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Abstract

Background: Latinos have lower colorectal cancer (CRC) screening rates compared to other
racial/ethnic groups in the United States, despite an overall increase in CRC screening over the
past 10 years. To address this disparity, we implemented a promotor-led intervention to increase
CRC screening test adherence in community-based set-tings, connecting community members
with a partnering Federally Qualified Health Center (FQHC).

Purpose: To evaluate the Juntos Contra el CanceriTogether Against Cancer (JUNTOS)
intervention, by assessing pre—post changes in (1) CRC screening test adherence and (2) CRC
knowledge and perceived barriers to CRC screening. We also assessed the feasibility and
acceptability of program activities.

Methods: JUNTOS was a group-based intervention, delivered by promotores (community health
workers), to promote CRC screening test adherence among Latino adults. The intervention
consisted of a culturally tailored 2.5-hour interactive workshop followed by an appointment
scheduling assistance from a promotor. Workshop participants were Latino adults (males and
females) aged 50 to 75 years who were not up-to-date with CRC screening guidelines. We
conducted interviews before and 6 to 9 months after the workshop to assess program outcomes.

Results: Of the 177 participants included, 118 reported completing the CRC screening test
(66.7%) by 6 to 9 months post-intervention. We observed baseline to 6- to 9-month increase

in CRC knowledge and lower perceived barriers to obtaining CRC screening. Furthermore, the
intervention was found to be feasible and acceptable.
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Conclusion: Results suggest that JUNTOS can be feasibly implemented in partnership with a
federally qualified health center. The current study supports group-based CRC interventions in
community and clinic settings.

INTRODUCTION/BACKGROUND

Colorectal cancer (CRC) is the third leading cause of cancer deaths in Latinas and Latinos
in the United States (Miller et al., 2018). Among adults aged 50 to 75 years, Latinos

have the lowest CRC screening adherence rates (49.9%) compared to non-Hispanic Whites
(65.4%) and African Americans (61.8%; Centers for Disease Control and Prevention, 2016).
A number of factors account for the low screening rates, including lack of knowledge about
the screening procedure, stigma associated with the procedure, and lack of access to regular
health care (Beydoun & Beydoun, 2008; Guessous et al., 2010; Holden et al., 2010). Health
programs that facilitate access to CRC preventive services have the potential to reduce CRC
mortality by encouraging CRC screening and enabling more timely medical care.

A number of strategies, including the involvement of patient navigators and mailed fecal
test outreach, have been shown to increase the CRC screening rates among underserved
communities (Coronado et al., 2011; Meade et al., 2014). However, the majority of

CRC screening interventions have been implemented in clinic settings. Among 27 studies
(randomized controlled trials, nonrandomized controlled trials, cohort studies, and pre—post
studies) included in a recent systematic review of CRC screening interventions, 74.1% were
clinic based, while 18.5% were community based, and only 7.4% were conducted in both
community and clinic settings (Davis et al., 2018). Using intervention strategies to promote
CRC screening in health care systems has been shown to increase CRC screening rates

but may target only individuals who have a medical home and/or regular access to health
services and not reach those who are at highest risk for CRC (Hall et al., 2018). To reach
individuals who are at highest risk for CRC, community-based strategies may be needed.

Community-based CRC Screening Interventions for Latinos

Interventions that provide CRC education, reduce structural barriers, and offer appointment
reminders have been shown to increase CRC screening (Mojica et al., 2016; Mojica

et al., 2019; Sabatino et al., 2012). Emerging research suggests that group-based CRC
interventions led by promotores (community health workers) are a promising approach to
increase CRC screening among Latinos. Recently, Mojica et al. (2019) found significant
increases in CRC screening among participants who received an education-plus-patient
navigation intervention implemented within a federally qualified health center (FQHC)
compared to participants who did not receive the intervention. Group-based interventions
in community settings have the potential to reach community members who may not have
access to regular health care and those who are served by the local health clinics (DeGroff et
al., 2017; Enard et al., 2015; Lairson et al., 2018; Larkey et al., 2012).

The purpose of this study was to examine the preliminary impact on CRC screening test
adherence, CRC knowledge, and perceived barriers to CRC screening of a group-based,
promotor-led intervention to increase CRC screening adherence among Latinos compared
to their baseline screening frequency. We also investigated feasibility and acceptability of
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the promotor-led CRC intervention. The current study augments published research by
recruiting participants from clinics and community organizations where participants may not
have regular access to health care services. Reaching community members who do not have
access to health care services or do not have health insurance is important to address the

low CRC screening rates evident in underserved communities. Our findings will help inform
randomized community trials that can test the effectiveness of group-based interventions for
CRC screening adherence among Latinos.

Juntos Contra el CanceriTogether Against Cancer (JUNTQOS) was a 3-year study (1 year

of development, 2 years of implementation and evaluation) in collaboration with an FQHC
serving a predominantly Latino neighborhood in San Diego, California. The partnering
FQHC provides comprehensive health care in 36 sites throughout San Diego County,
including 19 primary care clinics. The FQHC serves a diverse population at risk for cancer
disparities: 56.6% are Latino, 92.2% live below the federal poverty level, 39% are uninsured,
and 45% are insured by the state Medicaid program (MediCal). The goals of JUNTOS

were to develop a community-based intervention to promote CRC screening test adherence
among Latinos who were not adherent to CRC screening guidelines. The intervention
consisted of a 2.5-hour promotor-led educational workshop with a 6- to 9-month follow-

up phone call to assess completion of CRC screening. A description of the intervention

can be found below. JUNTOS used a pre/post-intervention study design, and the primary
outcome was participant self-report of CRC screening test adherence at 6 to 9 months

after the intervention. In addition to the baseline and immediate post-intervention surveys,
promotores called participants 2 weeks after participation to follow up on the status of

CRC appointment scheduling and helped them schedule an appointment when needed. Last,
research assistants called participants 6 to 9 months after participation to conduct a survey to
collect information on CRC screening test completion. Participants received a $15 gift card
for completing the pre- and immediate post-workshop surveys assessing CRC knowledge
and perceived barriers to CRC screening and an additional $15 gift card after completing the
6- to 9-month survey. The study was approved by the San Diego State Institutional Review
Board for involvement of human subjects.

Participant Recruitment and Eligibility Criteria:

Eligible participants included Latino men and women aged 50 to 75 years, not up-to-date
with CRC screening (have not had a FIT [fecal immunochemical test]/FOBT [fecal occult
blood test] in the past 12 months or a colonoscopy in the past 10 years), residing in a
partnering FQHC’s catchment area, and planning to remain in the San Diego area for the
next 12 months.

Two types of strategies were used for recruitment: health care settings and community
settings. Bilingual research assistants and promotores recruited study participants from the
general community in non—health care settings within the catchment area (e.g., community
centers, schools, senior centers, apartment complexes, markets, and health events) using
convenience sampling from fliers, word of mouth, and announcements at community

Health Promot Pract. Author manuscript; available in PMC 2021 August 15.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Arredondo et al.

Page 4

meetings. Screening status was unknown prior to recruitment for this group. Participants
were also recruited from the partnering FQHC through lists of patients who were not up-to-
date with CRC screening. We recruited 1,479 individuals, with 1,024 from the community
and 455 from the one of the clinics within the partnering FQHC (Figure 1). Six hundred
twenty-six individuals (40%) were excluded because they either were unable to be contacted
or declined screening for inclusion in the study. Promotores and research assistants screened
the remaining 853 participants in person or by telephone to assess eligibility. Four hundred
seventy-seven (384 from the community and 93 from the clinic) were excluded due to

not meeting the inclusion criteria, with 276 (72%) of those from the community excluded
because they reported being up-to-date with CRC screening. The remaining 376 screened
individuals were eligible to participate, and 214 (57%) enrolled in the study.

JUNTOS Intervention

The JUNTOS intervention workshop was developed based on formative research using
a needs assessment, literature review, focus groups with community members, and key
informant interviews with FQHC staff. A community advisory board, which included
members from community organizations, health organizations, the American Cancer
Society, and the Office of Binational Border Health within the California Department of
Public Health, provided feedback on the workshop materials.

Eligible participants were invited to attend a 2%-hour workshop led by the clinic-based
promotores. Each workshop incorporated interactive group activities, didactic presentations,
and discussions to further reinforce learning. The workshops provided information on

CRC myths and misconceptions, CRC risk factors, and different screening methods.

The workshops also used group activities to encourage participation, which included an
interactive slide presentation on CRC myths and a modified Mexican lottery game called

La Loteria (a “bingo”-style game with clues related to CRC screening; Elder et al., 2017).
Participants were provided information on all options for CRC screening recommended

by the U.S. Preventive Services Task Force, including screening for CRC starting at age

50 years and continuing until age 75 years. Participants also received handouts on CRC
screening recommendations from the National Cancer Institute and the American Cancer
Society. All workshop materials were culturally tailored for the target Latino population,
with Spanish and English versions that used vocabulary appropriate for low literacy levels.
At the end of the workshop and again 2 weeks after, promotores helped participants
schedule CRC screening appointments with the partnering FQHC. For participants who

had a medical home other than the partnering FQHC, community health workers encouraged
them to make an appointment. The promotores offered to schedule an appointment with the
partnering FQHC (whether they were already patients or if they did not have a home), and
they referred them to the insurance enrollment specialists if they did not have insurance.

The workshops were offered on different days of the week to accommodate different
availabilities. The partnering FQHC and community-based organizations provided workshop
spaces (classrooms and meeting rooms), and the partnering FQHC offered CRC screening at
a sliding scale.

Health Promot Pract. Author manuscript; available in PMC 2021 August 15.
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Guiding Framework

Evaluation

Measures

The intervention used theory-driven, multilevel approaches to consider the context in which
Latinos live. Accordingly, the social-ecological framework guided the JUNTOS program
as it recognizes that multiple levels of influence affect behaviors. These include individual
factors, family support, the health care team, the organization or practice setting, and the
community environment. At the individual level, the intervention targeted CRC knowledge,
attitudes, and CRC screening barriers. At the interpersonal level, promotores offered

social support during the workshop and through the telephone calls to follow up on the
participants’ efforts to schedule a CRC appointment. At the organizational and community
levels, the FQHC and community-based organizations provided workshop spaces and had
a “warm handoff” to the clinic (promotores connecting participants to the clinic system to
make an appointment). The promotores were hired through the partnering FQHC to help
schedule appointments directly and be a direct link to the clinic. At the community level,
promotores distributed American Cancer Society cancer education materials.

Promotor Training.—Two clinic-based promotores (one male and one female) fluent

in English and Spanish were hired by the partnering clinic to deliver the 2%-hour
educational JUNTOS workshops. Promotores were selected based on their community
involvement in promoting health and bilingual abilities in English and Spanish. They
completed an 80-hour training conducted by the research team’s outreach coordinator who
evaluated their performance and supervised the promotores. Promotores were trained on
participant recruitment and screening, how to lead CRC screening workshops, knowledge
of community cancer screening services, current cancer screening guidelines (U.S.
Preventive Services Task Force), obtaining participant informed consent, administering pre-
and post-intervention surveys, and assisting participants with scheduling CRC screening
appointments with the partnering FQHC.

Participant evaluation was conducted prior to participating in the workshop (baseline

or pre-workshop survey) and immediately following the workshop (post survey). Study
staff administered the survey within 12 months following completion of the workshop to
assess whether participants completed the CRC screening test within 6 to 9 months post
participation in the workshop.

Primary Outcome: Self-Report of CRC Screening test Adherence (Baseline
and 6- to 9-Month Assessment).—Two questions in the phone survey asked about
CRC screening: “Did you complete a screening test for colorectal cancer?” If participants
answered “Yes” the follow-up question was, “If yes, which one?” Response options were
“FIT/FOBT or other stool test,” “colonoscopy,” and “Other.”

Documentation of CRC Screening Test Completion Among Patients
Registered With Partnering FQHC (n = 151; 85% of Participants).—Direct review
of the partnering FQHC’s electronic health records (EHRS) validated self-report of screening
completion. For participants that sought CRC screening test at the partnering FQHC,
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documentation of a date of screening completion (FIT or colonoscopy) at 6 to 9 months
following attendance of the workshop was considered a confirmation of reported CRC
screening test completion. Self-report of CRC screening test but lack of EHR documentation
of test completion was adjudicated as not having completed the screening. Discordant results
between self-report and the EHRs were reconciled. Self-report of nonscreening but EHR
documentation of test completion was adjudicated as having completed screening. EHRs of
participants who were not part of the partnering clinic were not confirmed.

Sociodemographic Factors (Baseline).—We assessed participants’ age, country of
birth (recoded to “born in the United States” and “not born in the United States™), gender,
marital status, employment status, household income, education level, and health insurance.

Health Conditions (Baseline).—The 2015 Behavioral Risk Factor Surveillance System
questions regarding chronic health conditions (Centers for Disease Control and Prevention,
2015) were used to assess whether participants had been diagnosed with diabetes, cancer,
high blood pressure, and high cholesterol. Responses to these items were computed into the
variable “health conditions,” which was coded as “none,” “one condition,” “two conditions,”
and “more than two conditions.”

Health Behaviors (Baseline).—Self-report measures of sedentary behavior and physical
activity were adapted from the 2015-2016 National Health and Nutrition Examination
Survey questions. Sedentary behavior was assessed by asking the number of minutes spent
sitting on a typical day. Physical activity was assessed in terms of the number of days with
physical activity adding up to at least 60 minutes per day during the past 7 days, with
response options of 0 to 7 days. The number of days in which participants completed at least
60 minutes of physical activity was recoded into the three categories “none.” “1 to 3 days,”
and “4 to 7 days.” Smoking and alcohol consumption were measured with questions from
the 2015 Behavioral Risk Factor Surveillance System Questionnaire (Centers for Disease
Control and Prevention, 2015). Smoking frequency was assessed with the question “Do you
now smoke cigarettes every day, some days, or not at all?”; alcohol consumption frequency
was assessed as number of drinks during the past 30 days and recoded as “none” and “more
than 1 drink” for final analysis. Last, given the association between consumption of red

and processed meat and CRC risk (Bouvard et al., 2015), the processed meat consumption
question “In an average week, how often do you eat regular processed meats (like bologna,
salami, corned beef, hotdogs, sausage, or bacon)?” was included from the Rapid Eating and
Activity Assessment for Participants—Short Version (Segal-1saacson et al., 2004). Response
options for this question were recoded into “rarely/never” and “sometimes/often” for final
analysis.

CRC Knowledge (Pre- and Post-workshop).—A set of nine questions was used to
assess CRC knowledge. Six of these questions (four measuring general knowledge of CRC
and two measuring knowledge of CRC risk factors) were adapted from the CRC Knowledge
Assessment Survey (Sanchez et al., 2013). The sum total scores were then calculated for
each of the two surveys.

Health Promot Pract. Author manuscript; available in PMC 2021 August 15.
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Barriers to CRC Screening (Pre- and Post-workshop).—Barriers to CRC screening
were measured using an eight-item scale from the Barriers to FIT Survey and a 10-item
scale from the Barriers to Colonoscopy Survey (Rawl et al., 2001). Barriers to screening
questions were on a 5-point Likert-type scale from 1 = strongly agreeto 5 = strongly
disagree (Cronbach’s a.: FIT scale = .59, colonoscopy scale = .76; Rawl et al., 2001).

Clinic-Related Factors (Baseline).—We assessed whether the partnering FQHC clinic
was the participants’ preferred clinic and whether cost was a barrier to health care.
Participants were also asked about their last checkup.

Feasibility.—We evaluated intervention /mplementation and acceptability based on the
guidelines proposed by Bowen et al. (2009). /mplementation focuses on the extent to which
an intervention can be fully implemented as planned, whereas acceptability focuses on the
reaction of the target individuals to the intervention (Bowen et al., 2009). We evaluated
implementation using number of workshops offered and attended and retention rate for

the intervention. Two aspects of acceptability of intervention content were measured with
questions in the post-workshop survey: satisfaction, with the open-ended question “What
suggestion do you have for us to improve the workshop?” and appropriateness of workshop
information, with the item “The information presented during the workshop was ...” with
response options “easy to understand” and “too difficult to understand.”

Data Analysis

RESULTS

We performed descriptive statistics, chi-square analysis, and paired-sample ztests.
Descriptive statistics were used to examine the frequencies of sociodemographic

variables for the study sample: recruitment site (community, clinic), age, marital status,
gender, education, household income, employment status, health insurance, chronic

health conditions, and health behaviors. Chi-square analyses examined differences in
sociodemographic between those who completed CRC screening test and those who did
not. Paired-sample #tests were carried out to assess the differences in CRC knowledge

and perceived barriers to FIT and colonoscopy at baseline and immediately after workshop
attendance (pre- and post-workshop). Alpha levels were set at .05 for all significance tests.
Additional analyses included manual coding of an open-ended question to assess participant
satisfaction with the intervention and the sum scores of the Barriers to FIT Survey and
Barriers to Colonoscopy Survey. A total of 182 participants completed the survey within a
year. To be consistent with our 6- to 9-month criteria, we excluded five participants who
were reached outside of the 9-month (but within 12 months) window. Thus, our final sample
consisted of 177 participants.

Overall, 177 participants completed the intervention and were included in the final analyses.
At the 6- to 9-month follow-up, 118 participants (66.7%) reported obtaining a CRC
screening test. Direct review of the partnering FQHC’s EHRs for registered patients resulted
in a rate of self-report of documented CRC screening completion of 57%. Out of the 118
participants who reported obtaining CRC screening test, 90.5% (/7= 105) received an FIT/

Health Promot Pract. Author manuscript; available in PMC 2021 August 15.
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FOBT or other stool test, 9.5% (7= 11) received a colonoscopy, and 1.7% (7= 2) reported
receiving a CRC screening test but did not report details.

Table 1 presents the sociodemographic characteristics of the study population included in
the final analyses. The population included was 98.3% Hispanic/Latino. Overall participants
were primarily female (78.4%), with an average age of 58 years (Mdn =57, SD=6.1),

and living in the United States for an average of 26 years (Mdn= 27, SD = 10.4). Most
participants had a low education level, had low household incomes, were recruited mostly
from the larger community (59.9%) versus the clinic (40.1%), and were uninsured (57.2%).
The only variable that showed significant group differences for CRC screening versus

no CRC screening at 6 months was health insurance status: 77.0% of those with health
insurance reported having completed CRC screening compared to 59.6% of those who were
uninsured (p = .02). Participants who were recruited from the clinic were significantly less
likely to have health insurance compared to participants recruited from the community.

Differences in CRC Knowledge and Perceived Barriers to Obtaining CRC Screening

There were significant increases in CRC knowledge, {169) = —20.8, p< .05, and changes in
the expected direction when considering perceived barriers to FIT, {171) = <2.2, p<.05, and
colonoscopy, {172) = -8.2, p< .01, from baseline to post-workshop assessments.

Feasibility Metrics

Implementation and Retention Rate.—The study offered 70 workshops, at spaces
provided by six community organizations. Retention included those who completed the
follow-up survey (83%).Acceptability. Analysis of the post-workshop survey open-ended
question “What suggestion do you have for us to improve the workshop?” identified two
main themes: (1) satisfaction with the workshop (with codes such as excellent, liked

it, perfect, interesting, among others) and (2) suggestions for improvement (with codes
such as more advertising, invite more people, offer the test for free, among others) with
143 participants (81%) reporting being satisfied with the workshops and seeing no need

to improve it or make changes. At the same time, 40 (22%) participants made some
suggestions for improvement, although none had negative comments. In addition, 97.7% of
participants found the information presented during the workshop to be easy to understand,
showing it was appropriate for the target population. Furthermore, results from the 6 to
9-month follow-up survey showed that the majority of participants (71.9%) who reported
completing the CRC screening test used the information that they learned in the workshop
to inform their decision to engage in that behavior, indicating the acceptability of this
information.

DISCUSSION

JUNTOS was a pilot study that examined the feasibilty, acceptability, and preliminary
impact of the CRC promotor-led workshop plus “light warm handoff” by the promotores
through the scheduling of appointments to promote the CRC screening test in Latinos.
Our findings show that 66.7% of participants who were not adherent to CRC screening
guidelines prior to participating in the intervention became adherent by the 6- to 9-month

Health Promot Pract. Author manuscript; available in PMC 2021 August 15.
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follow-up. Findings from JUNTOS and other research (Community Prevention Services
Task Force, 2019; Moralez et al., 2012; Rao et al., 2013; Shokar et al., 2016) suggest that
involving promotores is an effective way to increase CRC screening test adherence among
Latinos. Factors that may have contributed to the increase in adherence to CRC screening
rates observed in JUNTOS include the systematic development of the intervention that
involved the input of community partners and members of the target community. Another
key aspect that helped explain success is the involvement of promotores who were hired
as employees of the FQHC, thereby familiar with the FQHC system which in itself helped
with the scheduling of appointment. The “warm hand-off” by the promotores through the
facilitation of appointments likely increased the CRC screening test adherence. Furthermore,
the clinic’s ability to offer low-cost CRC screening to uninsured patients also reduced a
common barrier to CRC screening among low-income communities (Muthukrishnan et al.,
2019; Perisetti et al., 2018).

Participants who did not have health insurance were significantly less likely to seek the CRC
screening test. Consistent with prior research, having health insurance is a strong predictor
for seeking CRC screening (Beydoun & Beydoun, 2008), and Latinos are less likely to

be insured compared to non-Hispanic Whites (Klabunde et al., 2012). These findings
underscore the value of programs such as the Affordable Care Act and the Removing
Barriers to Colorectal Cancer Screening Act of 2015 as they reduce cost barriers for CRC
screening by mandating that private insurances and Medicare cover the complete cost of
CRC screening tests for those above the age of 50 (National Colorectal Cancer Roundtable,
2012). The clinic partner in JUNTOS reduced financial screening barriers for uninsured
participants, which may be a reason why the program was successful for uninsured clinic
patients.

Limitations and Strengths

The JUNTOS study had limitations worth noting. This study was a single-group, pretest—
posttest design with no randomized control group and causation cannot be established.
Furthermore, 15% of our sample did not seek health services at the partner FQHC;
therefore, we were unable to confirm CRC screening test adherence through EHRs for
these participants. Also, the hiring of promotoresto conduct community outreach as a
strategy to engage individuals who do not adhere to regular CRC screening or do not
have access to regular health care requires more resources (i.e., paid position) compared
to less resource-intensive strategies (e.g., mailed out-reach, reminders). However, intensive
community outreach strategies may be needed to increase the suboptimal CRC screening
rates in some high-risk communities. Given that our program showed higher preliminary
effectiveness than most evaluations of less intensive strategies, future research might
compare the cost-effectiveness of these and other intervention strategies.

The current study has several strengths. JUNTOS engaged participants who were patients
of the partnering clinic (85%) and included community members who did not have a
medical home (15%). JUNTOS can be used as a model for linking community members to
clinical care for screening that may be replicable by others. Because the majority of CRC
interventions have been implemented in clinics (Davis et al., 2018), JUNTOS may have
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extended services to those who do not respond to traditional clinic-based outreach strategies
(e.g., clinic reminders) and/or experience additional barriers to CRC screening. JUNTOS
could complement existing clinic services like mailed FOBT and other similar services.
Although not a randomized controlled trial, the current study provides further support on the
potential impact of group-level interventions for increasing CRC screening test adherence
(Community Prevention Services Task Force, 2019).

Implications for Practice and Further Research

JUNTOS builds on the limited research that has evaluated the influence of interventions to
promote adherence to the CRC screening test among Latinos. The JUNTOS study achieved
a comparatively high CRC screening rate among male and female Latinos, a population
particularly at risk for low screening and negative CRC cancer outcomes. Findings from the
study suggest that a promotor-led, culturally tailored, group-based education intervention
implemented in community settings can be a feasible and effective way to promote the

CRC screening test among high-risk communities. Furthermore, the success of the program
can be attributed, in large, to the fact that promotores targeted the different levels of the
social-ecological framework: individual (e.g., participants’ knowledge of CRC prevention),
interpersonal (e.g., social support for attaining the CRC screening test), organizational

(e.g., linking participants to the health center), and community (e.g., holding community
educational workshops). These findings are consistent with the growing scientific consensus
that to reduce CRC-related mortality, multilevel interventions are required that target
activities across different levels. Our findings also under-score the importance of having
access to health insurance as this was found to be associated with CRC screening test among
our study participants.
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FIGURE 1: Consort Flow Diagram Noting Recruitment Source
NOTE: FQHC = Federally Qualified Health Center
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Table 1.

Socio-Demographic Characteristics between Participants Adherent and Not Adherent to CRC Screening After
Participation in Intervention
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Variable

Total
N =177, N(%)

CRC Screened
N =118, 66.7%

Not CRC Screened  P-value
N =59, 33.3%

Recruitment

Community 106 (59.9) 65 (55.1) 41 (69.5) 0.07
Clinic 71 (40.1) 53 (44.9) 18 (30.5)
Age (Mean = 58 years)
50 - 60 127 (71.8) 83 (70.3) 44 (74.6) 0.57
61-70 43 (24.3) 31(26.3) 12 (20.3)
71+ 7(4.0) 4(3.4) 3(5.1)
Gender
Female 138 (78.4) 94 (79.7) 44 (75.9) 0.57
Male 38 (21.6) 24 (20.3) 14 (24.1)
Missing n=1
Marital Status
Coupled 101 (57.1) 65 (55.1) 36 (61.0) 0.45
Not Coupled 76 (42.9) 53 (44.9) 23(39.0)
Employment Status
Employed 101 (57.1) 68 (57.6) 33 (55.9) 0.83
Unemployed 76 (42.9) 50 (42.4) 26 (44.1)
Household Income
$0 - $2,000 121 (82.3) 78 (84.8) 43 (78.2) 0.31
$2,001+ 26 (14.7) 14 (15.2) 12 (21.8)
Missing 7= 30
Education Level
Some high school or less 138 (78.0) 95 (80.5) 43 (72.9) 0.25
High school graduate or more 39 (22.0) 23 (19.5) 16 (27.1)
Health Insurance
Uninsured 99 (57.2) 59 (50.9) 40 (70.2) 0.02
Insured 74 (42.8) 57 (49.1) 17 (29.8)
Missing n=4
Health Conditions
None 25 (15.4) 13 (11.8) 12 (23.1) 0.30
One 37 (22.8) 26 (23.6) 11 (21.2)
Two 41 (25.3) 28 (25.5) 13 (25.0)
More than two 59 (33.3) 43 (39.1) 16 (30.8)
Missing n= 15
Health Behaviors
Sedentarism
010120 59 (33.7) 43 (37.1) 16 (27.1) 0.42
121 to 240 62 (35.4) 39 (33.6) 23(39.0)
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Variable Total CRC Screened  Not CRC Screened  P-value
N=177,N(%) N =118, 66.7% N =59, 33.3%
More than 240 54 (30.9) 34 (29.3) 20 (33.9)
Missing n=2
Physical Activity
None 65 (39.4) 46 (41.8) 19 (34.5) 0.48
1t03 47 (28.5) 32(29.1) 15 (27.3)
4107 53 (32.1) 32(29.1) 21(38.2)
Missing n=12
Alcohol Consumption
None 131 (74.4) 90 (76.9) 41 (69.5) 0.30
More than 1 drink 45 (25.6) 27 (23.1) 18 (30.5)
Missing n=1
Processed Meat Cons.
Rarely/Never 86 (48.9) 52 (44.4) 34 (57.6) 0.10
Sometimes/Often 90 (51.1) 65 (55.6) 25 (42.4)
Missing n=1
Smoking
Not at all 166 (93.8) 110 (93.2) 56 (94.9) 0.75
Some Days/Every Day 11 (6.2) 8 (6.8) 3(5.1)
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Note: Screening outcomes based on M2 survey at six months post-intervention; CRC Screened = completion of FIT/colonoscopy; Not CRC

Screened = no completion

of FIT/colonoscopy
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