screening in Black individuals.
One study reported that Black patients preferred CRC
screening education from their doctor, family members,
survivors they knew, and advocacy organizations.27 In
our study, we found that the preferred channel for CRC
screening information was a doctor or other healthcare
provider, followed by a handout or poster in a doctor's of-
fice. Interestingly, the preferred channel to receive health-
care information was from a doctor or healthcare provider
even among participants who were uninsured, unem-
ployed, or did not have a primary care provider. Our study
also provides a ranking of effective messages and chan-
nels to receive CRC messaging by age group, including the
newly eligible age 45-49 population.

The NCCRT and ACS previously developed messaging
guidebooks as resources to prompt screening in Asian and
Hispanic/Latino individuals. Prior guidebooks provided
information on perceptions around screening, recom-
mendations to reach each group, and culturally tailored
messaging to prompt screening based on common values
in each specific population. Similarly, the results from the
current study were used to develop the “2022 Messaging
Guidebook for Black & African American People:
Messages to Motivate for Colorectal Cancer Screening”.®
This resource is a publicly accessible tool to provide cul-
turally tailored approaches and education for healthcare
organizations, nonprofit organizations, providers, policy
makers and CRC advocates.

Our study is not without limitations. First, we used a
mixed-methods approach that included in-depth inter-
views and surveys that are subject to recall bias. However,
findings from in-depth interviews were supported by sur-
vey responses, which is reassuring. A second limitation is
that our study is not generalizable to all Black individu-
als in the United States. Our study only included Black
unscreened individuals who had access to the internet,
where much of patient recruitment occurred. In addi-
tion, relatively few participants were employed full-time
(37.3%), many lived in the Southeast United States (38.2%),
the majority were insured and unscreened, and most were
from urban or suburban areas. Of note, Black individuals
in the United States are concentrated in the Southeast and
in urban and suburban areas. Nonetheless, our findings
should not be extrapolated to all Black people. Third, par-
ticipants included in the study were recruited from com-
panies with databases of individuals who are interested in
participating in surveys and may underestimate the views
of individuals who are less motivated. These recruitment
strategies did allow us to include a large study population

with representation from around the country, however,
which was critical to inform the guidebook. Fourth, we
did not have information that would have been helpful
for further analysis, including the total number of indi-
viduals approached for surveys and interviews, specific
reasons for cost concerns among procrastinators (e.g., in-
surance co-pay, time off work, out of pocket costs), and in-
formation on screening participation after data collection.
Last, while the guidebook provides messaging intended
to prompt Black individuals to get screened for CRC, its
ability to actually increase CRC screening participation
is currently unknown. Future studies will utilize these
messages as an intervention and evaluate their impact on
screening test use in Black individuals. Our hope is that,
if effective, the guidebook can then be used on a large
scale to develop broad messaging campaigns to reach un-
screened Black individuals, or on a smaller scale in one-
on-one patient—provider interactions.

Despite these limitations, our study had several strengths.
We provide new insight into the barriers and facilitators of
CRC screening among unscreened Black individuals with
the unique perspectives of the newly eligible group age 45-
49. Specifically, we noted fewer provider-initiated conver-
sations about CRC screening with individuals age 45-49.
This finding is a call to action for providers to address CRC
screening at a younger age and provides a target for future
screening interventions. In addition, the work represents a
nationally representative sample of Black individuals with
modest representation of different age groups, both sex
groups, and urban and rural populations. In addition, we
conducted a mixed method study which provides granular
perspectives from qualitative data in addition to quantitative
data from a larger group of participants to add generalizabil-
ity and external validity to findings.

In conclusion, we present the development of a mes-
saging guidebook available to organizations, institutions,
and communities working to address CRC screening dis-
parities and increase screening participation among Black
individuals in all parts of the country. By developing tai-
lored interventions to address CRC screening disparities
in Black people, we can raise awareness about the impor-
tance of screening, overcome mutable barriers to screen-
ing participation, and help improve CRC outcomes in the
communities that see the most devastating impact of this
largely preventable disease.
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