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Abstract of 
 

Barriers and facilitators to colorectal cancer screenings among Filipino Americans, age 50 years 
and older, living in a senior housing unit in Southern California. 

 
By 

 
Anna Marie Ponce 

 
Statement of Problem 
 

Despite the fact that CRC screenings are available in the US, Filipino Americans 
continue to underutilize this preventive measure that could result in late stage of cancer diagnosis 
and a poor survival rate in the high proportion of people with early age of onset of tumors and 40 
years of age and younger. There are very few studies that were conducted to identify and explore 
factors that influence the decision to complete CRC screenings among Filipino Americans, 
including cultural factors, predictors to adherence, barriers and facilitators to CRC screenings. 
CRC screenings among Filipino Americans remained understudied and authors of previous 
studies recommended the need for future research and follow-up studies on this topic.  
 
Sources of Data 
 
 The literature review to develop the research study on Filipinos and colorectal cancer 
(CRC) screening was conducted by using the Cumulative Index to Nursing and Allied Health 
Literacy or CINAHL, PubMed, and Google scholar databases at California State University of 
San Marcos Kellogg Library. Data was generated from demographic questionnaires and semi-
structured interviews. Data analysis included descriptive statistics and content analysis of 
interview transcripts.  
 
Conclusions Reached 
 

The findings of the research study described barriers and facilitators to CRC screening 
among Filipino Americans, age 50 years and older, living in a senior housing unit in Southern 
California. The results are consistent with previous studies on CRC screening among this ethnic 
group. The study also revealed that culture had no significant relationship to CRC screening 
adherence of older Filipinos.  
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CHAPTER ONE: INTRODUCTION 

 According to the 2010 census conducted by United States Department of Health and 

Human Services (USDHHS), there were 3.4 million Filipinos and multi-racial Filipinos living in 

the United States (US). Filipino Americans constitute the second-largest population of Asian 

Americans (DHHS, 2010). Filipinos speak many dialects, but the official languages are Tagalog 

and English. Filipinos have mixed cultures inherited from the Muslims, Chinese, Spanish (that 

colonized the Philippines for 356 years, setting a foundation for contemporary Filipino culture), 

Japanese, and the Americans (Philippine History, 2016). Filipinos have a unique and complex 

culture. Perhaps, the complexity was inherited from other countries that previously occupied the 

Philippines, including its assimilation of Westernized ideas and inter-racial marriages that 

brought its cultural diversity. Understanding the cultural sensitivity, beliefs and values of 

Filipinos is important to bring behavior and perception changes, especially in relation to their 

health practices. This study explores the barriers and facilitators to colorectal cancer (CRC) 

screenings among Filipinos, age 50 years and older, living in the US.  

Background and Significance 

Colorectal cancer is the second most common cause of cancer deaths in the US, affecting 

both men and women (Center for Disease Control, 2015). The estimated annual cost for CRC 

treatment was 5.5 to 6.5 billion and in-patient hospitalization and care accounted for 80% of this 

cost (CDC, 2013). According to the DHHS (2014), the risk of CRC began to increase after age 

40 and sharply increased at age 50 to 55, the risk doubled every 10 years, and continued to rise 

exponentially thereafter. CRC screenings have significant impact on CRC prevention, early 

detection and treatment, and death. Twenty-eight million Americans were eligible to be screened 

for all types of cancer, but many still were not up-to-date with their screening. Filipino 
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Americans had lower rates of CRC screenings and had higher CRC mortality than the general 

US population (Maxwell, Danao, Cayetano, Crespi, & Bastani, 2014; Lee, Lundquist, Ju, Luo & 

Townsend, 2011). Filipino Americans underutilized CRC screenings, resulting in late stage of 

cancer diagnosis and poor survival rates, Filipino males had a poorer 5-year survival after CRC, 

compared to other racial/ethnic groups (Maxwell, Danao, & Bastani, 2013; Redaniel, Laudico, 

Mirasol-Lumague, Gondos, Uy, & Brenner, 2010). CRC in Filipinos showed a number of unique 

clinical and pathological characteristics such as a higher proportion of early age of onset tumors 

and they presented a more advanced stage of cancer with coexisting granulomatous infections 

(Kaw, Punzalan, Crisostomo, Bowyer, & Wherry, 2002). With this significant finding, Filipinos 

might need to start CRC screenings at an earlier age with colonoscopy instead of sigmoidoscopy 

because of a higher proportion of cancer occurring in the right side of the colon (Kaw et al., 

2002). The US Preventive Services Task Force (USPSTF) strongly recommends that screening 

begin at age 50 and continues to age 75. This includes colonoscopy (complete colon inspection 

using a scope inserted in the rectum every 10 years) or flexible sigmoidoscopy (lower colon 

inspection using a scope inserted in the rectum every 5 years) or a high-sensitivity fecal occult 

blood test or FOBT (testing feces for digested blood) every 1 year (CDC, 2013). Other tests that 

are in use and being studied are the Double Contrast Barium Enema (DCBE) for every 5 years, 

virtual colonoscopy every 5 years, and the stool DNA test (CDC, 2009). These recommended 

screenings could prevent at least 60% of cancer deaths in the US (CDC, 2015). Previous studies 

had shown that barriers and facilitators to CRC screenings among Filipino Americans predicted 

and influenced their perceptions about CRC and its prevention (Attasi, Freeman, Matutina, & 

Naccarato, 2010; Ferrer et al., 2011; Francisco, Rankin & Kim, 2014; Lee et al., 2011; Maxwell, 
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Bastani, Danao & Garcia, 2010; Maxwell, Danao, Cayetano, Crespi & Bastani, 2012; Maxwell et 

al., 2013, 2014; Afable-Munsuz, Pasick, Nguyen, and Perez-Stable, 2011).  

Purpose of Research 

The purpose of the study is to describe and explore what factors might facilitate or serve 

as barriers to CRC screening among Filipino Americans, considering the uniqueness and 

complexities of Filipino Americans from other Asians. Nurses and other health care providers 

could improve the CRC screening behavior of Filipino Americans by implementing effective 

patient education that will increase their awareness on the benefits of the CRC screening, and by 

understanding the cultural factors involved in how Filipino Americas uniquely perceive CRC and 

CRC screening.  

Research Question 

 The research question is “What are the barriers and facilitators to CRC screenings among 

Filipinos, age 50 and older, living in a senior housing unit in Southern California?” 

The Problem 

Despite the fact that CRC screenings are available in the US, Filipino Americans 

continue to underutilize CRC screenings that could result in a late stage of cancer diagnosis and a 

poor survival rate with a higher proportion of early age of onset of tumors at 40 years of age and 

younger (Maxwell et al., 2014; Maxwell et al., 2013; Kaw et al., 2002). There are very few 

studies that were conducted to identify and explore factors that influence CRC screenings among 

Filipino Americans, including cultural factors, predictors to adherence, and barriers and 

facilitators to CRC screenings. CRC screenings use among Filipino Americans remained to be 

understudied. Authors of previous studies recommended the need for future research and follow-

up studies on use of CRC screenings by Filipino Americans.  
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Summary  

 Colorectal cancer is the second most common cause of cancer deaths in the US. Filipino 

Americans continue to underutilize CRC screenings despite the fact that CRC screenings are 

available in the US. The aim of the study is to describe and explore what factors might facilitate 

or serve as barriers to CRC screening among Filipino Americans. 
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CHAPTER TWO: LITERATURE REVIEW 

Introduction 

 The literature review on colorectal cancer (CRC) screening was conducted by using the 

Cumulative Index to Nursing and Allied Health Literacy or CINAHL, PubMed, and Google 

Scholar databases at California State University of San Marcos Kellogg Library. The key words 

used for searching were “colorectal cancer”, “colorectal cancer screening”, “cultural beliefs”, 

“barriers”, “facilitators”, “Filipino.” The inclusion criteria were limited to academic journal 

articles, and the adult population age 65 years and above. The publication year was not used as 

an inclusion criterion because of the limited numbers of articles available. There were only 14 

academic journal articles and one dissertation found on Filipinos and CRC, cultural beliefs, 

knowledge and health beliefs, and barriers and facilitators to CRC screening. There were more 

than 30 articles reviewed and only relevant information was cited, including searches made in 

government sites to obtain information about CRC and screening.  

Literature Review 

 Afable-Munsuz et al. (2011) conducted a phenomenological study of twenty-four US 

born Filipina women, age 50 to 65 years old, to identify and explore how social context and 

culture influence CRC screening and their orientation toward cancer prevention. The study 

revealed that Filipina women’s view a lack of family history of cancer, the ability to cleanse 

one’s system, and maintaining a well-balanced lifestyle by exercising and eating healthy 

protected them against colon cancer (Afable-Munsuz et al., 2011). The Filipina women in the 

study recognized the importance of CRC screening but they also perceived that there was no 

immediate urgency they needed to see a health care provider or a notion that they had colon 

cancer (Afable-Munsuz et al., 2011). Filipina women in the study believed that they were 



 
 

 

14 

responsible for maintaining their health, but they also turned to God for moral support and 

guidance, especially during times of illness or when medical care was not sufficient to what was 

needed, or medication alone was not enough to heal or cure them from such an illness (Afable-

Munsuz et al., 2011). The authors did not support the idea that under- utilization of CRC 

screening tests was due to fatalistic attitudes, but rather because Filipina women in the study 

believed that they were at low risk in developing cancer and, for this reason, CRC screening was 

not a high priority.  

 Bahala na, a Tagalog word that signified both human effort and fate, indicating 

uncertainty and confrontation, was inappropriately attributed to low levels of CRC screening of 

the participants in the study because the women did not appear to be uninformed about the 

importance of CRC screening and no confrontation was involved in delaying a CRC screening 

test (Afable-Munsuz et al., 2011, p. 141). In fact, the authors found out that participants were 

health literate and could make health-related decisions based on wide range of information 

presented to them (Afable-Munsuz et al., 2011). Filipina women in the study also believed in 

balance and stress reduction where there was a connection between the mind and body and faith 

that assisted them to cope with illness, i.e. cancer and stress of their everyday lives (Afable-

Munsuz et al., 2011). Based on the findings of Afable-Munsuz et al. (2011), the role of the health 

care provider was considered important for participants trusted and expert advisers on their 

health-seeking behaviors, especially on CRC screening tests.  

Ferrer, R. R., Ramirez, M., Beckman, L. J., Danao, L. L., and Ashing-Giwa, T. (2011) 

conducted a study of 117 eligible Filipino Americans, male and female, age 50 years and older, 

without previous personal or family history of cancer, to describe their demographic healthcare 

and cultural characteristics and to explore how the cultural factors impact their screening 
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adherence. The demographic findings showed predictors to CRC adherence among Filipino 

Americans were advancing age and those who received doctor’s recommendation which was 

more than five times likelier to report adherence (Ferrer et al., 2011). In exploring cultural 

factors associated with CRC screening, Ferrer et al. (2011) found lack of significant relationship 

between language preference and screening received among Filipinos. This finding was 

consistent with other studies where most immigrants who lived in the US for more than 10 years 

preferred the English language in speaking with their health care providers and that was also not 

a significant predictor of adherence (Francisco et al., 2014).  Ferrer et al. (2011) believed that the 

English language was not a barrier to Filipino Americans since English was spoken by the 

majority of this ethnic group. Ferrer at al. (2011) also revealed that there was a relationship 

between length of immigration and screening adherence if the effect of doctor’s recommendation 

was not included. The authors believed that the length of residency in the US predicted 

healthcare utilization patterns and increased visits to the doctor and increased the probability of 

receiving physician’s recommendation for CRC screening. The authors found a “marginally 

significant association” between external control (the perception that health outcomes were 

influenced by others and chance) and screening adherence which suggested that higher 

perception of external control decreases the likelihood to be screened for CRC while internal 

control (the influence of oneself to finding health problems early) had no significance on the 

screening outcome (Ferrer et al., 2011). The authors believed that Filipinos did not need to rely 

on the influence of others to undergo CRC screening based on recommended guidelines. The 

perception of control regarding health among Filipinos might rely on type and severity of the 

health problems, i.e. in less severe health issues Filipinos might perceive that reducing the 
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burden was their responsibility while with other types of diseases like cancer Filipinos might 

think of powerful others or chance dictating their health outcomes (Ferrer et al., 2011).  

Francisco et al. (2014) conducted a study to explore the perceptions and behaviors of 

Filipino Americans toward CRC screening and to determine the predictors of adherence to CRC 

and polyps screening recommendation among this group. According to the authors (2014), there 

were five predictors of adherence to CRC among Filipino immigrants: (1) those who had a 

relative with CRC (higher than those without), (2) those who were 65 years and older, (3) those 

who had heard of FOBT, (4) those who strongly agreed that CRC screening would reduce worry 

about CRC, and (5) those who had a very easy communication with their healthcare providers 

(Francisco et al., 2014). According to Francisco et al. (2014), three predictors were “potentially 

modifiable” (p. 388) and were likely associated with effective patient-provider communications 

and interactions when discussing about the benefits of CRC screening: (1) having heard of 

FOBT, (2) strongly agreeing that screening procedures would reduce worry about CRC and (3) 

having a very easy communication with healthcare providers. The findings showed that only 

49.5 % of Filipino Americans were adhering to CRC screening which was higher to the reported 

rate by previous studies and census (DHHS, 2010; CDC, 2014; Liss & Baker, 2014). Francisco 

et al. (2014) also showed that participants who lived more than ten years in the US and 

preference for English in speaking with health care providers were not significant predictors of 

adherence. This finding was consistent with previous study conducted by Ferrer et al. (2011). 

Most of the participants believed that there was God who would take care of their health and 

would provide care or healing through healthcare providers (Francisco et al., 2014). This finding 

was also consistent with the previous study conducted by Afable-Munsuz et al. (2011). 

According to Francisco et al. (2014), Filipino Americans had strong adherence with health care 
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providers’ recommendations and clinic visits and this had been consistent with previous studies 

as well (Wu et al., 2010; Afable-Munsuz et al., 2011; Ferrer et al., 2011; Maxwell et al., 2010, 

2012, 2013, 2014; Kimura, Sin, Spigner, Tran and Tu, 2014). However, Francisco et al. (2014) 

also found that most of Filipino participants in the study still believed in traditional Filipino 

preventive practices and about 40% of the still used alternative remedies for their health 

problems.  

Demographic Variables Defined 

 The socio-demographic variables used in the socio-demographic questionnaire (Appendix 

B) were defined as follows. Ethic origin was described as a Filipino, with both parents or one 

parent from Filipino ethnic origin and born in the Philippines or United States or in other 

country. The language variable encompasses Tagalog only or English or both. The number of 

years lived in the US refers to the number of weeks, months, or years residing in this country. 

The gender is defined as female or male or other. Other refers to individuals who self-identify as 

being homosexual or transgendered. Age refers to the number of years old the participant report 

to be. Marital status is defined as the legal status of the participant in terms of their relationship 

in the State of California. The options are married, divorced or widowed. The education level 

defines the level of education that each participant acquired in their lifetime, and includes high 

school or GED, some college or technical school, or college graduate. The employment status 

asked if the participant is currently working or not working or retired. The source of income 

refers to where participants obtain their financial resources in order to live in the US and other 

means of financial resources that participants utilize to live in the US. The type of living 

condition of the participant described as living alone or living with family or other people.  
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 The health status of participants pertained to the way they placed themselves in a health 

continuum. The participants’ ability to see a health care provider or a specialist or a primary care 

physician (PCP) was determined by having a medical insurance or not. The participants access to 

health care services gave them opportunity to see their PCPs regularly or based on their needs 

only, or not at all because they had no doctor, or they had multiple doctors. Health care access 

also means that participants were able to go to their PCPs’ clinics and keep their medical 

appointments, including hindrances, i.e. cannot afford cost or transportation/caregiver problems 

that refrain them from seeing their PCP on their scheduled appointments. The interview 

questions focused on the participants’ health beliefs and practices to maintain or improve health, 

including lifestyles that affected health conditions; their knowledge and perceptions about CRC 

and CRC screenings; and their cultural beliefs as projected on their own behaviors and actions to 

certain events that came into their lives, especially in times of illness, were expected to emerge 

during the interview.  

Theoretical Framework 

 The research study is based on the theoretical framework of Madeleine M. Leininger’s 

Culture Care Diversity and Universality using the Sunrise Model. The cultural care worldview of 

Leininger’s theory was developed and constructed to discover the care, health needs and 

knowledge of diverse cultures in hospitals, communities, and institutions in diverse heath care 

systems and settings (Leininger, 2008). The theory gives emphasis on nursing as an instrument to 

know and assist different cultures. Leininger (2008) believes that culturally based care factors 

influenced human expressions that were related to health, illness, well-being, or at time of death 

and disabilities. In-depth knowledge of the specific culture care values, beliefs, and ways of life 

of human beings within life’s experiences is significant to discover or unlock a wealth of new 
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knowledge for nursing and health practices. For this study, the major concepts of Leininger’s 

Sunrise Model included are as follows. Health is a state of well-being that is culturally defined, 

valued, and practiced and reflects the ability of the individuals to perform their daily activities in 

culturally expressed, beneficial, patterned life ways. Culture is the learned, shared, and 

transmitted values, beliefs, norms, and life ways of a particular group that guides their thinking, 

decisions, and actions in patterned ways. The model explores the interrelated components of 

cultural and social structure dimensions such as language, religion, kinship (social), economic, 

educational, philosophy of life, cultural beliefs, and values that are needed to be understood as 

they directly or indirectly influenced health and well-being. Environmental context refers to the 

totality of an event, situation, or particular experience that give meanings to human expressions, 

interpretations, and social interactions in cultural settings.  

The sub-concepts of the model applied are as follows. The generic care system is 

culturally learned and transmitted, traditional, folk (home-based) knowledge and skills used to 

provide assistive, supportive, enabling, or facilitative acts toward or for another individual with 

evident or anticipated needs to ease or improve the human life way and health condition or well-

being. The emic and etic part of the theory are included where the term emic refers to the 

participants’ cultural knowledge and views of specific experience or knowledge while the term 

etic refers to the outsider’s views or the knowledge that describes the health professional views. 

Both emic and etic views are used to differentiate the participants’ inside knowledge in contrast 

(or similar) with the researcher’s or professional knowledge and to discover new insights, using 

culturally based knowledge obtained from culture participants (Leininger, 2008). The theoretical 

assumptions relevant for this research study are as follows. The cultural values, beliefs, and 

practices, multiple social structure factors, environmental context, language, and generic and 
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professional care are critical influencers of cultural care patterns to predict health, well-being, 

illness, healing, and ways people face disabilities and death. The generic emic (or folk) and 

professional etic health factors in different environmental contexts significantly influence health 

and illness outcomes (Leininger, 2008).  

Summary 

 Leininger’s Sunrise Model will be utilized in the study to guide the researcher in 

searching and understanding diverse factors, culture, and Filipino Americans’ under-utilization 

of CRC screenings. Demographic questions and open-ended questions in semi-structured 

interviews in the study will be used to “tease out hidden and complex data” (Leininger’s, 2008, 

p. 14) while Leininger’s theory’s major concepts, sub-concepts, and assumptions will be applied 

to bring out in-depth, diverse, rich descriptive data that will be valuable for new discovery and 

cultural data findings.  
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Figure 1. Leininger’s Sunrise Model  
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CHAPTER THREE: METHODOLOGY 

Introduction 

 Previous studies about CRC screening among Filipino Americans have used measures 

such as surveys, scales and questionnaires to obtain data that was analyzed using inferential and 

descriptive statistics. For this study, the researcher described socio-demographic variables and 

compared from those who reported CRC use and no reported CRC use. The data from the 

interview were analyzed by content analysis producing themes that described participant’s 

meanings and experiences. Findings were compared to previous studies to confirm previous 

findings. The study was guided by Leininger’s Sunrise Model.  

Research Question 

 “What are the barriers and facilitators to CRC screenings among Filipino Americans, age 

50 and older, living in a senior housing unit in the US?’  

Identification of Setting 

 The setting for the study is to conduct a semi-structured interview with each participant in 

his or her private home or a location that is convenient for them with clear emphasis on 

importance of and compromising confidentiality of the data. The participants are living in a 

senior housing unit in Southern California.  

Research Design 

 The research is a descriptive qualitative study using a cross-sectional design. 

Population of Sample 

 The accessible population is Filipino Americans, age 50 years and older, living in the 

senior housing unit in Southern California. The eligibility criteria are self-identified Filipino 

Americans, 50 years and older, and able to speak, read, and write Tagalog or English. The 
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researcher also included a target population of the same eligibility criteria but not living in the 

senior housing unit to satisfy the number of participants needed for recruitment into the study. 

Nonprobability sampling was used and consisted of convenience, purposive and snowball 

sampling. The researcher designed a referral form for prospective participants. Recruitment 

continued until data saturation was reached. Once data saturation was reached at 12 participants, 

three additional participants were included to assure that there was no new data and data 

collection was complete.   

Methodology 

 The researcher developed socio-demographic variables for those who reported CRC 

screening use and those with no reported CRC, outlined in a Table1. IBM Statistical Package for 

the Social Sciences or SPSS 24 (2016) was used to analyze the data obtained. Descriptive 

statistics was applied to measure frequency distribution and percentages. Qualitative data was 

generated from semi-structured interviews. The interviews were analyzed using content analysis 

techniques. Methodological rigor was achieved using strategies included in the evaluation of 

trustworthiness of the research study. The four criteria from Lincoln and Guba’s frameworks of 

quality criteria were considered: credibility, dependability, confirmability, and transferability 

(Polit & Beck, 2012). The interview questions consisted of four questions that yielded rich and 

complex data. The interview questions are found in Appendix B. Probing questions were used 

when needed.  

Data Collection Process 

 Since the study involves human subjects, a request from Institutional Review Board 

(IRB) was approved (Appendix C). Participants living in the senior housing unit were contacted 

and given detailed information regarding the study and the procedure for data collection. A 
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referral form was given to a senior housing resident that agreed to assist the researcher in 

recruiting prospective participants. Once the researcher found eligible and willing participants, 

they were contacted by phone to set the date for the interview. The researcher had face-to-face 

encounters with the participants and read them the informed consent. If the participant refused to 

participate or declined to continue during the meeting, the researcher released the participant 

from further participation in the study. Once the participant agreed to be in the study and signed 

the informed consent, the researcher gave them the socio-demographic questionnaires. After the 

demographic questions were completed, the researcher started audio recording and interviewing 

the participant using the four scripted questions. The length of the interview were approximately 

30-45 minutes. The total time spent from answering the socio-demographic questions and the 

interview was 60 minutes. Self-report method was used to obtain in-depth and rich information 

from the participants. The researcher also gathered data from observation of participants’ verbal 

and non-verbal communication behaviors and characteristics. The socio-demographic questions 

and the audio recording were coded with participant’s given numerical code. Multiple methods 

were used to collect data such as survey questions, recorded interviews, field notes, and 

observations to develop a comprehensive understanding of what the study was investigating. The 

closing of the interview session was conducted with words of appreciation, assurance of 

confidentiality, and the availability of the researcher if concerns or questions arose after the 

meeting. The incentive of a bus ticket voucher with the amount of ten dollars was given to 

participants as a token for participating in the study. The data collected was then transferred to a 

locked file box in which only the researcher had the key.  
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Coding and Scoring 

The participants’ names were not used but rather coded as numbers as 01 to 15 Coding 

was used to organize and sort the data obtained from the interviews. Coding involves assigning a 

word, phrase, number or symbol to each coding category of all textual data from interview 

transcripts, direct notes, and field observations in a systematic way. The ideas and concepts were 

coded to form categories and ultimately the themes. The researcher was the only person who 

coded the data to ensure coding consistency of observations and interviews.  

Data Analysis 

 Descriptive analysis was used to measure and describe the data obtained from the 

demographic questionnaires the participants completed. The nominal and ratio levels of 

measurements will be used for the characteristic variables. Each demographic was assigned a 

number and entered into SPSS 24 (2016) to perform the data analysis. Frequency distribution 

was applied to systematically organize numeric data from lowest to highest to display 

interval/ratio level data using histograms and skewness, to find out if there is a normal 

distribution, and to find out the average and designated central tendency (the mean, median, and 

mode). Qualitative content analysis was used to analyze the content of narrative data from the 

interviews conducted.  

Bias 

 Bias could threaten the study’s ability to reveal the truth, producing distortion or error in 

the study results, and can affect evidence quality in a qualitative study (Polit & Beck, 2013). 

Biases that can result from this research study are as follows. Participants may not be motivated 

to answer the demographic or interview questions for reasons unknown to the researcher. Bias 

can also result from self-reported answers to questions and interviews and from the use of 
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convenience sampling method so that the sample may not be actually be representative of the 

population. Another form of bias is the researcher’s subjectivity. The possibility of the principal 

investigators’ subjectivity is demonstrated when participants are swayed in the direction of the 

researcher own expectations and experiences rather than the participants’, or “they may 

unintentionally communicate their expectations to the participants and thereby induce biased 

behavior or disclosures” (Polit & Beck, 2012, p. 176).  

 Auto-ethnography, a type of ethnography that involves self-scrutiny, i.e. the researcher, 

also a Filipino, conducting the study of Filipino Americans, may produce bias. The researcher’s 

ease of access and recruitment, ability to be candid, in-depth data collection due to pre-

established trust and rapport and the ability to detect subtle data that an outsider may fail to 

recognize can be beneficial but can also be a potential limitation, the inability to be objective 

about the group (or self-) process resulting in bias (Polit & Beck, 2012). According to Polit and 

Beck (2012), reflexivity needs to be considered by researchers to prevent against personal bias in 

making judgements. Researcher should be self-conscious and monitor the internal state and 

interactions with others during the study. Faulty methods of data collection resulted from 

inadequate capturing of the key concepts, malfunctioning of tools used, inadequate study design 

and flawed implementation can also lead to bias. Participants’ responses to questions and 

interviews may give biased answers such as social desirability response bias whereas people tend 

to present a favorable image of themselves instead of telling their true feelings and experiences 

about the subject being asked.  

Ethical Considerations 

 The research study will be dealing with human subjects who are participating in the 

survey questions and semi-constructed interviews in the privacy of their homes. The CSUSM 
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International Review Board (IRB) approval and number was obtained before conducting the 

study. The full disclosure of the research is clearly stated in the informed consent that each 

participant signed before answering the demographic questions and conducting the interviews. 

The study has minimal risks and an expedited review by the IRB was carried out and approved. 

The participants are adults and can decide for themselves if they want to participate in the study. 

If at any time participants did not want to continue answering the questions and interviews, they 

had the right to refuse further participation in the study. This is clearly stated in the copy of 

informed consent given to them. As an incentive, participants were given a bus ticket voucher in 

the amount of ten dollars if they completed the socio-demographic questions and interview. The 

information and data gathered from the participants, questionnaires, forms and audio recordings, 

were considered confidential and stored in a locked file box that only the researcher had access 

to. Since anonymity is impossible, confidentiality was implemented by the researcher, ensuring 

that breach of confidentiality would not occur.  

Summary 

 Data collection and preparation was time consuming. There were two prospective 

participants from the senior housing unit who did not participate because of an illness and a 

personal dilemma. The principal investigator was unable to make an appointment for the two 

prospective participants at a later date because of limited time. The researcher included target 

population of the same eligibility criteria but not living in the senior housing unit to satisfy the 

number of participants needed in the study.  
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CHAPTER FOUR: RESULTS 

Introduction 

 Chapter Four provides the results for the research question “What are the barriers and 

facilitators to colorectal cancer screenings among Filipinos, age 50 years and older, living in 

senior housing unit in Southern California?” 

 The data from the socio-demographic questions was analyzed using IBM SPSS Statistics 

Version 24 software (2016) to examine the frequency distribution. There were 16 variables 

entered into the IBM SPSS Statistics Version 24 (2016): participant ID number, age, gender, 

ethnic origin, marital status, spoken language, education, annual income, source of income, 

living status, health insurance, number of PCP, unable to see PCP, transportation status, work 

status, and years lived in the US. All variables were analyzed using descriptive statistics. The 

interviews were transcribed from audio recordings of participants who signed the consent and 

from the notes of those participants who refused to be audio recorded. The researcher used 

scripted and probing questions during the interview. 

Sample 

 The number of participants included in the research study totaled 15, all were Filipino 

Americans, 50 years old and above, and able to communicate in English and Tagalog. The 

researcher used nonprobability sampling consisting of convenience, purposive and snowball 

sampling. The researcher also included target population of the same eligibility criteria but not 

living in the senior housing unit to satisfy the number of participants needed in the study. Data 

saturation was reached at 12 participants and three more were included to assure that there were 

no other data that would emerge. Data collection was completed.  
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Data Collection and Preparation 

 Participants who responded from the flyers (Appendix A) and telephone calls, including 

those who were referred by prospective participants, were included in the study. Each participant 

signed the consent form in the language he or she preferred, including the consent to be audio-

recorded. Collection of data included socio-demographic questions and recorded interviews, 

including field notes, and observations. Study participants were given time to ask questions 

about the contents of the consent form and socio-demographic questions, and confidentiality of 

the study and data, including the contents of the audio recordings and the right to refuse to be 

audio recorded.  

 Each participant was interviewed in the privacy of his or her home. The interview lasted 

for 30-45 minutes. The total time spent from answering the socio-demographic questions and the 

interview was 60 minutes. Self-report method was used to obtain in-depth information from the 

participants. The researcher also gathered data from observation of participants’ verbal and non-

verbal communication behaviors and characteristics. The incentive of a bus ticket voucher with 

the amount of ten dollars was given to each participant. In closing of the interview session, the 

researcher appreciated all participants and assured confidentiality and the availability of the 

researcher if concerns or questions arose after the meeting. The data collected were transferred to 

a locked file box in which only the researcher has the key.  

 The transcripts from the interviews were analyzed using content analysis, applying 

inductive method. The process included open coding, words were classified into smaller content 

categories, then abstracted. All transcripts were read repeatedly and headings that described the 

important aspects of the content were written down. The categories were grouped based on how 



 
 

 

30 

many times the text appeared, identified them as belonging to a particular group, developed 

themes and sub-themes, and explored the potential relationships among these themes. 

Coding and Scoring 

Socio-demographic questionnaires were completed and included from data analysis. 

Variables were coded as scale, ordinal or nominal, according to the designated classifications. 

Summary of the data analysis variables with coding and scoring were provided in Table 1: 

Table 1. Coding and Scoring  

Variables Description Type Coding  

Age Ages in years Scale  
Gender Male  

Female 
Other 
 

Nominal  F=1 
M=2 
O=3 

Ethnic origin Filipino born in the Philippines 
Filipino born in the US/other country 
Partly Filipino 

Nominal FBP=1 
FBU/FBO=2 
PF=3 
 

Marital Status Married 
Divorced 
Widowed 
Separated 
Never married 
 

Nominal M=1 
D=2 
W=3 
S=4 
NM=5 
 

Annual 
Income 

Spoken 
Language 
 
 
Education 

<$10,000 
$10,000 - <$15,000 
$15,000 - <$20,000 
$20,000 - <$25,000 
$25,000 - <$35,000 
$35,000 - <$50,000 
>$50,000 
 
Tagalog only 
English only  
Tagalog and English 
 
Never attended school 
Elementary education 
Some HS education 

Nominal 

Nominal 

Nominal 

<$10,000 = 1 
$10,000 - <$15,000 =2 
$15,000 - <$20,000 =3 
$20,000 - <$25,000 =4 
$25,000 - <$35,000 =5 
$35,000 - <$50,000 =6 
>$50,000 = 7 
 
TO=1 
EO=2 
T&E=3 
 
NAS=1 
EE=2 
SHE=3 
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Variables Description Type Coding  

Source of 
Income 

Work status 

Living status 

Health 
Insurance 
 
# of PCP 
 
 

HS graduate 
Some college or technical school 
College graduate, Masters, PhD 
 
Self-supporting 
Pension 
Retirement 
SSI 
From family 
From Others/other means 
 
Employed 
Self-employed 
Retired 
Never worked 
Out of work 
Home maker 
 
Alone 
With spouse 
With family 
With others 
 
Yes 
None 
 
Yes, only one 
More than one 
None 

Nominal 

Nominal 

Nominal 

Nominal 
 
 
Nominal 

HSG=4 
SCOTS=5 
CGMP=6 
 
SS=1 
P=2 
R=3 
SSI=4 
FF=5 
FOM=6 
 
E=1 
SE=1 
Re=3 
NW=4 
OOW=5 
HM=6 
 
A=1 
WS=2 
WF=3 
WO=4 
 
Y=1 
N=2 
 
YOO=1 
MTO=2 
None=3 
 

Unable to see 
PCP 

Yes because of cost 
No 
Yes because of another reason 

Nominal YBOC=1 
No=2 
YBOAR=2 

 
Transportation 
status 

 
Drive my own car 
Public transportation 
Someone drives me 
Nobody to drive me 
Unable to afford public transport 

 
Nominal 

 
DMOC=1 
PT=2 
SDM=3 
NTDM=4 
UAPT=5 

 
Years lived in 
the US 

 
US residency in years 

 
Ordinal 
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Results 

 All variables were analyzed for normality using range, mean, median, and mode.  The 

participants were described using frequency distribution in Table 2.  

Table 2. Demographic of the interviewed Filipino Americans, age 50 years and above, by 

CRC screening use, in a senior housing unit in Southern California, 2018. 

 
Variable  Frequency Distribution  Total Sample 

Age 
Range 
Mean 
Median 

 
53-82 y/o 
66.33 y/o 
64 y/o 

(n=15) 

Gender 
Female 
Male 

 
73.3% 
26.7% 

 
(n=11) 
(n=4) 

Ethnic Origin 
Filipinos born in the 
Philippines 

 
100% 

 
(n=15) 

Marital Status 
Married 
Divorced 
Widow 

 
73.3% 
13.3% 
13.3% 

 
(n=11) 
(n=3) 
(n=2) 

 Annual Income 
>$50,000 
$20,000 to < $25,000 
$25,000 to <$35,000 
$10,000 to <$15,000 
<$10,000  

 
60% 
20% 
6.7% 
6.7% 
6.7% 

 
(n=9) 
(n=3) 
(n=1) 
(n=1) 
(n=1) 

Spoken Language 
English and Tagalog 
English  

 
93.3% 
6.7% 

 
(n=14) 
(n=1) 

Education 
College grad or higher 
Some college/technical 
HS diploma 

 
80% 
13.3% 
6.7% 

 
(n=12) 
(n=2) 
(n=1) 

Source of Income 
Other means 
Retirement/Pension 
SSI 
Family Support    

 
46.7% 
26.7% 
20% 
6.7% 

 
(n=7) 
(n=4) 
(n=3) 
(n=1) 

Work Status   
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Variable  Frequency Distribution  Total Sample 

Employed 
Retired 
Home maker 
Out of work 

46.7% 
33.3% 
13.3% 
6.7% 

(n=7) 
(n=5) 
(n=2) 
(n=1) 

Living Status 
With family 
With spouse 
Alone 

 
53.3% 
40 % 
6.7% 

 
(n=8) 
(n=6) 
(n=1) 

Health Insurance 
Yes 
No 

 
86.7% 
13.3% 

 
(n=13) 
(n=2) 

# of PCP 
Multiple PCPs 
Only one PCP 
None 

 
46.7% 
40% 
13.3% 

 
(n=7) 
(n=6) 
(n=2) 

Unable to See PCP 
Able to see PCP 
Unable to see PCP due to cost 
No PCP 

 
86.7% 
6.7% 
6.7% 

 
(n=13) 
(n=1) 
(n=1) 

Transportation Status 
Drives own car 
Asks someone to drive 
Uses public transportation 

 
66.7% 
26.7% 
6.7% 

 
(n=10) 
(n=4) 
(n=1) 

Years in the US 
Range 
Mean 
Median 
Mode  

 
0 – 15 years 
27.3 years 
30 years 
21 years 

(n=15) 
 
 

 

 From Table 1, the participant’s age ranged between 53-82 years of age, with a mean age 

of 66.33, a median age of 64 years, and a mode of 60 years. The participant’s gender was 

reported as female (n=11; 73.3%) and male (n=4; 26.7%). Study participants were all Filipinos 

born in the Philippines (n=15; 100%). The majority of participants by marital status were 

married (n=11; 73.3%), divorced (n=2; 13.3%), and widow (n=2; 13.3%). The majority of 

participants’ annual income was in the range of more than $50,000 (n=9; 60%); $20,000 to 

<$25,000 (n=3; 20%); < $10,000 (n=1; 6.7%); $10,000 to < $15,000 (n=1; 6.7%); and $25,000 
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to < $35,000 (n=1; 6.7%). The most common spoken language of the participants was Tagalog 

and English (n=14; 93.3%) and English only (n=1; 6.7%).  

 The majority of participants were college graduates or attained a higher education (n=12; 

80%), followed by those with some college or technical education (n=2; 13.3%), and a high 

school graduate (n=1; 6.7%). Most participants’ source of income came from other support or 

means (n=7; 46.7%); retirement (n=3; 20%); SSI (n=3; 20%); pension (n=1; 6.7%), and family 

support (n=1; 6.7%). The most common work status of participants was still employed (n=7; 

46.7%); retired (n=5; 33.3%); home maker (n=2; 13.3%); and out of work (n=1; 6.7%). The 

majority of participants live with family (n=8; 53.3%); with spouse (n=6; 40%); and alone (n=1; 

6.7%). The most common response of participants if they have health insurance was yes (n=13; 

6.7%); and none (n=2; 3.3%). Most of the participants had more than one PCP that they see 

(n=7; 46.7%); followed by at least one PCP (n=6; 40%); and no PCP (n=2; 3.3%).The majority 

of participants had no reason why they could not see their PCPs (n=13; 6.7%); no able to see 

because of cost (n=1; 6.7%) and other means (n=1; 6.7%). The majority of participants had no 

transportation issues. They drive their own car (n=10; 66.7%); ask someone to drive them (n=4; 

26.7%); or use a public transportation (n=1; 6.7%). The number of years participants have been 

residing in the United States range between 0 year (2 months) to 39 years with a mean of 27.3 

years, median of 30 years, and mode of 21 years. 

 There were five final themes and 4 sub-themes that emerged. They were chosen based on 

the consistency of the data, on how relevant the data to the perception of each study participant 

on CRC screenings, and the aim of addressing answers of the research question. Quotes from 

study participants were selected to describe meanings expressed by participants, including to 

capture revealing experiences unique for each participant.  
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Experience on CRC Screening 

One of the themes that emerged is participants’ experience on CRC screening. CRC 

screening is described as either they completed a stool test kit or a colonoscopy or both, at least 

at age 50 years and before 75 years old, the age that CRC screening is no longer recommended 

by US Preventive Services Task Force (USPSTF). The majority of the participants had CRC 

screening which was the stool test kit that they mailed every year to their health care providers. 

From this theme, four sub-themes arose: had stool test but not colonoscopy; had stool test and 

colonoscopy; had colonoscopy only; and never had any CRC screening.  

 Never had any CRC Screening. One study participant who was an immigrant and newly 

arrived from the Philippines two months ago, did not have a medical insurance or a PCP, and 

was the only participant who never had any CRC screening, including in the Philippines. Her 

response was:  

 ‘I do not know anything about colorectal cancer screening. I never see a doctor in my 
 country unless I get sick. Last time I saw a doctor was when I was in my 20s because of 
 flu or cough or allergies.’ 
  

Had colonoscopy only. A study participant was not given an option of a stool test except 

a colonoscopy that was part of her comprehensive cancer screening and treatment. She was 

diagnosed with lymphoma. She also had a medical insurance that she could go any doctor of her 

choice. According to her, “My doctor never mentioned anything about screening for colon 

cancer.” Another participant quoted: 

 “I do not know what to pick between stool test and colonoscopy. I just follow what my 
 doctor recommends or best for me. My doctors did not give me any option, they just sent 
 me straight to colonoscopy.” 
  
Another participant had colonoscopy when she was younger than 50 y/o because of abdominal 

symptoms. One study participant heard from his coworkers, who did not have Kaiser medical 
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insurance, that their PCPs did not recommend stool test but had sent them for colonoscopy 

procedure instead: 

 ‘…My coworkers did not know about my stool test kit. They said that their doctors sent 
 them straight to do the procedure. I rather choose another option rather than do the 
 colonoscopy.’ 
  

Had stool test but not colonoscopy. The majority of the study participants, which was 

about 53%, had seen their PCPs and recommended CRC screenings, either a stool test or a 

colonoscopy. But they were also not given a detailed explanation about the different types of 

CRC screening, their accuracy, and emphasis on their importance. One study participant said that 

her PCP recommended colonoscopy once but did not ask her anymore. She added that her doctor 

explained the screening in “passing,” but: 

 ‘It is not the main problem of my visit, so they (doctors), focus more on my chronic 
 diseases.’ [Laughing]. 
 

The common health insurance of most participants was Kaiser Permanente (KP), a health 

maintenance organization (HMO) which was affordable and that most Medicare patients have. 

KP representatives call patients, email them, or send stool test kits by mail as one of its methods 

for members to comply for its preventive screening goals. KP members have options on how 

they will do their CRC screening.  

 ‘My doctor mails me the stool test kit every year so I mail it back. I do not have to do the 
 colonoscopy. If my doctor did not give me the kit initially, then I will probably consider 
 colonoscopy. Since my stool test kit result is always negative, I do not have to do the 
 colonoscopy. Why will I do colonoscopy when my stool test kit result is always 
 negative?’  
 
Some study participants have fears about the colonoscopy procedure and its complications or 
side effects to the body. They also heard negative comments and experiences about the 
procedure from their loved ones or family, friends, and other people, that caused them to opt for 
the stool test. Some study participants responded:  

‘I heard from my coworkers who did the colonoscopy that the procedure is painful, or 
 they have uncomfortable feeling. I do not want to have this experience.’ 
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‘I work in the ER and from my own experience, I saw patients coming in for bleeding 

 after a simple procedure of colonoscopy. After cautery, they come back again for 
 bleeding, and this time they lost a significant amount of blood already, and the doctor 
 open them up. I do not want that to happen to me.’ 
  

Had colonoscopy and stool test. About 33% of the study participants had completed 

both stool test and colonoscopy as their CRC screening due to: presence of abdominal 

symptoms; presence of medical condition and CRC screening was part of cancer preventive 

screening and monitoring; result of either stool test or colonoscopy procedure was positive, i.e. 

positive for polyps during a colonoscopy procedure or positive for occult blood; and knowledge 

of someone, family or friends or people they know, had CRC and they wanted to be screened for 

cancer. Quotes from study participants to illustrate their experiences were as follows: 

 ‘My husband had stool tests before colonoscopy, and results were always negative, but 
 the frequent abdominal pain was the reason why his doctor ordered the procedure. All the 
 polyps were eliminated. He does colonoscopy every 5 years and the result is always 
 negative.’ 
 

 Study participants who had colonoscopy did not have the pain, complications or side 

effects, and fears that some of participants perceived through what they had seen or heard from 

their loved ones, family and other people. These were confirmed by the following quotes 

 

 ‘Every time I do the procedure, I have no pain during and after, no bleeding or other 
 complications. I have no fear, do not feel scared, do not worry, awake when I did the 
 procedure and it did not bother me at all, I went back to work the following day.’ 
 [Smiling] 
  

‘The only thing that I dislike about colonoscopy is the before doing the procedure, I have 
 to drink this liquid stuff for 3 days. This is very uncomfortable for me. I was half-awake 
 when they did it. I did not really feel any pain. I felt fine after the procedure. No 
 complications or whatsoever.’ 
 

The Value of a Health Care Provider 
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 Study participants trusted and were satisfied with their PCPs. In fact, all of them agreed 

with their PCPs recommendations on CRC screening. Study participants were aware of the 

positive benefits of these screenings, and for that submitted their stool test annually or did the 

recommended colonoscopy every 5 to 10 years. Few study participants had seen their PCPs only 

when they were sick. This is why health care providers should take the opportunity to discuss 

and educate their patients regarding available and appropriate screening on every initial clinic 

visit. In fact, most of the study participants would consider colonoscopy if their PCPs strongly 

recommended it. Health care providers also have limitations, that is, they cannot force patients to 

do a procedure if patients refused. Although health care providers were trusted and respected by 

the study participants, they were unable to convince the majority of study participants to do 

colonoscopy, a more effective CRC screening than the stool test alone. Some participants 

mentioned that their doctors were not insisting and focused more on their chronic diseases than 

CRC screening, or their PCPs did not explain other options, or did not mention CRC or its 

screening during their clinic visits. The following are some quotes that validated the experiences 

of study participants with their PCPs:  

 ‘If my doctor did not give me the kit initially, then I will probably consider colonoscopy.’ 
 ‘I think doctors should explain to their patients what options they have to do the 
 colorectal cancer screening and what test is more accurate.’ 
 

‘If my doctor recommended colonoscopy before, I would do it. The same thing when I 
said yes to blood tests and flu shots. I trust my doctor. He is a good and kind doctor. He 
explains to me everything and has patience when he talks to me. I do not understand 
sometimes because my hearing and my English are not good, but, still, he will spend time 
to talk to me.’ 
 
‘I trust my doctor, about 90%. The other 10% is when the provider is younger and telling 
me what I already know. I do not challenge them, but rather respect them.’ 

 

Health Beliefs and CRC Screening 
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 Most study participants believed that they are healthy because “they eat healthy and 

exercise,” have regular bowel movements, take their medications or vitamins every day, are 

compliant with their doctor visits, and see a doctor if they are ill. Study participants also believed 

that “no family history of cancer” or absence of stomach symptoms signified that they were at 

low risk of acquiring cancer. Study participants were aware that screening was “good” and had 

benefit. This was the reason why most of them considered doing CRC screening, especially the 

stool test. Study participants also viewed CRC screening as not a priority or an urgency because 

their focus was more on their chronic diseases such as diabetes, hypertension, and high 

cholesterol. The following quotes described the health beliefs and CRC screening of the study 

participants:  

 ‘If I have symptoms and my doctor recommends colonoscopy, then I will consider it. My 
 family has no history of cancer, so I am low risk. Because I know I am healthy and has 
 no symptoms, I will stick to the stool test kit.’ 
 

 After being cancer free, ‘I considered myself healthy. I eat healthy and exercise by 
 walking every day. I also go to my doctor’s appointments regularly.’ 
 

 ‘I am healthy and has no family history of cancer. My family’s common diseases are 
 hypertension and diabetes. I am very sensitive to medications and drugs, especially 
 sedation.’  
 

Perceptions on CRC and CRC screening  

 All study participants believed that CRC screening is “good”, and this was true for any 

screenings that their health insurance recommended due to its positive benefits, especially on 

cancer screening. Most of them were aware that early detection of cancer through screening 

could lead to early detection, prevention, and treatment. Quotes from selected participants were: 

 ‘Screening is good. That will be good, but I think it will depend on the will of the person 
 if they want it.’ 
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 ‘…. I rather choose another option rather than do the colonoscopy. How about the pill 
 that a patient will take, and that pill has a camera that will scan everything inside? If there 
 is an abnormal polyp, then that is the time that patient can be scoped. Screening is good 
 for finding out cancer, and I agree that early detection can prevent cancer from 
 spreading.’ 
 

 ‘I am aware that stool test is not 100% accurate in detecting CRC and if anything, that is 
 different that will alarm me, I will see my doctor to be checked.  I do not know any other 
 options as a replacement for colonoscopy, but if there is one available, it will be very nice 
 to prevent the scope. I think that CRC screening is good and reduces the rate of cancer 
 deaths. I am glad about the technology and improvement in following up cancer by 
 recommendations and early screening.’ 
  

‘I am glad my friend did the colon screening because my friend found out that she had 
 colon cancer in an aggressive stage already. My friend followed her doctor’s order to do 
 the colonoscopy or else she would not know. I would do the same thing what my friend 
 did because my friend got well when she followed what her doctor recommended.’ 
  
Culture, Language, and CRC Screening 

 The responses of all study participants about culture and CRC screening were consistent. 

There was no relationship between culture and CRC screening. During the interviews, the 

language used was in English and Tagalog. The majority of the Filipinos living in the US speak 

and understand English; therefore, language is not a barrier to communication. A newly arrived 

immigrant who came from rural areas in the Philippines may have a language barrier, not 

because of English, but because he or she speaks another dialect that is not common to other 

Filipinos. One study participant said, “The language is also not a problem here in the US. Most 

of us speak and understand English, even in our country. If there is a language barrier, then 

doctors here usually provide interpreter services and all they have to do is ask for one.”. Quotes 

from study participants revealed the true meaning of culture and CRC screening:  

 ‘I do not know if culture has something to do with Filipinos not doing all these screenings 
 that their doctors telling them. If these screenings or recommendations are available in 
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 the Philippines, then all the Filipinos there have done them. In my country, we trust 
 doctors and we follow their advice, especially if it is free.’ 
 

 ‘I do not think that culture has something to do with colonoscopy. The main thing about 
 Filipinos in my country, in general, is that they are poor. Health is not their priority 
 [pausing]. Before they spend money for their health, they think of their family first, if 
 they have something to eat or spend for their day by day necessities. I have not spoken to 
 any Filipino who did colonoscopy in the US, so I have no idea how they are with the 
 colonoscopy screening. I did it myself, so I know.’ 
 

 ‘There is no relationship between culture and CRC screening. Filipinos in my country 
 are not aware of colorectal cancer and screening, it is very uncommon for them to go and 
 see the doctor because they do not have health insurance, also, it is not that they are 
 afraid of the procedure, but they do not have money to pay for that.’ 
  

‘I do not think that saying no to colonoscopy has something to do with my culture or my 
 cultural beliefs. It is painful procedure so many people will refuse or will have second 
 thoughts to do it. I for one feels the same way based on what I heard from my 
 coworkers.’ 
 

Summary 

 Data saturation was reached at 12 participants and 3 more were included to assure that 

there were no further data to include in the study. From the socio-demographic questionnaires, 

16 variables were produced, and data was analyzed using the IBM SPSS Statistics Version 24 

software (2016). The characteristics of study participants were described on Table 1, showing the 

variables, frequency distribution, and total samples. Content analysis with the application of an 

inductive method was applied to analyze the transcripts from the interviews, including written 

notes and observations. Five themes and 4 sub-themes were developed and discussed, using 

selected quotes and self-reporting meaning and experiences of study participants. The 

significance of these findings was further evaluated and is discussed in the next chapter.  
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CHAPTER FIVE: DISCUSSION 

Introduction 

 The frequency distribution of socio-demographic variables showed that age, years living 

in the US, education, employment, having health insurance and a PCP predispose older Filipinos 

to adhere to CRC screenings, either a stool test or a colonoscopy procedure. Based on self-

reported transcripts of the study participants, five themes and 4 subthemes developed: experience 

on CRC screening (never had CRC screening, had a colonoscopy only, had stool test but not 

colonoscopy, and had stool test and colonoscopy as sub-themes); the value of a health care 

provider; perceptions of CRC and CRC screening, health beliefs on CRC screening; and culture, 

language and CRC screening. The barriers to CRC screening among older Filipinos are: newly 

arrived Filipino immigrants, unable to afford health insurance cost or the procedure cost, fear of 

colonoscopy due to perceived pain heard from others and complications of the procedure, and 

partial involvement of health care providers to CRC screening. Language is not a barrier because 

majority of Filipinos know how to communicate in English and Tagalog. Health beliefs of older 

Filipinos are not considered barriers to CRC screening because study participants did not only 

recognize the significance of CRC screening or any screenings that their PCPs recommended, 

but they also believed that by maintaining optimum health, there was no need to see a healthcare 

provider for immediate CRC screening or even a notion that they had colon cancer. 

 Health care providers are still the most influential and effective facilitators to CRC 

screening among older Filipinos. Other facilitators to CRC screening, especially colonoscopy 

are: presence of abdominal symptoms that prompted them to do a colonoscopy; or a disease that 

predisposed them to do colonoscopy; a positive stool test or past presence of polyp that required 

colonoscopy; knowledge of someone they knew who had CRC so they wanted to be screened for 
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cancer; the perception and knowledge of study participants that CRC screening had positive 

benefits; positive experiences of those study participants who did colonoscopy; and the initiative 

of health insurance to promote CRC screening among their members. Study participants 

perceived that culture ‘has nothing to do with CRC screening’ and was not the reason why 

Filipinos under-utilized CRC screening in the Philippines. Fatalistic attitudes and the Bahala na 

attitude that were associated with Filipinos are not the reasons why they under-utilized CRC 

screening. They believed that they were at low risk in developing CRC and, for this reason the 

screening was not a high priority. Although they had this belief, the majority of study 

participants were compliant with completing CRC screening recommended by their PCPs.  

Major Findings by Research Question  

The purpose of the study is to describe and explore barriers and facilitators to CRC 

screening among Filipino Americans, age 50 years and older, living in a senior housing unit in 

Southern California. The characteristics of the study participants are significant predictors to 

CRC screening adherence. The findings in this research study revealed that the advancing age of 

the participants predispose them to preventive screenings and recommendations by their health 

insurance and PCPs. This is consistent with the findings of Ferrer at al. (2011) whereas Filipino 

Americans with advancing age who received doctor’s recommendation were more than five 

times to report adherence to CRC screening. The majority of the study participants have lived in 

the US for more than 27 years. As legal immigrants, they have benefits from government 

programs such as medical health insurance, supplemental security income; and if they worked, 

they received a pension at retirement age. The findings in this study showed that the longer 

participants lived in the US, there was an increased chance that they had already access the  

health care system, established relationship with their PCPs and had already received doctor’s 
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recommendation for CRC screening. This finding is also consistent with the study of Ferrer et al 

(2011) that the length of residency in the US predicted health care utilization.  

 About 80% of the study participants have a college degree or are in a health care 

profession that contributed significantly to health literacy. In fact, some of the participants asked 

the researcher about options that were less invasive than colonoscopy. One participant mentioned 

about the use of “PillCam Colon 2,” where a patient ingests the capsule containing two miniature 

cameras on either end, and as the capsule travels through the digestive tract, it captures images 

and wirelessly transmits them to a recorder the patient wears on a belt (Loyola University Health, 

2017). If the result shows a polyp or cancer, then that is the only time that a colonoscopy is 

needed to do biopsy or cauterize polyp. Study participants also shared their knowledge about 

cancer as a disease and the importance of CRC screening. This finding is consistent with the 

study conducted by Afable-Munsuz et al. (2011) that Filipino Americans were health literate and 

could make health-related decisions based on wide range of information presented to them.  

 All study participants speak either English or Tagalog and English. This confirmed what 

Ferrer et al. (2011) claimed that the English language was not a barrier to Filipino Americans 

since English was spoken by the majority. Study participants were able to communicate with 

their PCPs, especially those who have lived in the US for many years. According to Francisco et 

al. (2014), their finding was consistent with other studies where most immigrants who lived in 

the US for more than 10 years preferred English in speaking with their health care providers. 

Health care providers have the advantage of discussing CRC and its screening to this particular 

ethic group, including compliance with colonoscopy procedure. The majority of the study 

participants have access to health care, have their own PCPs they see regularly, and access to 

transportation by driving their own cars or having someone to drive them. The most common 
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health insurance of study participants was Kaiser Permanente, a health care organization that is 

savvy on preventive screenings; and, therefore, facilitates adherence to CRC screening.  

 One of the barriers to CRC screening is a newly arrived immigrant who does not have a 

job or any other source of income, health insurance and a PCP, and temporarily unable to drive a 

car. In fact, there was a participant included in the study who just came to US for 2 months, 

barely adjusting to her new life in the US, who did not have CRC screening in the Philippines 

and only had a complete physical examination prior to her migration to US. Her situation is 

temporary because her family will assist her to apply for health insurance, a job, driver’s license, 

and all things that she needs to be successful in the US. Another barrier is inability to pay for the 

health insurance cost. A study participant lost his medical insurance this year because he could 

not afford to pay the monthly fees. He applied for government health insurance, but he was 

denied because his income was over the required income limit. The majority of the study 

participants had completed CRC screening, either stool test or colonoscopy. The research study 

revealed that those study participants who preferred the stool test and refused colonoscopy had 

expressed their fears of having the procedure because of the negative feedback, i.e. pain and 

discomfort during the procedure, or complications and side effects after the procedure that they 

heard or knew from people who experienced colonoscopy. Another barrier is the partial 

involvement of health care providers to CRC screening.  Although health care providers 

recommend CRC screening, they were not insisting enough to convince the accuracy and long-

term benefit of colonoscopy.  

 The research study revealed that health care providers are still the most influential and 

effective facilitators to CRC screening among older Filipinos. Study participants had expressed 

their trust and respect to their PCPs. The participants were compliant to the least invasive CRC 
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screening and would consider colonoscopy if their health care providers would strongly 

recommend the procedure. This finding is consistent with previous studies where Filipino 

Americans had strong adherence with health care providers’ recommendation and clinic visits 

((Wu et al., 2010; Afable-Munsuz et al., 2011; Ferrer et al., 2011; Maxwell et al., 2010, 2012, 

2013, 2014; Kimura, Sin, Spigner, Tran and Tu, 2014). The research study also revealed other 

facilitators to CRC screening, especially colonoscopy: presence of abdominal symptoms that 

prompted them to do a colonoscopy; or a disease that predisposed them to do colonoscopy; a 

positive stool test or presence of polyp that required colonoscopy; knowledge of someone they 

knew who had CRC so they wanted to be screened for cancer; the perception and knowledge of 

study participants that CRC screening had positive benefits; positive experiences of those study 

participants who did colonoscopy; and the initiative of health insurance to promote CRC 

screening among their members.  

 The majority of study participants viewed that they were at low risk to acquire CRC or 

any type of cancer because they eat healthy, they exercise, they had regular bowel movement, 

they do not have family history of cancer, they are compliant with their medicines and clinic 

visits; they do not have symptoms; and their stool test’s result is always negative. Study 

participants did not only recognize the significance of CRC screening or any screenings that their 

PCPs recommended, but they also believed that by maintaining an optimum health, there was no 

need to see a healthcare provider for an immediate CRC screening or even a notion that they had 

colon cancer. This finding is consistent with the previous study of Afable-Munsuz et al. (2011) 

that Filipina women’s views of lack of family history of cancer, the ability to cleanse one’s 

system, and maintaining a well-balanced lifestyle by exercising and eating healthy protected 

them against colon cancer. The Filipina women in the study recognized the importance of CRC 
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screening but they also perceived that there was no immediate urgency that they needed to see a 

health care provider or a notion that they had colon cancer (Afable-Munsuz et al., 2011).  

The research study does not support the idea that under-utilization of CRC screening is 

due to fatalistic attitudes, which is similar to the previous study of Afable-Munsuz et al. (2011); 

but rather because older Filipinos in the study believed that they were at low risk in developing 

CRC and, for this reason screening was not a high priority. The research study also revealed that 

Bahala na, a Tagalog word that signified both human effort and fate, indicating uncertainty and 

confrontation, is not attributed to low levels of CRC screening because the majority of study 

participants were compliant with CRC screening recommended by their PCPs. This finding is 

consistent with the previous study of Afable-Munsuz et al. (2011) that Bahala na was 

inappropriately attributed to the low levels of CRC screening of Filipina women because they did 

not appear to be uninformed about the importance of CRC screening and no confrontation was 

involved in delaying a CRC screening test. Most of the study participants were more concern on 

their diabetes, hypertension, gout, and high cholesterol than CRC and its screening. Religion was 

mentioned a few times during the interview but did not show a clear relationship with CRC or its 

screening. They perceived that their faith in God strengthened and assisted them to cope in life’s 

stress, especially in times of illness, without neglecting their responsibility to do their part. This 

finding is consistent with the study of Afable-Munsuz, et al. (2011) where the perspective of the 

Filipina women was captured in a common Tagalog saying, “nasa Diyos ang awa, nasa tao ang 

gawa” (‘It’s up to God to have compassion, but to the individual to make this happen’).  

 The most interesting and significant finding of the research study is that study 

participants perceived that culture ‘has nothing to do with CRC screening.’ They believed that 

culture was not the reason why Filipinos under-utilized CRC screening in the Philippines. 
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Philippines has no government health programs that promote preventive screenings among 

Filipinos, and this is why the majority of the population is not aware about CRC and its 

screening. Health insurance in the Philippines is only for those who have money and can afford 

to pay the premium. Philippine companies do not offer health insurance to their employees. 

Extreme poverty in the Philippines was estimated at 19.2 percent of the population, or about 18.4 

million people, based on the international poverty line of $1.25 per day in 2012 (Dy-Liacco, 

2014). This is also the reason why poor Filipino families do not visit a doctor, unless it is an 

emergency, because they need to have food on the table first before paying a medical service. 

Previous studies and discussion about culture and CRC screening are limited. This is the first 

research study that discussed why there was no significant relationship between culture and CRC 

screening based on self-report perceptions of older Filipinos in the US. In lieu of the previous 

study and findings of Francisco et al. (2014) that most Filipinos still believed in traditional 

Filipino preventive practices and about 40% of them still used alternative remedies for their 

health problems, none of the study participants had used or are currently using traditional and 

Filipino preventive practices. But this traditional medicine may still be commonly used in the 

rural areas in the Philippines but not by Filipinos living in the US.  

Limitations 

 Due to previous limited research studies about CRC and its screening among Filipinos, 

the socio-demographic questionnaire was specifically designed to cover all the variables needed. 

There were also very limited previous studies about culture and discussion was only focused on 

language or another type of cancer, i.e. breast cancer, but not specifically on CRC. The potential 

sources of bias in the study were the sampling method that was used and unbalanced samples, 

i.e. more females than males, lack of participant that had CRC. Another source of bias was the 
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used of self-reported questionnaires and interviews that may have given biased responses. The 

findings of the research study were limited only to older Filipinos residing in a senior housing 

unit in Southern California and cannot be a representative of all the Filipinos living in the US or 

in the Philippines.  

Generalizability 

 The research findings can be generalized to individuals’ other than those who participated 

in the study. Although the study was limited to older Filipinos living in a senior housing unit, the 

principal investigator was able to obtain participants residing outside the senior housing unit, 

referred by study participants with the same eligibility requirements.  

Implications for Nursing Practice 

 Healthcare reform continues to change. As it evolves, nurse practitioners (NPs) will 

assume most of the role of a primary care provider to fill in the primary care needs of the 

country. One of the challenges that NPs face is how to explain the role of CRC screening for 

prevention and early detection of CRC and to implement screening strategies appropriately to all 

patients, especially to different ethnic groups in the US. For older Filipinos, NPs should continue 

to educate the importance of healthy lifestyle factors and review their health condition every 

clinic visit. Health care provider should give time to establish rapport with their patients and 

continue to recommend CRC screening, especially to those who are undecided to do a 

colonoscopy procedure, considering also the costs and reimbursement for CRC screening. NPs 

assure that every eligible patient receives education about CRC disease and the importance of 

CRC screening, including detailed information and options on the different screening tests they 

need. Because healthcare is dynamic, and recommendations and information keep changing, NPs 

must be current with evidence-based strategies and implement those practices to increase CRC 
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screening adherence. According to Spruce and Sanford (2012, p.173), NPs are in a ‘pivotal 

position to redesign primary care and make it more patient centered.’ Study participants had 

expressed their views and were able to make decisions on the type of CRC screening they 

preferred. NPs should empower their patients and at the same time, understand and respect their 

decisions without jeopardizing patient’s health.  

Recommendations for Future Research 

 The study is only the beginning of many possible research studies about CRC screening 

and culture. Future studies about this concept will further validate the finding of this research 

study. A quantitative study may also be conducted using correlation of the themes and variables 

that emerged from this research. Another possible study is mainly for healthcare providers on 

finding tools that they can use to facilitate CRC screening and how they can be more effective in 

promoting CRC screening not only for a particular ethnic group but also for all of their patients 

with emphasis on colonoscopy procedure and CRC disease.  

Summary 

 Older Filipino Americans in this study revealed that they were compliant with CRC 

screening; even though they preferred to utilize the stool test than the colonoscopy procedure. 

Healthcare providers are still the most effective tool to disseminate information about CRC 

disease and discuss the importance of CRC screening on prevention and early detection of CRC. 

Because study participants trusted and respected their PCPs, healthcare providers, including NPs, 

should take this opportunity to educate their patients, guide and empower them to make their 

decisions without compromising their health.  
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Appendix B 

 
SOCIO-DEMOGRAPHIC AND INTERVIEW QUESTIONS 

 
INSTRUCTIONS: 
Please answer in good faith the questions.  
THERE IS NO RIGHT OR WRONG ANSWER FOR EACH QUESTION. YOU WILL 
NOT BE GRADED FOR THIS NOR DISCRIMINATE YOU FOR YOUR ANSWER.  
Any concerns or issues about the questions, please speak with the researcher, ANNA MARIE 
PONCE, RN, BSN, PHN.  
Please circle or check (√) or mark X the letter or fill in that best describe your answer to each 
question.  
All the information on these questions are confidential and would only be used for analysis 
purposes of the research project.  
PLEASE DO NOT WRITE YOUR NAME ON ANY PAGES OF THE 
QUESTIONNAIRE. 
Socio-demographic Information 
 
 

1. How do you describe your ethnic origin? 
 

a. I am a Filipino. I was born in the Philippines 
b. I am a Filipino. I was born in the � United States or �in another country 
c. I am partly Filipino (either one of my parents is not from Filipino ethnic origin 

 
2. What language or languages you speak? 

  
a. Tagalog only 
b. English 
c. Tagalog and English 

 
3. How many years have you lived in the United States? 

 
a. ____ weeks 
b. ____months 
c. ____years 

 
 

4. What is you gender? 
 

a. Male 
b. Female 
c. Other 
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5. What is your age? 
 

 Exact number of age ________ 
6. What is your marital status? 

 
a. Married 
b. Divorced 
c. Widowed 
d. Separated 
e. Never Married 

 
7. What is your highest grade or year of school you completed? 

 
a. Never attended school 
b. Elementary education 
c. Some high school education 
d. High school graduate 
e. Some college or technical school 
f. College Graduate, Masters, PhD 

 
8. Are you currently _____? 

 
a. Employed for wages 
b. Self-employed 
c. Retired 
d. Never worked 
e. Out of work 
f. Home maker 

 
9. Is your annual income? 

 
a. Less than $10, 000 
b. $10,000 to less than $15,000 
c. $15,000 to less than $20,000 
d. $20,000 to less than $25,000 
e. $25,000 to less than $35,000 
f. $35,000 to less than $50,000 
g. More than $50, 000 

 
10. What is the source of your income? 

 
a. Self-supporting (has own savings) 
b. Pension 
c. Retirement (401K, etc.) 

  d. SSI 
e. From family  
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f. From others and/or other means 
 

11. Do you live ____? 
 
a. Alone 
b. With spouse 
c. With family 
d. With other 

 
Healthcare Access Information 
 

 
1. Do you have any kind of health care coverage, including health insurance, prepaid plans 

such as HMOs, government plans such as Medicare? 
 

a. Yes 
b. None 

 
2. Do you have a doctor? 

 
a. Yes, only one 
b. More than one 
c. None 

 
3. Was there a time in the past 12 months when you needed to see a doctor but could not 

because of cost? or another reason/s? 
 

a. Yes because of cost 
b. No 
c. Yes because of another reason/s 
 

 
4. How do you go to your medical appointments? 

 
a. I drive my own car. 
b. I go by bus or other types of public transportation. 
c. I ask someone to drive me.  
d. I do not have anyone to drive me. 
e. I cannot afford to pay other means of public transportation. 
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INTERVIEW QUESTIONS: 
 
Question #1 (For participants who never had CRC screening) 
 Tell me about how you feel about colorectal cancer. 
 
Question #2 (Probing) 
 Tell me what kept you from not doing the colorectal cancer screening.  
 
Question #3 (For participants who reported that they had CRC screening) 
 Tell me about how you feel about colorectal cancer. 
 
Question #4 (Probing) 
 Tell me what made you do the colorectal cancer screening.  
 
Question #5 (For both type of participants) 
 What is it about colorectal cancer screening that you do not like? or agree?  
 
Question #6 (Probing) 

 Can you tell me more about what you do not like or agree about CRC screening? 
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