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Abstract
Purpose

Cancer screening uptake still does not meet the Healthy People 2030 national screening rates. This
study explores racial/ethnic differences in cancer screening rates and barriers to cancer screening in our
medically vulnerable catchment communities.

Methods

Data were obtained from a multilingual survey administered across Southern California from 2023 to
2025 to collect self-reported information on demographics, cancer screening receipt, and perceived
barriers to screening. Analyses were performed using SPSS 29.0.0.

Results

A total of 1,457 participants were included in the analysis; a subsample of 64 participants completed the
additional questions on barriers to cancer screening. Race/ethnicity was significantly associated with
screening for breast (p < 0.001), cervical (p = 0.042), and colorectal (p = 0.002). Hispanic participants
reported the lowest colorectal cancer screening (57.2%), Asian participants had the lowest breast cancer
screening (60.9%) and prostate cancer screening (18.2%), and African American women reported the
lowest cervical cancer screening (47.6%). Compared to the Healthy People 2030 targets, screening rates
for cervical and colorectal cancers were significantly lower (65.5% vs. 79.2%, and 67.5% vs. 72.8%, p <
0.001). Significant disparities in screening rates were found among White/European, Black/African
American, and Asian participants (p < 0.001). “Fear/worry about finding cancer”, “No
recommendation/prescription for cancer screening by a healthcare provider”, and “Cost” were the
commonly reported barriers.

Conclusion

Findings suggest that community-engaged screening programs should adopt multipronged solutions
that address the role and impact of the healthcare system, providers, societal drivers, community health
workers, social networks, and emotional aspects to improve the receipt of life-saving cancer screening.

Introduction

Cancer remains a critical public health issue in the U.S. In 2025, over 2 million new cases of cancer were
diagnosed, and about 620,000 people died from the disease [1, 2]. Prostate, lung, and colorectal cancers
accounted for an estimated 48% of all cancers diagnosed in men in 2025, while the three most common
cancers for women are breast, lung, and colorectal, which accounted for an estimated 51% of all new
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cancer diagnoses in women in 2025 [1]. By 2050, the cancer burden in the U.S. is projected to escalate
dramatically due to rapid population aging and lifestyle factors, including obesity and physical inactivity

[3].

A substantial proportion of cancer deaths can be prevented through screening and early detection [4].
Cancer screening for screen-detectable cancers is one of the most effective solutions for cancer
prevention, early detection, and control. Some cancers can be prevented through screening (e.g., colon,
cervical); significant improvements can be made in the lives of cancer patients by detecting cancer early
and avoiding delays in care [5, 6]. To improve cancer screening and reduce the burden caused by cancer,
the Healthy People 2030 initiative outlines specific national targets to increase cancer screening rates
based on guidelines from the U.S. Preventive Services Task Force (USPSTF), with the targets for breast
cancer screening as 80.3%, for cervical cancer screening as 79.2%, and for colorectal cancer screening
as 72.8% [7].

However, disparities in cancer screening persist across racial/ethnic, lower socioeconomic status (SES),
and other medically vulnerable populations, contributing to delays in early detection and poorer
outcomes [8-10]. Many medically underserved communities face barriers to cancer screening and early
detection, including systemic barriers (such as access, having a medical home, and provider
recommendation) as well as socioecological barriers (such as life burden, language) [11, 12].

In the Southern California area, which is one of the most diverse areas in this country, several
populations experience lower participation in recommended screenings compared to statewide
averages [13—15]. Health disparities in this area are heavily driven by insurance coverage, language
barriers, and socioeconomic factors [14]. Populations such as Black, Latinx, and uninsured residents
consistently face reduced access to preventive care compared to statewide averages, leading to late-
stage cancer diagnoses and higher mortality rates [13, 16]. The American Association for Cancer
Research (AACR) Cancer Disparities Progress Report also indicated that lower screening rates for some
types of cancer are observed among racial/ethnic minorities [17].

Previous studies have revealed the potential barriers to cancer screening; however, most studies focused
on one specific racial/ethnic group or one specific cancer site [18—-22]. There is a notable research gap,
as few studies report on multiethnic samples that allow for comparison across groups and major cancer
types. Additionally, very few studies compared perspectives of perceived barriers using data that come
from a highly diverse area like Southern California. Therefore, this pilot project, the Community Cancer
Prevention Needs Assessment (CCPNA), is responsive to this research gap and attempts to shed some
light on cancer screening practices and barriers in multiethnic Catchment Communities.

Methods

Study Design and Settings
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This project is a cross-sectional pilot study aimed at assessing the community's needs for cancer
screening, barriers and facilitators, and access to care. Data were obtained from persons representing
the City of Hope Comprehensive Cancer Center (a National Cancer Institute-designated cancer center)
Catchment Communities in the Southern California area, including Los Angeles County, San Bernardino
County, Riverside County, and Orange County. Surveys were distributed via paper and electronic formats
to attendees at community health fairs/educational sessions from March 2023 to December 2025. Data
were managed using Research Electronic Data Capture (REDCap) electronic data capture tools hosted at
City of Hope [23,24]. REDCap is a secure, web-based software platform designed to support data capture
for research studies, providing 1) an intuitive interface for validated data capture; 2) audit trails for
tracking data manipulation and export procedures; 3) automated export procedures for seamless data
downloads to common statistical packages; and 4) procedures for data integration and interoperability
with external sources [23,24]. The risk of this study is minimal, and there are no adverse effects, which
meets the requirements of Exempt from full Institutional Review Board (IRB) review. Thus, a Waiver of
Consent was issued by the IRB of City of Hope Comprehensive Cancer Center, and no informed consents
were requested. No personal identifiers were collected.

Participants

Participants who were aged over 18 were recruited from community-based settings, including
community events (e.g., health fairs) and community partners (community advisory board, health
advocacy agencies, non-profits, faith-based organizations, etc.). Children and minors under 17 were
excluded. A total of 1,557 participants initiated the survey and 1,457 completed it, with a completion rate
of 93.6%. Additionally, a subsample of participants (n=64) also answered questions related to cancer
screening barriers.

Measures

The quantitative survey used in this study comprised demographic information along with cancer
screening history and a barrier to cancer screening scale. The survey was multilingual with English,
Spanish, and Chinese versions; participant can respond in any of the three languages based on their
preference. Demographic information, including age, gender, ethnicity/race, and educational attainment,
was collected. Specifically, the categories of the ethnicity/race variable included Hispanic/Latino,
White/European, Asian, Black/African American, and Other (including South Asian, Pacific Islander,
Southeast Asian, American Indian or Alaska Native, or Middle Eastern).

For cancer screening history, four types of screening tests were assessed. Below are the age eligibility
and survey questions:

1. Breast cancer: for females (at-birth) who were aged 45 and over at the time of participation only.
Survey question: “In the past 2 years, have you been screened for breast cancer with a
mammogram?”,
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2. Cervical cancer: for females (at-birth) who were aged 21-65 at the time of participation only. Survey
question: “Have you received a cervical cancer screening (pap test or HPV test) in the past 5
years?”;

3. Colorectal cancer: for all participants who were aged 45-75 at the time of participation. Three
questions were asked to assess the screening status: “In the past 12 months, have you been
screened for colon cancer with a home stool-based test (FIT or FOTB)?”, “In the past 3 years, have
you been screened for colon cancer with a stool DNA test (Cologuard)?”, and “In the past 10 years,
have you been screened for colon cancer with a colonoscopy?”. Participants who had at least one of
the above tests were considered as screened for colorectal cancer;

4. Prostate cancer: for males (at-birth) who were aged 45 and over at the time of participation and had
a close relative diagnosed with prostate cancer, only. Survey question: “In the past 12 months, have
you been screened for prostate cancer?”

The barriers to cancer screening scale included systemic barriers (e.g., inadequate provider referral, lack
of trust), practical barriers (e.g., language, cost), social support barriers (e.g., no peer screened), and
psychological barriers (e.g., fear, fatalism). The scale is a 3-point Likert scale (‘A lot’, ‘A little’, ‘Not at all’)
and was recoded as binary items with ‘barriers’ (combined ‘A lot’ with ‘A little’) and ‘non-barriers’ (‘Not at
all') for analysis. The barriers were asked for general cancer screening and not related to any specific
cancer site or screening type. Details can be found in the Results section.

To investigate the difference between the cancer screening rate in our catchment areas and that at the
national level, we used the Healthy People 2030 cancer screening targets as the validation threshold. For
the overall screening targets from Healthy People 2030, breast cancer screening is 80.3% (females aged
50 to 74 years), cervical cancer screening is 79.2% (females aged 21 to 65 years), and colorectal cancer
screening is 72.8% (adults aged 45 to 75 years) [7]. Further, we compared the screening rates by
race/ethnicity to the data from the AACR Cancer Disparities Progress Report. Based on the AACR report
[17], the national level screening rates by cancer site and race/ethnicity are as follows:

1. Breast cancer (aged 50-74): Asian: 81.0%; Black: 86.0%; Hispanic: 78.0%; White: 79.0%;

2. Cervical cancer (aged 21-65): Asian: 63.0%; Black: 73.0%; Hispanic: 68.0%; White: 80.0%;
3. Colorectal cancer (aged 45-75): Asian: 57.0%; Black: 64.0%; Hispanic: 53.0%; White: 67.0%;
4. Prostate cancer (aged 50+): Asian: 26.0%; Black: 34.0%; Hispanic: 27.0%; White: 41.0%

Although the age eligibility of Healthy People 2030 and AACR differs slightly from ours, we still
compared the screening rates from our catchment area to national-level thresholds to gain a better
understanding of the cancer prevention status in Southern California.

Statistical Analyses

A descriptive statistical analysis approach was utilized to summarize the information gathered from the
study. Frequencies and percentages were calculated to represent the participants' demographic
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characteristics, cancer screening history, and perceived barriers to screening. Chi-square tests were
conducted to identify the associations between race/ethnicity and screening status, as well as between
race/ethnicity and barriers. One-sample z-tests for proportions were also conducted to identify if the
differences between our screening rates and national-level data are statistically significant. A p-value
less than 0.05 was set as the test of statistical significance. All statistical analyses were performed
using IBM SPSS Statistics 29.0.0.

Results

Demographic Results
1. Total Sample

Table 1 shows the demographic characteristics of the total sample. A total of 1,457 participants aged 21
years old and over were included in the analysis. Participants were distributed across age groups, with
the largest proportion aged 66-75 years (23.3%), followed by 56-65 years (19.3%). Younger age groups
were also represented, including 21-35 years (15.7%), 36-45 years (15.6%), and 46-55 years (15.0%),
while participants aged 76 years and older accounted for 11.1% of the sample. Most participants
identified as female (73.8%), while 25.6% identified as male.

The sample was racially and ethnically diverse. Among participants with available race/ethnicity data,
40.4% identified as Hispanic/Latino, 23.0% as White/European, 12.7% as Asian, 9.1% as Black/African
American, and 4.2% as Other.

Regarding education, 60.0% reported having a college degree or higher, 28.1% reported having
completed high school or a General Educational Development (GED) certificate, and 11.9% reported
having less than a high school education.

2. Subsample for Barriers

Subgroups of analyses were conducted among participants who completed additional questions related
to barriers to cancer screening (n=64). Table 1 shows their demographic results. Most participants were
female (84.1%), and 15.9% were male. By age, 43.8% were 21-35 years, 18.8% were 36-45 years, 17.2%
were 46-55 years, 14.1% were 56-65 years, 4.7% were 66-75 years, and 1.6% were 76 years or older.
Within this subgroup, participants were racially and ethnically diverse, 37.5% identifying as Asian, 18.8%
as Hispanic/Latino, 17.2% as White/European, 7.8% as Black/African American, and 7.8% as Other.
Regarding education, 67.2% reported a college degree or higher, 29.5% completed high school
education/GED, and 3.3% did not complete high school.

Cancer screening rates by cancer sites among all participants

1. Breast cancer screening
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Overall, the rate of breast cancer screening was 77.5% among eligible participants (n=543). Differences
in screening participation were observed across racial and ethnic groups, with Black/African American
females reporting the highest screening rate (86.5%), followed by Other (78.6%), Hispanic/Latina
(75.7%), and White/European (69.8%). Asian females reported the lowest breast cancer screening rate
(60.9%) compared to all other racial/ethnic groups. Chi-square test indicated that there was a
statistically significant association between race/ethnicity and breast cancer screening (x2 = 56.04, df =
18, p < 0.001).

2. Cervical cancer screening

Among all eligible female participants (n=374), the overall cervical cancer screening rate was 65.5%.
Cervical cancer screening rates varied across racial and ethnic groups: White/European females
reported the highest screening rate (76.1%), followed by Hispanic/Latina participants (69.0%), Asian
(60.4%), and Other (60.0%). Black/African American females reported the lowest cervical cancer
screening rate, at 47.6%. There was a statistically significant association between race/ethnicity and
cervical cancer screening (X2 = 29.52, df = 18, p = 0.042).

3. Colorectal cancer screening

Colorectal cancer screening was reported by 67.5% of eligible individuals (n=772), while 32.5% reported
no prior screening. Among participants with available race/ethnicity data, there was a statistically
significant association between race/ethnicity and colorectal cancer screening (x?=5.13,df =3, p =
0.002). Screening participation varied across racial and ethnic groups, with Black/African American
participants reporting the highest screening rate (70.2%), followed by White/European participants
(62.1%) and Other (62.0%). Hispanic/Latino (57.2%) and Asian (59.3%) participants reported
comparatively lower screening rates.

4. Prostate cancer screening

Prostate cancer screening was reported by 37.7% of eligible individuals (n = 191), and Black/African
American males reported the highest screening rate (50.0%), followed by Hispanic/Latino males (45.1%),
Other (33.3%), White/European males (29.4%), and Asian males (18.2%). There is no statistically
significant association between race/ethnicity and prostate cancer screening (2= 19.59,df = 16,p =
0.239).

5. Overall screening rates compared to the Healthy People 2030 target

Compared to the Healthy People 2030 targets, the cancer screening rates in our catchment areas are
significantly lower. The total screening rate for breast cancer in our area is 77.5%, which is 2.8% below
the target (z =-2.69, p = 0.007). Similarly, colorectal cancer screening rate in our area is 67.5% and 5.3%
below the target (z = -4.26, p < 0.001). Regarding the cervical cancer screening rate, our participants
reported a -13.7% gap between the Healthy People goals (65.5% vs. 79.2%, z =-10.86, p < 0.001), which
is the biggest difference compared to other types of cancer screening.
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6. Racial/ethnic screening rates compared to the AACR data

We observed screening rate differences by race/ethnicity between our catchment area and the national

data presented by AACR. For breast cancer, all races/ethnicities reported lower screening rates, except

for Black/African American females, with a 0.5% higher rate (z = 0.36, p = 0.72). The rate gaps between

our participants and national data were: Hispanic/Latina as -2.3% (z =-1.95, p = 0.051), White/European
as-9.2% (z =-6.68, p < 0.001), and Asian as -20.1% (z =-13.41, p < 0.001); Asian females had the biggest
difference compared to racial/ethnic groups.

For cervical cancer, all races/ethnicities reported lower screening rates, except for Hispanic/Latinas, with
a 1.0% higher rate (z = 0.74, p = 0.46). The rate gaps between our participants and national data were:
Asian as -2.6% (z = -2.00, p = 0.045), White/European as -3.9% (z = -2.96, p = 0.003), and Black/African
American as -25.4% (z =-17.50, p < 0.001); Black/African American females had the biggest difference
compared to racial/ethnic groups.

In contrast, all racial/ethnic minorities reported higher colorectal cancer screening rates compared to
national data: Asian as 2.3% (z = 1.85, p = 0.064), Hispanic/Latino as 4.2% (z = 3.36, p < 0.001), and
Black/African American as 6.2% (z = 4.38, p < 0.001); Black/African American participants had the
biggest difference compared to racial/ethnic groups. However, White/European participants reported a
4.9% lower colorectal cancer screening rate than the AACR data (62.1% vs. 67.0%, z = -3.63, p < 0.001).

Regarding prostate cancer screening, compared to the AACR data, Asian males (18.2% vs. 26.0%, z =
-5.42, p < 0.001) and White/European males (29.4% vs. 41.0%, z = -8.21, p < 0.001) had lower rates; while
Black/African American males (50.0% vs. 34.0%, z = 10.85, p < 0.001) and Hispanic/Latino males (45.1%
vs. 27.0%,z = 12.42, p < 0.001) reported higher screening uptakes.

All cancer screening rate results and comparisons can be found in Tables 2, 3, and 4.
Barriers to Cancer Screening
1. Cancer screening rates among the subsample (n=64)

Among participants who completed the additional barriers questions, 58.3% reported having undergone
screening for colorectal cancer, while 41.7% indicated that they had not yet participated in those
screenings. For breast cancer screening, 90.9% of eligible women confirmed that they were screened.
Meanwhile, 63.6% of eligible women reported having undergone cervical cancer screening. The
proportion of eligible men screened for prostate cancer was 33.3%.

2. Reported barriers to cancer screening

Participants in the study identified several common barriers to cancer screening (Table 5). Among all
listed barriers, “No recommendation/prescription for cancer screening by a healthcare provider” was
most frequently reported; almost half of the participants (43.5%) believed this was a barrier to cancer
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screening. Notably, 41.3% reported “Healthcare provider does not treat me with respect/dignity,” and
40.0% felt “No regular place/medical home to get care” impacted their cancer screening plans. Other
systemic barriers were also highlighted, as about 1 in 3 participants agreed that “Health team/provider

does not provide information about cancer screening”, “Health system lack of trustworthiness”, and “I do
not know where to go to get screening” were barriers to screening.

Alongside structural challenges, some practical barriers were also reported. “Distance/transportation”,
“Language”, and “Cost” were the top 3 barriers that appeared among responses, with 29.0%, 28.6%, and
28.1% of participants agreeing, respectively. Additionally, about 1 in 4 of the participants lacked support
for family demands and urgent needs, which prevented them from being screened.

Regarding social support barriers, “No one in my friend group gets screening” was most frequently
reported, as 22.6% felt this was a barrier, followed by “No one in my family gets screening” (22.2%),
“Cancer is stigmatized in my community” (21.0%), and “My community does not believe in cancer
screening” (21.0%).

For psychological barriers, about 1 in 5 of the participants (21.3%) believed “I pray about things, so | don't
need to get cancer screening” and agreed that this was a barrier to screening. “Fear/worry about finding
cancer” and “Should not screen/look for cancer when | have no symptoms” were also reported, and
19.7% agreed that this was a barrier to screening.

3. Top 3 barriers to screening by race/ethnicity

When analyzing barriers based on race and ethnicity (Table 6), differences in the most commonly
reported challenges were noted among various groups. “Cost” was the No.1 barrier for Asian and
White/European. The biggest barrier for Hispanic/Latino participants was “Fear/worry about finding
cancer”, while “Health team/provider does not provide information about cancer screening” was the No.1
barrier for Black/African American participants. “No recommendation/prescription for cancer screening
by a healthcare provider” ranked No.2 among Asian, Hispanic/Latino, and Black/African respondents,
while “Fear/worry about finding cancer” became No.2 for White/European. Notably, the No.3 barrier to
screening was varied across racial/ethnic groups: “Fear/worry about finding cancer” for Asian, “Health
team/provider does not provide information about cancer screening” for Hispanic/Latino, “Should not
screen/look for cancer when | have no symptoms” for Black/African American, and “I do not know where
to go to get screening” for White/European. For the Other group, practical barriers influence more since

n u

the top 3 barriers they ranked are “Cost”, “Distance/transportation”, and “Language”.

Discussion

Cancer screening for screen-detectable cancers is one of the most effective solutions for cancer
prevention, early detection, and control. However, many medically vulnerable populations are
experiencing various barriers to cancer screening, which lead to low screening rates and poor health-
related quality of life. Findings of this study provide insights into the current cancer screening status and
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possible barriers to screening in multiethnic catchment communities of a comprehensive cancer center
in Southern California.

First, the current cancer screening rates in our catchment area have not met the Healthy People 2030
targets. The cervical cancer screening rate needs to be improved the most since the gap between ours
and the target is as large as 13.7%. Compared to the national-level racial/ethnic cancer screening rates
provided by the AACR, some differences in our catchment communities are worth discussing. In our
study, the breast screening rate for Black/African American women was above the national rates.
Although Black/African American women have a higher breast cancer screening rate, they still face a
40% higher mortality rate, which may be caused by more aggressive tumors and systemic challenges
such as delays in treatment and survivorship care [25, 26]. Thus, it is important to ensure Black/African
American females receive proper and timely follow-up care if they have abnormal screening results. On
the other hand, Asian women reported the lowest breast cancer screening rate, which is much lower
than the national data [17]. Previous research has stated that breast cancer is rising fast in Asian
American women, especially for those who are under 50 and have advanced-stage or certain aggressive
subtypes of breast cancer [27]. Since screening is a powerful tool for early diagnosis and helps reduce
mortality, for Asian women, interventions to promote screening are needed. Meanwhile, the results of
this study indicate that, overall, the cervical cancer screening rate in the catchment communities is low
and needs to be addressed, especially for women.

Additionally, in our communities, Asian men reported lower prostate cancer screening rates than the
national level [17]. One possible reason for the low prostate cancer screening rate among Asian men is
that they have the lowest incidence and mortality rates for prostate cancer globally; therefore, they may
not get screening recommendations from providers [28]. However, prostate cancer is rising rapidly
across the Asian American population due to factors such as aging populations, urbanization, and
changing lifestyles [29]. Thus, regular PSA (Prostate-Specific Antigen) tests are still important for them,
and awareness of prostate cancer screening needs to be improved among Asian men.

In contrast with the lower screening rates of the other three types of cancer, colorectal cancer screening
rates among all racial/ethnic minorities in our catchment communities are higher compared to the
national level. A possible reason for this high colorectal cancer screening rate is the successful
implementation of a community outreach and engagement intervention conducted by this study team
[30]. This intervention launched a multi-ethnic multimedia campaign and reached 35.4 million
impressions; the education training reached 300 diverse community members, and the provider/staff
training reached 150 medical providers. An overall increase in CRC screening rates was achieved across
the communities from this intervention, despite clinic staffing challenges during the COVID-19 pandemic
[30].

Regarding the perceived barriers to cancer screening, most of our participants face systemic barriers.
Still, it calls for efforts of the whole healthcare system to improve the quality of healthcare. Practical
barriers like long-distance, cost, and insurance coverage are also reported, which suggests vulnerable

Page 10/16



populations may need more financial support. Notably, psychological barriers were also significant
barriers to screening. Cancer is still stigmatized in some minority communities, as no one wants to
discuss cancer in their culture; “fatalistic” beliefs also heavily reduce screening rates. The top 3 barriers
that commonly appear across all racial/ethnic groups are “Cost”, “No recommendation/prescription for
cancer screening by a healthcare provider”, and “Fear/worry about finding cancer”. Understanding these
systemic and emotional roadblocks is essential for improving early detection rates. For example,
collaborative care can play an important role in increasing cancer screening. Primary care teams should
have basic training in knowledge and skills to identify and manage cancer care. For healthcare
professionals who work in general hospitals and already have the essential knowledge to identify other
health needs, they should be able to refer patients to specialized oncologists, which can help patients to
access related cancer care services or encourage them to have screening tests. Also, a robust
community outreach campaign to spark cancer screening awareness and whole-person care is another
key solution. Especially in faith-based communities, leaders of these communities can host more health
fairs for their congregations to emphasize the importance of early detection and inquire about local and
national resources for their vulnerable populations, which will also address psychological barriers. The
community-engaged efforts are cultivating greater and deeper trusting and productive community
partnerships towards addressing cancer disparities in prevention, screening, quality care, provider bias,
and health-related quality of life, including follow-up care and survivorship. Additionally, we need to
strengthen community-engaged and community-responsive interventions and programs to increase
screening and use community-informed strategies, including communication strategies, e.g.,
infographics, social media, and ethnic newspapers, to help. Engage, train, and integrate Community
Health Workers/Advisors and deploy diverse health professionals representing underserved Catchment
Communities will also provide ongoing support to improve cancer screening and follow-up care.

Limitations

This study has several limitations. First, the responses in this study are self-reported, which may have
social desirability bias and recall bias. Although we ensured anonymity and used standardized
questionnaires, we cannot eliminate the bias. Second, due to time and funding limitations, this pilot
study only included 64 participants to complete the additional barriers questions, and the sample size is
relatively small. Most of these participants were younger (under 45) than the overall sample, which may
not be able to represent the general population. We plan to enroll more representative participants in our
future study. Third, this paper only provides descriptive and chi-square results and does not conduct
analyses to predict factors that impact the screening rates or perceived barriers. For this paper, we
aimed to provide an initial understanding of the screening and barriers in our catchment communities.
We will develop another paper to identify the potential factors that are associated with the outcomes and
how those factors impact these outcomes.

Despite the limitations, this novel pilot study explores racial/ethnic differences in cancer screening rates
and barriers to cancer screening in medically vulnerable catchment communities towards designing and
deploying community-responsive interventions and provides practical solutions to increase cancer
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screening and early detection. Future studies will continue investigating how to develop tailored
interventions targeting different races/ethnicities.

Conclusion

Although cancer screening is one of the most effective tools to prevent cancer, several populations
experience lower participation in recommended screenings due to systemic, practical, and psychological
barriers, including provider recommendation, cost, and fear of finding cancer, which lead to low
screening rates. Medically underserved populations in our catchment communities have lower screening
rates for some types of cancer compared to the national level rates. In response to the findings of this
study, community-engaged screening programs ought to attend to multipronged solutions, including the
healthcare system, providers, societal drivers, community health workers, social networks, e.g.,
friends/community, and emotional aspects to improve receipt of life-saving cancer screening. Leaders of
these communities also should emphasize the importance of early detection and are inquiring to local
and national resources for their vulnerable populations, which will also address psychological barriers.
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