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ABSTRACT

INTRODUCTION

Objective: To know the reasons to participate or not in a
colorectal cancer (CCR) screening programme and to analyze the
differences by sex, age and social class.
Methods: Cross-sectional study by a telephone survey directed
to a sample of men and women aged between 50-74 year old,
participants (n = 383) and non participants (n = 383) in the CCR
screening programme of Valencian Community. Descriptive
analysis and logistic regression models estimating the Odds Ratio
(p < 0.05).
Results: The main reasons to participate are “it is important
for health” (97.9 %) and “the test is easy” (97.6 %); and to non
participate are “no CCR symptoms” (49.7 %) and “didn´t receive
invitation letter” (48.3 %). Women are more likely not to participate
if the reason was to consider the “test unpleasant” (OR: 1.82; IC:
1.00-3.28), and men if the reason was “lack of time” (OR 0.51;
IC: 0.27-0.97); persons 60 or more years old if the reason was
“diagnostic fear” (OR: 2.31; IC: 1.11-4.80), and persons 50-59
years old if was “lack of time” (OR 0.44; IC: 0.23-0.85); non manual
social class persons if the reason was “lack of time” (OR: 2.66; IC:
1.40-5.10); manual women if the reason was “embarrassment to
perform the test” (OR: 0.37; IC: 0.14-0.97); and non manual men
if was “lack of time” (OR: 4.78; IC: 1.96-11.66).
Conclusions: There are inequalities in the reasons for not
participating in CCR screening programmes by sex, age and social
class. It would be advisable to design actions that incorporate specific
social group needs in order to reduce inequalities in participation.

Social inequality in health refers to avoidable and
unfair differences in health between socially, economically, demographically, or geographically defined population groups (1). In the case of cancer, social inequalities include inequalities in health along the continuum
of the disease throughout the course of life, including
issues of prevention, incidence, prevalence, detection
and treatment, survival and mortality rates, and disease
burden (2).
Screening programmes for colorectal cancer (CRC) are
being progressively implemented in all the Autonomous
Communities of Spain, following the Council Recommendations of the European Union (3). Reducing CRC mortality depends largely on the percentage of participation
in these detection programmes (4), with a minimum participation of 45 % considered acceptable, although levels
of 65-70 % are recommended (5). Ensuring equal access
to these programmes is likewise considered to be a high
priority (6) in order to help reduce social inequalities in
cancer, and therefore in overall health.
The Valencian Community (VC) in Spain has implemented a Colorectal Cancer Screening Programme (CRCSP) with a percentage of participation that does not reach
that recommended by the European Commission and
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which is higher for women than for men (7). To increase
the participation rate and ensure equal access to this programme, it is necessary to understand the factors that influence these inequalities in participation.
In terms of a theoretical model dealing with the social
determinants of health inequalities (8), most research on
the factors influencing participation have focused on analysing the structural factors related to the known axes of
inequality, namely gender, age, and social class (9,10).
Other studies have analysed the intermediary factors related with the knowledge, beliefs, attitudes, and organizational characteristics of the programmes, as well as motives
for participating (11-14). All these factors contribute to
social inequalities with regard to participation in these
programmes, usually placing groups in the less favoured
social strata at a disadvantage (15).
Dealing with and influencing the social determinants
of inequalities in cancer is complex and requires a multidisciplinary approach (16). Most published research has
analysed structural factors and intermediary factors separately, neglecting the influence they can exert on each
other. The objective of the present study is to see how
structural factors (the inequalities axes of gender, age, and
social class) influence intermediary factors (motivations
to participate or not in the programmes). To this end, we
sought to determine the reasons both for participation and
non-participation in the CRCSP of the VC and to analyse
the differences by gender, age, and social class. Our broader aim was to gain insight into the social inequalities with
regard to participation in these programmes in order to
design strategies to reduce barriers by incorporating the
needs of various social groups.
MATERIALS AND METHODS
Study scope
The study was conducted within the context of the CRCSP of the VC, an organized programme (7) that began in
2005 which is gradually being implemented throughout the
VC. It is aimed at asymptomatic men and women between
50 and 69 years of age; the screening test used is a biennial
faecal occult blood test (FOBT). The process of inviting
subjects to participate involves sending a letter to the home
of each individual patient together with an information
leaflet and an acceptance card. People who agree to participate must send the pre-stamped acceptance card by post
in order to receive the materials and instructions necessary
for collecting the stool sample at home. The stool sample
must then be brought to the patient’s Primary Care Center and deposited in the special collection boxes provided
for that purpose (7). The population data used to generate
the list of prospective subjects comes from the Population
Information System (PIS) that includes all individuals registered as residents of VC.
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Design
This was a cross-sectional study in which a telephone
survey was conducted on a representative sample of
the target population of the screening programme. The
subjects had been invited to participate in the CRCSP
between October, 2009, and September, 2010, in the
health care areas of Castellón, Sagunto, Valencia, and
Denia (Spain).
The study subjects were men and women between 50
and 74 years of age. The sample included participants in
the programme, that is, those who carried out and delivered
the FOBT, as well as non-participants. Those who had suffered CRC or any other type of cancer were excluded, as
were those diagnosed with polyps and/or who were being
monitored due to a family history of cancer.
Stratified random sampling through simple affixation
was carried out according to programme participation
(yes/no). The resulting sample size, assuming an alpha
error of 5 %, an accuracy of 5 %, and a probability of 50
% for the different variables considered, totalled 766 subjects (383 participants and 383 non-participants). Within each stratum the sampling was performed via quotas
depending on the population size of each health care area,
sex, and age.
Study variables
An ad hoc questionnaire was designed by a group of
experts using the results of a previous qualitative study
conducted within the context of the programme (17) as
well as other questionnaires found in the literature (18).
The questionnaire was pre-tested on a sample of convenience in order to check the wording of the questions
and the duration. A pilot test was also carried out with a
sample group of study subjects (15 participants and 15
non-participants) to assess the feasibility of the questionnaire.
The questionnaire consists of a total of 23 questions
related to socio-economic variables, knowledge and access
to information about the disease and the programme, previous preventive practices, and reasons for participation
or non-participation. The analysis presented in this article focuses specifically on the questions referring to the
socio-economic variables of age, sex, and social class, as
well as those questions pertaining to the reasons for participating or not in the programme (Fig. 1).
Age was categorized into two groups, 50 to 59 or 60
or older; sex, men or women; and social class, manual or
non-manual, following the abbreviated classification system of the Spanish Society of Epidemiology (19) and integrating the concept of dominant social class (20). Variables
related to the reasons for participation or non-participation
in the programme were collected through closed multiple
choice questions and were categorized as yes or no (exam-
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PERSONAL INFORMATION
Interview number________________
Name:___________________________________________________________________________________________________
Sex: Male £1
Female £2
Age:
Participant in the Programme:
Yes £1
No £2
Telephone number:____________________________ Country of birth:_____________________________________________
Town of residence:________________________________________________________________________________________
Health care area:
Sagunto £1
Castellón £2
Valencia La Fe £3
Denia £4
P5. Do you currently work?
Yes (go to P6)
£1
No (go to P5A)
£2
No reply
£9

5A. What is your current work status?
Unemployed
£1
Retired
£2
Homemaker
£3
Other_________________________ £4
No reply
£9

5B. Did you work previously?
Yes
£1 (go to P6)
No
£2 (go to P7)
No reply £9

P6. What is your current job? (if you are not currently working, but have worked in the past) What was your occupation when
you were working?
(Literal) Occupation:______________________________________________________________________________________
6A. What is your position or job title? (if you are not currently working, but have worked in the past) What was your job title?
(Literal) Position/job title:_______________________________________________________________________________
P7. (Only for subjects who are married or living with someone) What is YOUR PARTNER’S/SPOUSE’S current job, and if
he/she is not currently working, what was his/her main job during his/her career?
(Literal) Occupation:______________________________________________________________________________________
7A. What was his/her position or job title?
(Literal) Position/job title:_______________________________________________________________________________
P20. (For participants only) According to our information, you PARTICIPATED in the CRC Screening Programme. I’m
going to read to you a series of reasons and I’d like you to tell me if they influenced your decision to PARTICIPATE or
not. You PARTICIPATED because… (Multiple responses)
a) …a friend or relative recommended that you do the test?
b) …you think that if CRC is detected in time, it can usually be cured?
c) …you felt unwell and thought you might have some symptoms of the disease?
d) …you thought the test was simple to perform?
e) …your primary health care physician recommended that you do the test?
f) …you wanted to rule out the possibility of having CRC?
g) …you think it’s important for your health?
h) …you have a friend or relative who had CRC?
i) Any other reason?:

Yes
1
1
1
1
1
1
1
1
1

No
2
2
2
2
2
2
2
2
2

Don’t know
8
8
8
8
8
8
8
8
8

No reply
9
9
9
9
9
9
9
9
9

P21. (For non-participants only) According to our information, you DID NOT PARTICIPATE in the CRC Screening Programme. I’m going to read to you a series of reasons and I’d like you to tell me if they influenced your decision NOT TO
PARTICIPATE or not. You DID NOT PARTICIPATE because… (Multiple responses)
a) …you were afraid that you would be diagnosed with CRC?
b) …the test seemed to be unpleasant to perform?
c) …you did not want to undergo a colonoscopy?
d) …you did not understand how the test was performed?
e) …you did not have any symptoms and you did not feel ill?
f) …you did not have time to perform the test?
g) …you were embarrassed about performing the test?
h) …you had already undergone previous tests for CRC?
i) …you did not receive the invitation letter?
j) Any other reason?:
Fig. 1. Items on the questionnaire used in the analysis (items 1-4, 8-19, and 22-23 not shown).
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ple: “Did you participate in the programme because you
believe that it is important for your health?”). Questions
about the reasons for participation were given only to those
who had participated in the programme while questions
on the motives for not participating where only given to
non-participants.
Data were collected between January and February,
2011 (between 5 and 16 months after receiving the invitation to participate in the programme), and recorded in an
Access database designed for this purpose. Each subject
received a maximum of 3 calls made at different times.
The interviews were conducted by trained interviewers.
All participants in the study gave their informed consent
orally. The study was approved by the Ethics Committee
for Clinical Research of the General Directorate of Public
Health of Valencian Community.
Statistical analysis
A descriptive analysis was performed using the frequencies and percentages of participants and non-participants
in the programme in terms of their sex, age, and social
class. Similarly, a descriptive analysis of the reasons for
participation and non-participation in the programme was
carried out.
To understand the relationship between the reasons for
participation and non-participation and the variables of
sex, age, and social class, we performed separate bivariate
analyses of the reasons for participation and non-participation, calculating the chi-square values. Multiple logistic regression models for the dependent variables of sex,
age, and social class were adjusted for the independent
variables of the reasons for participation on the one hand,
and on the other hand, the motives for not participating in
the programme, which were found to have a significant
association according to the results of the chi-square test.
The model for social class was conducted both for the total
sample as well as stratified by sex.
The results of the chi-square analyses are shown as
p-values while those of the logistic regression models are
given in terms of odds ratio (OR) and confidence interval
(CI) at 95 %. The level of significance was taken to be
0.05. All analyses were carried out with the aid of the statistics program R.
RESULTS
A total of 785 questionnaires were sent out with a
response rate of 59.61 % (Fig. 2).
Table I gives a description of the sample, from which
it can be observed that the majority of participants in the
programme were women (57.1 %), people aged 60 and
over (58.4 %), and people belonging to the manual social
class (51.1 %). On the other hand, non-participants in the
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Number of subjects called
1,657
Non-elegible
subjects

Elegible
subjects

340

1,317

Exclusion
criteria

Interview
carried out

55 (16.18 %)

785 (59.61 %)

Incorrect
telephone
number

Interview
rejected
151 (11.47 %)

285 (83.82 %)

Subject not
reached
240 (18.22 %)
Postponed
the interview
more than
3 times
141 (10.71 %)
Fig. 2. Interview participation flowchart.

programme people were mostly men (51.6 %), between
50 and 59 years of age (50.70 %), also from the manual
social class (51.1 %).
The main reasons for participating in the programme
(Table II) were as follows: Consider that “the test is
important for their health” (97.9 %), that “the test is
simple to perform” (97.6 %), that “CRC can be cured if
detected early” (93.6 %), and that they wanted “to rule
out the possibility of CRC” (92.6 %). The main reasons
for non-participation were the “absence of CRC symptoms” (49.7 %) and that they “did not receive the invitation letter” (48.3 %).
The analyses of the reasons for participation and
non-participation by sex, age, and social class (Table II)
showed that the motives for participating were not statistically significant different in terms of sex or social class, but
that there were statistically significant differences between
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Table I. Description of the sample by participants
and non-participants
Participants

Sex
Men
Women
n
Age
50-59
60 and over
n
Social class
Non-manual
Manual
n

NonParticipants

N

p

n

%

n

%

172
229
401

42.9
57.1

198
186
384

51.6
48.4

370
415
785

0.01*

167
234
401

41.6
58.4

194
189
383

50.7
49.3

361
423
784

0.01*

180
188
368

48.9
51.1

153
160
313

48.9
51.1

333
348
681

0.99

*p < 0.05

the two age groups (p < 0.05), especially with regard to the
motive of having a “primary care physician´s recommendation”. Regarding the reasons for non-participation, statistically significant differences (p < 0.05) were observed
with regard to sex for the following reasons: “lack of time,”
“unpleasant nature of the test,” “fear of a CRC diagnosis,”
and “embarrassed about performing the test.” With regard
to age the reasons that showed significant differences were
“lack of time,” “unpleasant nature of the test,” “fear of a
cancer diagnosis,” and “embarrassed about performing the
test.” By social class the main differences were noted in
the motive “lack of time.” The analysis of the reasons for
non-participation of women and men in terms of social
class (Table III) showed statistically significant differences (p < 0.05) for women for the reason “embarrassed
about performing the test”; for men the differences were
observed for the reason “lack of time.”
Since the only statistically significant differences found
among participants in the programme were according to
age, only one model for the age variable (adjusted for sex
and social class) was performed. This model (data not
shown in a table) it can be observed that when the reason
for participating was “primary care physician´s recommendation” the participants were more likely to be 60 years of
age or older (OR: 1.665, CI: 1.03-2.669).
For non-participants, multiple logistic regression models for sex, age, and social class (Fig. 3) were performed.
Analysis of the relationship between sex and the reasons
for non-participation (Fig. 3A) revealed that it was more
likely for women not to participate due to their perception
that “the test is unpleasant” (OR: 1.82, CI: 1.00-3.28),
whereas men were more likely not to participate due to a
“lack of time” (OR: 0.51, CI: 0.27-0.97). The analysis of
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the relationship between age and the reasons for non-participation (Fig. 3B) showed that it was more likely for
people aged 60 and older not to participate for “fear of a
CRC diagnosis” (OR: 2.31, CI: 1.11-4.80) while people
aged 50-59 tended not to be involved because of a “lack
of time” (OR: 0.44, CI: 0.23-0.85). Finally, in the analysis
of the relationship between social class and the reasons
for non-participation (Fig. 3C), it can be observed that out
of the total sample, people from the non-manual social
class were more likely not to participate due to a “lack of
time” (OR: 2.66, CI: 1.40-5.10); however, when stratified
by sex, women from the manual social class were more
likely not to participate on the grounds that they were
“embarrassed about performing the test” (OR: 0.37, CI:
0.14-0.97) while men from the non-manual social class
did not participate due to a “lack of time” (OR: 4.78, CI:
1.96-11.66).
DISCUSSION
This study shows that the reasons for participating in
the CRCSP of the VC are broadly similar across the total
population, with the main reasons for participation being
that “it´s important for my health” and that “the test is
simple to perform”. On the other hand, the reasons for
non-participation vary by gender, age, and social class,
with the majority of non-participants citing the “absence
of CRC symptoms” and the fact that they “did not receive
the invitation letter.”
Following the health beliefs model (21), the main reasons given by those who participated in the programme
are related both to the perceived benefits of participation
(“if detected early, CRC can be cured,” “to rule out the
possibility of CRC,” and “it is important for my health”) as
well as with a perceived lack of barriers with regard to the
programme and the test (“the test is simple to perform”).
These results coincide with those from previous studies
(17,22) in which the beliefs and attitudes associated with
participation are associated with greater perceived benefits from and lower perceived barriers to participation.
Although generally no differences in motivations for participation were observed when stratified by sex or social
class, differences were found with regard to age, with older people more likely than younger subjects to take part
upon “primary care physician´s recommendation”. This
may be because older people make more use of health services (23), which in turn would contribute to an increased
frequency of recommendations to participate in such programmes by primary health care professionals (24).
Regarding the main reasons for non-participation and
once again taking the health belief model into account,
there was a perception among non-participants of a low
vulnerability to CRC (“absence of CRC symptoms”).
These results coincide with those from other studies (25)
and show a lack of knowledge about one of the basic crite-
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Table II. Reasons for participation or non-participation by sex, age, and social class
Total

Sex

Total sample
Reasons for participation

n/N

%

Men
n/N

Age
Women

%

n/N

p
%

50-59
n/N

Social class
60 and over

%

n/N

p

%

Manual
n/N

Non-manual
%

n/N

p

%

It is important for my
health

368/376 97.9 154/158 97.5 214/218 98.2 0.73

154/156 98.7 214/220/ 97.3 0.48

167/170 98.2 169/174 97.1 0.72

The test is simple to
perform

367/376 97.6 153/158 96.8 214/218 98.2 0.50

153/156 98.1 214/220 97.3 0.74

167/170 98.2 169/174 97.1 0.72

If detected early, CRC
can be cured

348/376 92.6 149/158 94.3 199/218 91.3 0.32

144/156 92.3 204/220 92.7 1.00

162/170 95.3 157/174 90.2 0.10

To rule out the possibility
352/376 93.6 148/158 93.7 204/218 93.6 1.00
of CRC

149/156 95.5 203/220 92.3 0.28

158/170 92.9 162/174 93.1 1.00

Primary care physician's
recommendation

125/376 33.2 53/158

33.5 72/218

33

1.00

40/156

25.6 85/220

38.6 0.01* 60/170

35.3 54/174

31

One family member died
110/375 29.3 41/157
from it

26.1 69/218

31.7 0.25

48/156

30.8 62/219

28.3 0.65

46/170

27.1 55/173

31.8 0.35

Family member's
recommendation

59/375

15.7 21/158

13.3 38/217

17.5 0.32

22/156

14.1 37/219

16.9 0.57

27/169

16

28/174

16.1 1.00

I had symptoms of CRC

40/376

10.6 15158

9.5

11.5 0.61

16/156

10.3 24/220

10.9 0.87

17/170

10

22/174

12.6 0.50

Total

Sex

Total sample
Reasons for nonparticipation

n/N

25/218

%

Men
n/N

Age
Women

%

n/N

p
%

50-59
n/N

Social class
60 and over

%

0.42

n/N

p

%

Manual
n/N

Non-manual
%

n/N

p

%

Absence of CRC
symptoms

179/360 49.7 93/188

49.5 86/172

50

1.00

89/182

48.9 90/177

50.8 0.75

79/179

53

72

51.1 0.81

Did not receive the
invitation letter

175/362 48.3 85/188

45.2 90/174

51.7 0.25

79/183

43.2 95/178

53.4 0.06

76/148

51.4 73

50.7 1.00

Lack of time

82/360

22.8 57/189

30.2 25/171

14.6 0.00* 57/182

31.3 25/177

14.1 0.00* 17/148

11.5 37

26.1 0.00*

Difficulty understanding
the test

73/360

20.3 31/188

16.5 42/172

24.4 0.07

34/182

18.7 39/177

22

18.2 38

26.8 0.09

Fear of having a
colonoscopy

70/359

19.5 25/188

13.3 45/171

26.3 0.00* 25/182

13.7 45/176

25.6 0.00* 34/148

23

30

21.3 0.78

Unpleasant nature of
the test

71/359

19.8 32/188

17

39/171

22.8 0.19

29/182

15.9 42/176

23.9 0.07

23

33

23.4 1.00

Fear of a CRC diagnosis

53/359

14.8 23/188

12.2 30/171

17.5 0.18

16/182

8.8

37/176

21

18.2 20

14.2 0.43

Underwent other
previous CRC tests

45/359

12.5 17/189

9

28/170

16.5 0.04* 18/182

9.9

27/176

15.3 0.15

17/148

11.5 23

16.2 0.31

Embarrassed about
performing the test

38/359

10.6 13/188

6.9

25/171

14.6 0.02* 12/182

6.6

26/176

14.8 0.02* 22/148

14.9 13

9.2

0.44

27/148

34/148

0.00* 27/148

0.15

*p < 0.05. n represents the number of people who responded “yes” to each reason for participation and non-participation. N is the total number of people who responded
to each of the reasons enumerated (the denominators are not the same in each case due to lost data).

ria for participation in the programme, namely, the absence
of symptoms. In addition, our results identify a perceived
barrier with regard to the organization of the programme:
The invitation procedure (“did not receive the invitation
letter”). This is one of the main reasons identified in other
studies (26) and constitutes a key element for participation

(27). Even though the citing of this particular reason may
be masking other motives the subjects did not want to mention, it would still be advisable to identify and reduce the
source of possible errors in personal data extracted from
the database population through the PIS system currently
used by the CRCSP of the VC.
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Table III. Reasons for non-participation for women and men by social class (SC)
Women
Manual SC

Reasons for non-participation

n/N

Men

SC

%

n/N

Manual SC
%

p

n/N

SC

%

n/N

%

p

Absence of CRC symptoms

43/80

53.8

39/77

50.6

0.70

36/69

52.2

33/64

51.6

0.94

Did not receive invitation letter

42/81

51.9

36/78

46.2

0.47

34/67

50.7

37/66

56.1

0.54

Lack of time

9/79

11.4

12/77

15.6

0.44

8/69

11.6

25/65

38.5

0.00*

Difficulty understanding the test

23/79

29.1

18/77

23.4

0.42

11/69

15.9

12/64

18.8

0.67

Fear of having a colonoscopy

18/79

22.8

18/77

23.4

0.93

16/69

23.2

15/64

23.4

0.97

Unpleasant nature of the test

17/79

21.5

7/77

9.1

0.03*

5/69

7.2

6/64

9.4

0.66

Fear of a CRC diagnosis

16/79

20.3

21/78

26.9

0.32

11/69

15.9

17/64

26.6

0.13

Underwent other previous CRC tests

16/79

20.3

11/77

14.3

0.32

11/69

15.9

9/64

14.1

0.76

Embarrassed about performing the
test

12/79

15.2

15/77

19.5

0.48

5/69

7.2

8/65

12.3

0.32

*p < 0.05. n represents the number of people who responded “yes” to each of the reasons for not participating. N is the total number of people who responded to each
of the reasons enumerated (the denominators are not the same in each case due to lost data).

A

B

OR (CI 95 %)

OR (CI 95 %)

Unpleassant nature of the test

1.82 (1.01-3.28)

Fear of CRC diagnosis

2.31 (1.11-4.81)

Lack of time

0.52 (0.27-0.98)

Unpleassant nature of the test

1.29 (0.70-2.39)

Other previous CRC test

1.98 (0.95-4.15)

Lack of time

0.45 (0.23-0.85)

-0.5 0.5

1.5 2.5

-0.5 0.5

3.5 4.5

1.5 2.5

3.5 4.5

C
OR (CI 95 %)

Total sample
Lack of time
Embarrassed about performing the test
Women
Lack of time
Embarrassed about performing the test
Men
Lack of time
Embarrassed about performing the test

2.71 (1.41-5.20)
0.53 (0.25-1.14)
1.35 (0.48-3.84)
0.36 (0.13-0.94)
4.65 (1.90-11.41)
1.56 (0.43-5.69)

-0.5 0.5 1.5 2.5 3.5 4.5 5.5
Odds Ratio

Fig. 3. Multivariable models of the reasons for non-participation according to sex, age, and social class. A. Multivariable model of the reasons for nonparticipation according to sex. The model was made for the variable of sex (reference: Male), adjusted for the reasons for non-participation, age, and
social class. B. Multivariable model of the reasons for non-participation according to age. The model was made for the variable of age (reference: 50-59
years), adjusted for the reasons for non-participation, sex, and social class. C. Multivariable model of the reasons for non-participation according to
social class. Three models were constructed for the variable of social class (reference: Manual social class): One for the total number of non-participants,
adjusted for the reasons for non-participation, sex, and age; another for women, adjusted for the reasons for non-participation and age; and another
for men, adjusted for the reasons for non-participation and age.
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As this study was conducted in the first four health care
areas to participate in the CRCSP and because this screening programme is still being progressively implemented,
it would be advisable to extend this study to the new areas
of implementation in order to analyze whether there are
any geographical differences with regard to participation.
From the association found between being women and
finding the test “unpleasant” as a reason for not participating in screening, coupled with the results of a study carried
out in a similar context (17), it can be deduced that this may
be related to a lack of information about the type of test
used. The authors of the aforementioned study observed
that there was a false belief that the screening programme
consisted of a colonoscopy rather than a FOBT, which
could condition how people viewed the test. Moreover, if
looked at from a gender perspective, we could conclude
that this reason may be related to the traditional stereotype
of women purity (28), which makes women embarrassed
and even ashamed about bodily functions such as defecation. This would, of course, add to the sense women have
that the test is “unpleasant.” Our results show that this
reason is cited more often by women from the manual
social class, that is, women whose occupations correspond
to a lower educational and socioeconomic level. This may
play a role both in the lack of information about the type of
test used in the screening programme as well as the greater
influence of traditional gender stereotypes.
The association found between being men and citing
a “lack of time” as a reason for not participating in the
screening can also be interpreted from a gender perspective, namely from a model of a gendered division of labour
market. This dichotomy defines “men’s work” as being
“productive” whereas “women’s work” is “reproductive,”
a division that assigns differentiated values and spaces
to both (29). Health care issues have traditionally been
associated with the reproductive sphere, to be assumed
mostly by women (30). We can thus infer that this implicit
assumption on the part of men –that they have a productive
rather than a reproductive role– may contribute to the fact
that men give less importance to their health care needs.
This, in turn, leads to them devoting less time to healthy
practices such as cancer screenings. This reason was cited
more often by men in the non-manual social class, that is,
men with a higher socio-economic level. This may be due
to the fact that the men who belong to this social class have
a better perception of their own state of health than men
from less privileged social classes, which leads to a lower
perception of their own vulnerability. Taken together, all
of this causes men of this social class to dedicate less time
to preventative health measures.
Taking our results into account, it can de advisable that
a serious attempt should be made to raise public awareness
about the benefits of participating in this type of screening
programme, offering clear information about the nature of
the test and highlighting the fact that one of the requirements for participation is the lack of CRC symptoms. It

Rev Esp Enferm Dig (Madrid)

would also be recommendable to tailor the information to
the intended audience, so that campaigns aimed at men
highlight the importance of making preventative health
measures a priority while messages aimed at women
explain the exact nature of the test. It would also be beneficial to assess the invitation system of the programme as
well as the possibility of including new invitation strategies (text messaging, the use of existing organizational
structures for breast cancer screening, reminders through
primary health care physicians, etc.).
This study adds to our knowledge of the complex interaction between social determinants and participation in
CRCSPs in that it has found associations between structural and intermediary factors. This knowledge may thus contribute to raising participation levels in these programmes
from an equity perspective, serving as a basis for designing
intervention strategies that incorporate the specific needs
of various social groups.
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