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Colorectal cancer (CRC)Colorectal cancer (CRC)Colorectal cancer (CRC)Colorectal cancer (CRC)Colorectal cancer (CRC) is the fourth most commonly
diagnosed cancer and the second leading cause of cancer death
in both the US and Rhode Island (RI). Despite higher than
national CRC screening rates, RI’s age-adjusted CRC incidence
and mortality rates remain significantly higher than the na-
tional average.1 The reason for this discrepancy is not known.

Overweight and obesity are established risk factors for
CRC.2 An energy-dense, high fat diet and physical inactivity
are independent risk factors of weight gain and obesity,3 as is
lower socioeconomic status (SES).4  Low SES populations have
worse survival from CRC than those of higher SES.5

African American or non-Hispanic Black (NHB) adults
are disproportionately affected by both obesity and CRC, and
body weight is negatively associated with CRC screening among
NHB women but not NHB men.6 In addition, obesity in adult-
hood may increase the risk of colorectal adenomas, precursor
lesions to CRC, and is a leading cause of CRC incidence and
mortality in NHB women.7

The purpose of this study is to evaluate the knowledge
and behaviors of NHB women in RI, a population at high risk
for both obesity and CRC.

METHODS
This study evaluated knowledge and behaviors related to

obesity and CRC among NHB women, 40 years of age and
older, as this population has the greatest prevalence of obesity
in the US, 8 and a greater CRC mortality rate than both Black
males and White females in RI.1 An anonymous, self-adminis-
tered survey based on questions from the BRFSS and the Na-
tional Institutes of Health-funded Sisters Together Program was
presented to State and community cancer control partners, staff
from the Minority Health Promotion Centers funded by the
RI Department of Health’s Office of Minority Health, and a
focus group of six women in the target population for feed-
back. The revised survey was distributed to subjects through
four Minority Health Promotion Centers, the American Can-
cer Society, and the RI Cancer Council, Inc. The survey in-
cludes 20 questions on demographics, access to health care;
knowledge of risk factors for obesity; knowledge of CRC; health
practices related to CRC screening, exercise and diet; and per-
ception of  Body Mass Index (BMI) and body weight. Survey
data were analyzed using a Scanatron database created in
Microsoft Access 2003 by Pfizer, Inc.

The Institutional Review Boards at the University of RI and
the RI Department of Health approved the study. Informed
consent was obtained prior to participation. Upon completion
of the survey, subjects received educational materials on nutri-
tion, physical activity and CRC prevention provided by the Cen-
ters for Disease Control and Prevention (CDC).

RESULTS
A total of 167 participants completed the survey; 160 were

usable. (Tables 1 and 2)
Seventy seven percent of the participants were 50 years of

age and older. Sixty one percent reported having less than or
equal to a high school diploma or GED; 75% reported an
annual household income of less than $35,000.

More than half of the participants had health care coverage
including private plans, Medicare, Medicaid, or RIte Care, RI’s
Medical Assistance managed care program. While 63% of the
participants obtained health care information from their doctor,
76% also obtained information from other health care providers,
family and friends, and community-based organizations.

Table 1. Knowledge of risk factors: results of a 2005
Rhode Island survey on colorectal cancer preven-
tion among non-Hispanic Black women (n = 160)

In your opinion, which things listed below INCREASE
someone’s risk of getting colorectal cancer?
(Check all that apply)
Response Frequency %
Being overweight 56 35.0
Eating a high fat diet 46 28.8
Eating a high fiber diet 7 4.4
Eating a lot of fruits and vegetables 5 3.1
Taking a vitamin every day 7 4.4
Not being physically active 36 22.5
Smoking cigarettes 42 26.3
Drinking alcohol 53 33.1
Having a blood relative with colorectal cancer 98 61.3
Having polyps in the large intestine or colon 106 66.3
Being over the age of 50 57 35.6
Taking an aspirin every day 7 4.4
Taking estrogen or female hormones after

menopause 17 10.6

In your opinion, which things listed below DECREASE
someone’s risk of getting colorectal cancer?
(Check all that apply)
Response Frequency %
Being overweight 13 8.1
Eating a high fat diet 20 12.5
Eating a high fiber diet 77 48.1
Eating a lot of fruits and vegetables 101 63.1
Taking a vitamin every day 86 53.8
Not being physically active 15 9.4
Smoking cigarettes 8 5.0
Drinking alcohol 7 4.4
Having a blood relative with colorectal cancer 6 3.8
Having polyps in the large intestine or colon 10 6.3
Being over the age of 50 11 6.9
Taking an aspirin every day 46 28.8
Taking estrogen or female hormones after

menopause 13 8.1
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Although most participants had heard of CRC, 38% did
not believe, did not know/were not sure if CRC could be pre-
vented. Forty two percent of participants reported never being
screened or did not know/were not sure if they were ever
screened for CRC. The most commonly reported screenings
were fecal occult blood testing (FOBT) and colonoscopy. The
most commonly to least commonly reported barriers to screen-
ing were lack of health insurance, lack of physician referral for
screening, cost of screening, and fear of testing.

From a list of 13 risk factors for CRC, participants were
asked to identify those which increase and decrease risk. Twenty
three to 66% of respondents correctly identified the following
as increasing risk: having polyps in the large intestine, having a
blood relative with CRC, being over age 50, being overweight,
drinking alcohol, eating a high fat diet, smoking cigarettes, and
not being physically active. For example, 66% of the respon-
dents knew that having polyps in the large intestine would in-
crease risk; 23% of the respondents knew that not being physi-
cally active would increase risk. Likewise, 8 to 63% of respon-
dents identified factors that would decrease risk: eating a lot of
fruits and vegetables, taking a vitamin every day, eating a high
fiber diet, taking an aspirin every day, and taking estrogen af-
ter menopause.

A total of 141 of 160 participants reported their height
and weight. Their average BMI (mean + S.D.) was 28.4 + 6.8
kg/m2. Ninety two of the 141 respondents were overweight or
obese (BMI of 25 kg/m2 or greater). Of these 92, the average
BMI was 31.6 + 6.2 kg/m2. Of the 65% percent of overweight
or obese respondents, only 49% perceived themselves to be
overweight. One-third of the respondents were obese, but did
not perceive themselves as overweight. Participants were rela-
tively inactive and had a low intake of fruits and vegetables.

DISCUSSION
Compared with Whites, Blacks are diagnosed with CRC

at a younger mean age, and have a lower CRC survival rate
than Whites.9 To date, no established biological explanations
account for these differences.10

This survey was designed to gather qualitative informa-
tion on the knowledge and behaviors of NHB women in RI.
Seventy six percent of the participants obtained health care
information from sources other than their doctor. Other stud-
ies show that nurse practitioners, as well as faith-based organi-
zations, provide health care information to the NHB or Afri-
can American population.11 Social support may be among the
most critical factors affecting weight management behaviors
among NHB women,12 and trust and strong patient-provider
relationships are associated with use of preventive services in
this population.13

The early removal of polyps can prevent CRC. The US
Preventive Services Task Force recommends initiating screen-
ing at 50 years of age for men and women at average risk for
CRC. Due to the high incidence and younger age at presenta-
tion of CRC in African Americans, new recommendations by
the American College of Gastroenterology call for CRC screen-
ing at the age of 45 years rather than 50 years.10 Findings con-
firming the predominance of proximal or right-sided adenomas
in asymptomatic average-risk NHBs suggest the use of
colonoscopy for CRC screening in this population.14 In this
study, only 38% of the participants reported having a
colonoscopy.

Although physician recommendations are strongly associ-
ated with CRC screening,15 40% of  the participants reported
that no physician referred them. The participants cited other
barriers: lack of health insurance, cost of screening, and fear of
testing. Coverage for screening colonoscopy is incomplete even
among the insured, and access to colonoscopy is even less for
uninsured persons.16 Safety net clinics do not typically provide
colonoscopies for people without symptoms and without in-
surance. Uninsured people with symptoms (e.g., positive FOBT
results and/or GI bleeding) may be placed on waiting lists at
hospital-based endoscopy suites for as long as 6 months to a
year or more. In RI, NHB adults are twice as likely to be unin-
sured as non-Hispanic White (NHW) adults.17

Participants were asked to identify factors that would in-
crease, as well as decrease, the risk of getting CRC. Findings
identified discrepancies between knowledge and behavior. Al-
though 63% of respondents knew that eating a lot of fruits
and vegetables would decrease the risk of CRC, only 7% re-
ported eating five servings of fruits and vegetables a day. Many
NHB communities suffer from inadequate nutrition.18 Twenty
three percent of respondents knew that not being physically
active increased the risk of CRC, yet only 17% reported walk-
ing or exercising daily.

Sixty five percent of the respondents were overweight or
obese by reported height and weight, but only 49% perceived
themselves to be overweight. Although 35% of the respon-
dents knew that being overweight is a risk factor for CRC, 33%
of overweight or obese participants did not perceive themselves
as overweight. In a study of perceived and physiological mea-
sures of health in 190 NHB and NHW sedentary women, the

Table 2. Nutrition and physical activity behaviors
and body weight perception: results of a 2005
Rhode Island survey on colorectal cancer preven-
tion among non-Hispanic Black women (n = 160)

How often do you walk or exercise?
Response Frequency %1

Not at all right now 59 37.3
Once or twice a week 38 24.1
Three or four times a week 35 22.2
Every day 26 16.5

How often do you eat fruits and vegetables?
Response Frequency %2

Some about once or twice a week 66 42.3
A serving every day 46 29.5
Two or three servings every day 33 21.2
Five servings a day 11 7.1

How do you consider your current weight?
Response Frequency %3

Underweight 7 4.5
About right 59 37.6
Overweight 77 49.0
Don’t know / Not sure 14 8.9

1 n = based on 158 responses
2 n = based on 156 responses
3 n = based on 157 responses
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Black women were heavier, more obese, less fit, and consumed
a greater percent fat than the White women. However, the
Black women perceived their weight, physical shape and ap-
pearance, physical fitness, and eating habits to be no worse
than those of their White counterparts.19

Disparities in obesity prevalence and CRC incidence and
mortality rates among NHB women may be accounted for by
differences in, and interactions between, lifestyle behaviors, cul-
tural or social norms, socioeconomic factors, access to health
care and safety-net primary care services, environmental fac-
tors, as well as genetic and molecular factors.20 The survey par-
ticipants were low income women; 61% had less than or equal
to a high school diploma or GED. SES accounts for approxi-
mately one third of the excess risk of death from CRC among
NHBs.21

There is limited evidence-based literature on effective, com-
prehensive, and culturally appropriate interventions among
NHB women. Key findings from this study of NHB women in
RI include 1) physician recommendations for CRC screening
among this population need to be increased; 2) other health
care providers (e.g., nurse practitioners), family, friends, and
community- and faith-based organizations are important chan-
nels for health care information; 3) the cost of CRC screening
among the un/underinsured, and access to colonoscopy are
system barriers; 4) discrepancies exist between knowledge and
behavior related to CRC; and 5) discrepancies exist between
actual weight and self perception of body weight. These find-
ings must be considered in the design of obesity and CRC pre-
vention interventions among the NHB female population in
RI.
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