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Abstract

Background Black Kentuckians experience more deleterious colorectal cancer (CRC) outcomes than their White
counterparts, a disparity that could be reduced by increased screening in Black communities. Previous research

has shown that Black Kentuckians may not be equitably informed of different CRC screening options by health care
providers, making community-based screening a potentially effective option among this disparate population. We
used the Consolidated Framework for Implementation Research (CFIR) to identify church leaders’ perspectives of con-
textual factors that might influence community-based screening and explore the feasibility of using church-based
screening outreach.

Methods Six participants were selected, based on leadership roles and interest in CRC screening, from five estab-
lished Louisville-area church partners that had previously participated in community health initiatives. Data were
collected, both virtually and in-person, in Summer 2021 using semi-structured interview guides developed with guid-
ance from the CFIR Guide that focused on domains most relevant to community-based interventions. Data were
transcribed verbatim, coded by two independent researchers, and member checked for accuracy.

Results Data were aligned primarily with six CFIR constructs: key stakeholders, champions, opinion leaders, ten-
sion for change, compatibility, and culture. Participants noted a strong tension for change in their community due
to perceptions of inadequacy with clinical approaches to CRC screening. Additionally, they stressed the importance
of identifying individuals both within the church who could champion CRC screening and help implement pro-
gram activities, as well as those outside the church who could collaborate with other local organizations to increase
participant reach. Finally, participants agreed that faith-based CRC screening aligned with church culture and would
also likely be compatible with overall community values.

Conclusions Overall, our church partners strongly endorsed the need for, and importance of, community-based CRC
screening. Given a history of successful implementation of health promotion programs within our partner churches, it
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is highly likely that a CRC screening intervention would also be effective. Findings from this study will be used to iden-
tify implementation strategies that might positively impact a future faith-based CRC screening intervention, as well
as CFIR constructs that are most positively associated with CRC screening completion.

Keywords African Americans, Church-based health promotion, Colorectal cancer, Consolidated framework for

implementation research, Screening, Stool-based screening
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Traditional health care settings may not offer Black
patients equitable colorectal cancer screening options,
making the provision of screening opportunities in
nontraditional settings particularly important in Black
communities.

We found that leaders of Black churches in Kentucky
are highly receptive to faith-based screening educa-
tion and distribution of at-home stool-based tests to
promote increased colorectal cancer screening in their
communities.

To increase the likelihood of successful implementation
and ensure adequate intervention reach, church part-
ners suggested identifying individuals both within and
outside of the faith community.

0

0

Introduction

Black Kentuckians have higher colorectal cancer (CRC)
incidence and mortality rates than White residents [1],
and screening remains one of the most modifiable ways
to reduce screening disparities. Research has shown that
high screening utilization can eliminate Black-white
screening disparities, equalize incidence rates, increase
the percentage diagnosed with local (vs. advanced or
regional) stage CRC, and substantially reduce the racial
mortality gap [2]. Despite an increase in CRC screen-
ings among Black Kentuckians during the past decade,
the Black-white CRC incidence and mortality disparity
in Louisville (46.5 vs. 42.1 per 100,000 population and
20 vs. 12.3 per 100,000 population, respectively) remains
substantially higher than the US Black vs. white rates
[1]. About half of Kentucky’s Black population resides
in Louisville [3], where despite the existence of multiple
resources to support early cancer detection and treat-
ment, over a quarter of Black Louisville residents, aged
50-75, remained unscreened as of 2018 [4].

The US Preventive Services Task Force recommends
CRC screening beginning at age 45, with choice of test
dependent on risk factors. Stool-based CRC screening,
such as the fecal immunochemical test (FIT), is rec-
ommended [5] for individuals at average risk for CRC
because it is inexpensive [6], noninvasive, and conveni-
ent given that it can be completed in one’s own home.

Furthermore, it reduces several individual-level and
structural barriers to screening, such as stigma related
both to perceived test invasiveness and masculinity
(among males), transportation issues, and required time
off work [7, 8]. Nevertheless, stool-based screening rates
are lower in Black than in white populations [9], despite
clinical trials showing Black patients are more likely to
get screened when offered FIT compared to colonoscopy
[10, 11]. Previous research has suggested that despite rec-
ognizing the importance of regular CRC screening, Black
Kentuckians may not be aware that there are screen-
ing options beyond colonoscopy [12]. Data from the
Health Information National Trends Survey (HINTS),
a weighted nationally representative mailed survey on
cancer-related health communication trends, has simi-
larly found that health care providers do not offer CRC
screening options to Black patients at the same rate as
white individuals [13]. Although providers and health
care delivery systems have clear roles in recommending
and providing screening, multiple barriers keep Black
individuals from being screened, including social deter-
minants of health, medical distrust, perceived test inva-
siveness, fear of pain, and fatalism [14-17]. It is also
possible that implicit bias prevents health care providers
from regularly informing their average-risk Black patients
of different screening options [12], making community-
based screening outreach a health equity priority.
Church-based health promotion (CBHP) is effective
in Black communities [18], and faith-based interven-
tions have proven successful at increasing CRC screen-
ings among Black individuals [19-21]. Nevertheless,
there is a need to identify contextual determinants of
CRC screening when considering implementation in a
new community or population. To better understand the
context for planning and implementing a community-
based CRC screening outreach program, our research
team—comprised of investigators from [blinded com-
prehensive cancer center] and [blinded regional organi-
zation]—conducted interviews with six key informants
from Louisville-area Black churches to identify their
beliefs about multifactorial facilitators and barriers to
CRC screening among Black Kentuckians. Guided by the
Consolidated Framework for Implementation Research (
[22]; CFIR), we explored key informants’ perceptions of
CRC screening; their confidence in their organization/
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faith community’s ability to implement a FIT distribution
intervention; their own knowledge, beliefs, and self-effi-
cacy to complete CRC screening; external influences that
might affect intervention success; and necessary roles for
themselves and others throughout the intervention.

Methods

Setting

This study was conducted in collaboration with five
mostly small Louisville-area churches initially chosen
because of historical involvement in community health
initiatives (e.g., mobile mammography, blood pres-
sure, diabetes screening) and willingness to participate
in research. Key informants from each church were
identified and purposively selected based on (a) church
leadership roles (e.g., in charge of health ministry or com-
munity outreach activities), (b) specific interest in CRC
(screening), and/or (c) ability to participate. Because they
held leadership roles within the church, key informants
were uniquely positioned to provide detailed information
about church structure, common beliefs and values, and
other important factors that could either impede or facil-
itate the implementation of a church-based CRC screen-
ing program.

Data collection

Data were collected in Summer 2021 via six one-on-one
interviews (conducted both in-person and via Zoom)
that lasted between 30—45 min. Semi-structured inter-
view guides (22 questions, plus probes) were developed
using the CFIR Guide [23] and focused on domains that
were (a) most relevant to community-based (rather than
clinical) interventions (e.g., intervention characteristics,
inner setting, characteristics of individuals, outer setting,
and process) and (b) would be applicable/answerable by
participants given their church. For example, questions
included those about identification of project stake-
holders, opinion leaders, and implementation leaders;
overall culture of the church and intervention compat-
ibility; and community and church needs related to CRC
screening and CRC in general. Upon completion, pro-
ject participants were provided a $20 gift card for their
participation.

Data analysis

Interviews were facilitated by the project’s principal
investigator and audio recorded before being sent to
a professional transcriptionist. Approximately 10 ran-
dom snippets of audio were compared to the transcripts
to ensure accuracy. Two members of the research team
(RW, CC) trained in qualitative research individu-
ally coded transcripts to a priori defined CFIR domains
based on a template made publicly available by the CFIR
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authors [23] and met weekly to ensure consistency of
coding/categorization. In the few occasions where con-
flicts arose, the study’s principal investigator (AK-D)
mediated to build consensus. To minimize interpreta-
tion bias, a subset of project participants was presented
via email with a table of thematic coding summaries to
ensure we accurately interpreted participant data, and no
major changes were suggested throughout this process.

Results

Description of participants

Participants all held leadership roles in their respective
church and included members of the ministerial team,
health ministry, and church elders. All identified as Black
or African American, had at least some postsecond-
ary education, were insured by either an employer plan
or Medicare, and ranged in age from 41 to 72 years old.
Table 1 displays CFIR domains and relevant quotes for
each domain.

Key stakeholders

Participants defined the construct of key stakeholders
as both a designation for people and groups with influ-
ence over community opinion that regularly interacted
with the local Black community in some way, both within
and apart from church membership. Key stakeholders
used multiple communication forms to ensure all age
groups receive messaging about community health pro-
grams, including texting, flyers, radio ads, written and
spoken church announcements, general word-of-mouth,
newspapers, and emails. Examples of groups included
barber’s unions, NAACP members, and Black fraterni-
ties and sororities. Organizations not associated with
churches were identified as key stakeholders due to their
established communication channels for outreach to
community members who may not participate in church
activities.

Champions

Unlike key stakeholders, who were identified as local
sources of influence, participants described champions
as members of the community who could help with pro-
ject implementation in a notable way. These individuals
were defined as champions because of their dedication
to the community outside of formal duties and history.
Some commonly described characteristics included per-
sonal interest in the research topic, history of commu-
nity engagement, and leadership and communication
skills. Often, they had previously organized or assisted
with community outreach programs, such as college
fairs for minority students, mobile breast cancer screen-
ings, clothing drives, and church programs. Interview-
ees noted that trusted champions are key to community
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Table 1 CFIR domains and representative quotes from church leaders

Tension for Change | think it's a strong need in the community simply because many people do not take their health as a priority, or some people

Compatibility

Culture

Opinion leaders

don't like doctors

Absolutely there is [a need for community-level screening]. So that more people can be educated about the screening process
and early detection...[alnd I think they'll be receptive to it

[The program would be compatible] because we've had different health types of programs previously that people participated in

This is only my personal belief is that, if our church would be the one that is having it and promoting it, | believe that if they have
a compassion to do it, then selling it to the community or promoting it in the community, it would be a positive thing

If it's OK for [the pastor] to let it happen at his church, it's got to be OK, because he's not going to let everything come up in there

Well, we've been doing the mobile mammogram for years. We have a couple of nurses at the church and nurse practitioners
that whenever there is [an awareness] month. Last month was domestic violence and breast cancer, so we speak about that. Our
pastor gives us a platform and he allow us to speak on certain topics, speak on certain things

Testimonials, somebody that has lived through this experience, some may have overcome and some may not. So, family members
that can say, "yes, please get this done. My such and such, they didn't make it. And | wished they would have, because they waited

too late to get screened.”

The Nurses Guild which includes our nurses, our nurse practitioners. We have a few. The associate ministers. Reverend [name
redacted], he's one of the associate ministers. He's a survivor. Deacons, because we've got three of the gentlemen that were there

are survivors. And just the survivors in the church

Champions
and you would have to respect their time

It would have to be, honestly, somebody that looks like us. And they would have some experience either, with the medical field

In this community, women do drive a lot of decision making. And having a woman as a champion, because that was one
of the things | was going to come to, having a woman as a champion of this program will get a better participation than having

a guy as a champion of it, | think

Key Stakeholders
would be perfect [as a key stakeholder]

I don't have a huge social circle, but a friend of mine...does a college fair directed to Blacks and minorities... Somebody like her

You talked about the fraternities and sororities and the NAACP, both of those are great platforms

I would also reach out to the Barber’s Union. There's several quasi groups, as you know, | mean, getting them, especially a women's

side of it all

engagement for any future cancer-related programming
and that these types of programs need to be marketed
broadly within the community in conjunction with iden-
tified key stakeholders.

Opinion leaders

Like key stakeholders, opinion leaders also held influ-
ence over the opinion of the community; however, their
influence was related to having a specific skillset or level
of knowledge related to a particular health topic. Par-
ticipants noted that opinion leaders were not necessar-
ily formally appointed or famous, but that their medical
training or experience with a health topic is generally val-
ued by members of the community. To that end, doctors,
nurses, and cancer survivors from the community were
all often listed as examples, as were members of the com-
munity who had lost a family member to CRC because
the emotional pull of their personal testimonies might be
useful in motivating screening behavior. Opinion lead-
ers were described as serving in both formal (i.e., church
leadership, community organizations) and intrapersonal
(i.e., one-on-one) settings.

Tension for change
Tension for change is typically described as the degree
to which stakeholders perceive a current situation as

intolerable or needing change. Participants described
their community’s tension for change as originating from
both medical disparities and community needs and sug-
gested community members might be more receptive to
receiving cancer screening information in trusted loca-
tions such as community agencies/groups or churches
rather than in traditional health care settings. Further-
more, interviewees frequently noted that members of
their community were rarely given screening options
beyond colonoscopy by health care providers. Given
these identified inequities in traditional health care set-
tings, interviewees strongly endorsed community-level
screening.

Compatibility

Compatibility is typically defined as the degree of fit
between meaning and values attached to the interven-
tion by those involved, as well as how the intervention
aligns with individuals’ values and needs and existing
system workflows. Given that other church-sponsored
outreach programs were historically well-received by
the community, participants believed community-based
CRC screening would be received similarly. Relatedly,
participants frequently referred to a sense of duty in
terms of promoting health and wellbeing of both their
fellow church parishioners as well as the community at
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large. While participants underscored the importance of
individual responsibility for one’s health, they also high-
lighted the need for population health and appropriate
channels for delivering important health communication.

Culture

Finally, the construct of culture broadly relates to the
norms, values, and basic assumptions of a given organi-
zation [22]. Participants described their church culture
as one in which health promotion programs are typically
approved by church leadership before being implemented
to ensure that any health outreach program aligns with
the values and beliefs of the church and its members.
Because community members recognize this process, the
established culture of the church lends ethos to programs
or interventions that the church chooses to implement
or endorse. Participants also referenced the larger cul-
ture of the Black community and how it might facilitate
successful implementation of a community-based CRC
screening program, noting the history of medical injus-
tice/inequity and how it has affected the community. As
a result, interviewees discussed the importance of com-
munity mobilization with respect to CRC and screening
importance.

Discussion

We used the CFIR to understand the context for planning
and implementing a church-based CRC screening out-
reach program. CBHP allows for a collaborative approach
in reducing health disparities and has been effective on
multiple health behaviors within the Black community
[18]. Because churches have historically served their
communities, they are positioned to be prime settings
for public health programming. For CRC, in particular,
research has shown that spiritually based or church-led
interventions increase CRC screenings among Black
individuals [19-21]. Churches can be instrumental in
participant recruitment for health interventions because
of their resources, access to specific populations, and
frequent inclusion of health as part of their missions or
respective ministries [18]. The CFIR is frequently used in
clinical settings to explain why implementation may suc-
ceed or fail [22]; however, its application is also particu-
larly useful for planning community-based interventions,
especially if clinical settings do not provide equitable
opportunities for CRC screening [12], as indicated in our
findings.

Participants voiced that community members would
likely be more receptive to cancer screenings in trusted
community locations; nevertheless, faith-based part-
ners must value the importance of CRC screenings to
ensure intervention success [24, 25], buy-in that is likelier
to occur when the health issue aligns with the church’s
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overall culture and there is a strong tension for change.
Participants in this study routinely expressed concern
that their screening needs were not being adequately
addressed in clinical settings. Additionally, church lead-
ership, including deacons and members of the ministerial
team, were themselves CRC survivors, lending “top-
down” intervention support, a finding aligned with pre-
vious studies of faith-based organizations that featured
supportive leaders and overall culture [26—28]. Further-
more, CRC screening was identified as being compatible
with community members’ values based on the successes
of previous faith-based health promotion activities. This
finding is critical, given that a track record of successful
church-based health promotion often yields greater suc-
cess for future programs [18, 29], along with the forma-
tion of partnerships with other faith organizations [30].
Ultimately, to achieve optimal outcomes, it is critical that
researchers identify churches with “cultures of concern”
whose inner settings reflect the importance of cancer
screening.

The determinants identified from this study can be
used to identify implementation strategies that lever-
age church and community strengths to implement a
community-based CRC program. For example, previous
research has recommended providing health behavior
change training and capacity building to support adop-
tion and implementation for pastors and staff [31-33].
These sorts of strategies might be most useful in the early
tailoring and adaptation processes of community-based
CRC screening interventions. While health promotion
activities are not necessarily unique in faith-based set-
tings, churches may be more familiar with educational
programs or physical activity/diet interventions rather
than cancer screening [18, 34, 35]. Although our plan
for future intervention research includes churches part-
nering with local organizations trained in conducting
CRC screening activities, church partners will still need
to take an active role in implementation. Through this
interventional work, we will score CFIR constructs to
identify constructs most associated with positive and
negative, as well as weak or strong, influences on imple-
mentation. In a weight management study, for example,
tension for change was one of the ten CFIR constructs
strongly associated with greater implementation success,
while positive trends were also found for champions and
implementation leaders [36]. Identifying constructs with
strong positive influences on CRC screening is critical to
inform future scale-up of community-based screening
interventions.

Limitations
This study’s findings should be interpreted with con-
sideration of its limitations. First, our sample size was
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small, and participants were derived from a pool of the
study team’s previous collaborators, meaning our find-
ings may not be generalizable to other Black churches
or faith communities, even those in Louisville. Addition-
ally, given the history of collaboration, it is possible that
participants provided more socially desirable responses,
though we attempted to mitigate this risk of bias via
member checking and multiple investigator debriefings.
Second, it is possible that the beliefs of church leadership
might not align with the needs or beliefs of community
members who would receive screening services or that
some community members might not be well-connected
with the church; in this case, it is critical that the church
leverage other community partners, as they described in
identifying key stakeholders. Similarly, while participants
noted value and cultural alignment for the implementa-
tion of a future community-based CRC intervention, our
church partners varied in terms of available resources,
which could likely lead to differences in overall clinical
and implementation outcomes. In these cases, it might
be worthwhile to explore partnerships in which churches
could simultaneously leverage each other’s strengths
and potentially reach a larger population with screen-
ing activities, including partnering with churches and
organizations that are newer to implementing outreach
programs. Finally, except for one participant, our sam-
ple skewed older (60 years of age and older), and find-
ings may not be representative of all age groups. Since
the USPSTF-recommended CRC screening age has been
reduced from 50 to 45 years old for individuals at aver-
age risk, it is important to ensure that values endorsed
by older churchgoing adults are congruent with younger
individuals eligible for screening.

Conclusion

The establishment of partnerships with Black churches
to promote CRC screening education and FIT distribu-
tion may represent a promising approach to community-
based CRC screening, particularly in locations where
Black Kentuckians broadly perceive disparities in clinical
screening opportunities. Leveraging the history of the
Black church as a trusted center for community support
and empowerment is critical to promote sustainment of
CRC screening activities and reducing disparities.

Abbreviations

CBHP Church-based health promotion

CFIR Consolidated Framework for Implementation Research

CRC Colorectal cancer

FIT Fecal immunochemical test

NAACP  National Association for the Advancement of Colored People
USPSTF  United States Preventive Services Task Force
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