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Summary
What is known about this topic?

Colorectal cancer (CRC) is among the most frequently diagnosed can-
cers in the US, and screening disparities persist in rural populations
and in populations with inadequate access to care. Community phar-
macies represent a promising setting to expand CRC screening.

What is added by this report?

We conducted a literature review to examine the barriers to and facilit-
ators of pharmacy-based CRC screening. Key barriers included lack of
reimbursement, workflow constraints, pharmacist knowledge gaps, and
limited care coordination. Facilitators included high patient willingness,
trust in pharmacies, compatibility with existing workflows, and profes-
sional support from pharmacists and providers.

What are the implications for public health practice?

Community pharmacies are well positioned to expand CRC screening
access to reduce disparities and improve population health.

Abstract

Introduction

Colorectal cancer (CRC) is among the most preventable cancers
and causes more than 50,000 deaths annually in the US. Screen-
ing disparities persist in rural versus urban populations and in pop-
ulations with inadequate access to care. Community pharmacies,

given their accessibility and trusted role in preventive care, repres-
ent a promising setting to expand CRC screening.

Methods

This scoping narrative hybrid review followed the Preferred Re-
porting Items for Systematic Reviews and Meta-Analyses Exten-
sion for Scoping Reviews (PRISMA-ScR) guidelines and the Ark-
sey and O’Malley framework, along with other refinements. Liter-
ature searches were conducted in PubMed, Embase (via Elsevier),
ProQuest, Medline (via OVID), and ClinicalTrials.gov by using
broad key words related to CRC screening and pharmacy. Eligible
studies included US-based studies describing pharmacist involve-
ment in community pharmacy CRC screening. Data were synthes-
ized by using the Consolidated Framework for Implementation
Research, with strategies mapped to the Implementation Research
Logic Model.

Results

Ten US studies met inclusion criteria: 1 randomized
community—pharmacy intervention trial, 1 pilot implementation
study, 3 stakeholder qualitative studies, and 5 national or statewide
surveys. Key barriers included lack of reimbursement, workflow
constraints, pharmacist knowledge gaps, and limited care coordin-
ation. Facilitators included high patient willingness, trust in phar-
macies, compatibility with existing workflows, and professional
support from pharmacists and providers. Evidence-based strategies
included targeted pharmacist training, workflow reminders, form-
al referral agreements with primary care, and patient engagement
initiatives. Policy reforms to establish reimbursement and
strengthen information exchange were identified as essential for
sustainability.

Conclusion

Community pharmacies are well positioned to expand CRC
screening access. Addressing reimbursement, training, workflow,
and coordination barriers through evidence-based strategies and
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supportive policy can enable pharmacist-delivered CRC screening
to reduce disparities and improve population health outcomes.

Introduction

Colorectal cancer (CRC) is both common and preventable. It is the
third most frequently diagnosed cancer worldwide and the fourth
in the US, causing more than 50,000 deaths annually (1-4). Al-
though screening can detect CRC early and reduce mortality rates,
incidence continues to increase among younger adults, leading the
US Preventive Services Task Force to lower the recommended
starting age for average-risk adults to 45 years (5,6).

Despite these guidelines, screening rates remain uneven. People in
rural and underserved urban areas are less likely to be screened,
contributing to later diagnoses and poorer survival outcomes (7,8).
Access barriers include shortages of primary care providers
(PCPs), long travel distances, and limited oncology services. So-
cial and behavioral factors such as lower income, lower education,
unemployment, smoking, and physical inactivity are associated
with less screening use (9-12). Together, these challenges high-
light the need for new approaches to expand access and improve
equity.

Less invasive tests, including fecal immunochemical tests (FITs)
and stool DNA tests (eg, Cologuard), are accurate, convenient, and
easier to complete than colonoscopy (6). However, use of these
tests among underserved groups remains disproportionately low
(7,8). This gap shows that making tests available is not enough;
they must also be accessible where patients seek care, and patients
must be provided education and clear instructions on how to en-
sure their correct use and timely return.

Community pharmacies offer a promising solution. More than
90% of people in the US live within 5 miles of a pharmacy, mak-
ing them highly accessible (13,14). In a national survey, 72% of
adults aged 45 to 75 years expressed willingness to obtain a FIT
from a pharmacy (15). Additionally, the American Society of
Health-System Pharmacists recognizes that community phar-
macists “can provide direct patient care, advance team-based care,
manage patient-centered clinical services, and serve as leaders
within their communities and health systems” (16). These capabil-
ities have been demonstrated across multiple studies showing that
community pharmacist engagement significantly improves use of
preventive services, most notably adult vaccinations (17,18). To-
gether, these strengths position community pharmacies as stra-
tegic partners for expanding CRC screening.

Therefore, the objective of this review was to critically examine
the barriers to and facilitators of pharmacy-based CRC screening
and identify strategies to support effective implementation.

Methods

This scoping narrative hybrid review followed the Preferred Re-
porting Items for Systematic Reviews and Meta-Analyses
(PRISMA) Extension for Scoping Reviews (PRISMA-ScR)
guidelines to provide an overview of contextual factors influen-
cing the implementation of CRC screening in community pharma-
cies. The review approach was guided by the scoping framework
developed by Arksey and O’Malley (19) and further advanced by
Levac et al (20).

We addressed 2 primary questions:

1.  What barriers and facilitators influence the implementation of CRC
screening in community pharmacies?

2.  What evidence-based strategies can address these barriers and en-
hance facilitators?

Literature search and study selection

A comprehensive literature search was performed in PubMed, Em-
base (via Elsevier), and Medline (via OVID) through October
2025. Search strategies were developed iteratively and included
both controlled vocabulary (MeSH/Emtree) and free-text key
words. Core terms used were “colorectal cancer screening” OR
“CRC screening” and Pharmacist; “colorectal cancer screening”
OR “CRC screening” and Pharmacy. In ProQuest, we used the
search terms “Pharmacy and (Colorectal Cancer Screening) and
Barriers and Facilitators.” Finally, we conducted supplementary
searches in ClinicalTrials.gov to identify registered, completed,
and unpublished trials. No language or date restrictions were ap-
plied to maximize retrieval of relevant evidence.

After removing duplicates, we independently screened titles and
abstracts, followed by full-text review. Disagreements were re-
solved through discussion. Only studies published in English were
considered.

Inclusion and exclusion criteria

Eligible studies included randomized and nonrandomized con-
trolled trials, observational cohorts, case—control studies, cross-
sectional surveys, and descriptive studies. Editorials and case re-
ports were excluded.

We included studies conducted in the US and evaluating phar-
macist provision of CRC screening in community pharmacy set-
tings. Studies in nonpharmacy settings were excluded.

The primary outcome was identification of barriers to and facilitat-
ors of CRC screening implementation in community pharmacies,
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mapped to the Consolidated Framework for Implementation Re-
search (CFIR) domains. The secondary outcome was the identific-
ation of potential evidence-based strategies, guided by the Expert
Recommendations for Implementing Change framework (21).

Data extraction and synthesis

Data were extracted by using a predefined form summarizing
study characteristics, outcomes, and implementation factors. Con-
sistent with scoping review methods, we did not appraise the qual-
ity of included studies. Extracted data were organized by using
CFIR to categorize barriers and facilitators. Because some studies
did not explicitly report CFIR domains, we deductively coded rel-
evant findings to CFIR constructs. We organized implementation
determinants within CFIR and mapped them to corresponding
strategies by using the Implementation Research Logic Model
(IRLM) (22).

Role of narrative synthesis

To minimize subjectivity during synthesis, all data extraction and
CFIR coding followed a structured and deductive process. We ex-
tracted implementation determinants from each included study and
mapped them to CFIR domains by using predefined coding rules,
ensuring consistent application across all 10 studies. In addition to
mapping findings through CFIR and IRLM, we integrated a nar-
rative synthesis to interpret results across diverse study designs
and populations. This approach allowed us to compare how barri-
ers and facilitators manifested across settings, highlight recurring
patterns, and situate US pharmacy-based studies within a broader
international context. The narrative component strengthened our
ability to draw practice-oriented insights and implementation
strategies that extend beyond descriptive mapping.

Results

Study selection and scope

A total of 494 records were identified across databases and trial re-
gistries. After removal of duplicates, automated exclusions, and
other ineligible records, 38 records were screened. Nineteen full-
text reports were reviewed, of which 18 were excluded (Figure 1).
Ten studies met eligibility criteria and were included in the final
review (Figure 1). Of these, 9 US studies directly examined com-
munity pharmacy—based CRC screening: 1 time-randomized
community-pharmacy intervention trial, 1 pilot feasibility study, 3
stakeholder qualitative studies (patients, pharmacists, and PCPs),
and 4 national surveys addressing patient willingness, pharmacist
perceptions, pharmacist knowledge, and patient-reported barriers
(15,23-30). One additional US population-level analysis of CRC
screening determinants, although not community pharmacy—spe-

cific, informed contextual interpretation of patient-level factors
such as age, insurance, and socioeconomic gradients (31). An
overview of study characteristics and findings is provided in the
Table.

Identification of new studies via databases and registers

Records identified from: -
= Databases (n = 4): Records removed before screening:
2 PubMed (n = 27)’ Duplicate records (n = 25)
é oVID (n __24) —m= Records marked as ineligible by automation
£ ProQuest (n = 442) Record 123'? (n =h420) 1
5] Clinicaltrials.gov (1 = 1) cords removed for other reasons (n = 11)
Records screened Records excluded
(n=38) (n=19)
Reports sought for retrieval Reports not retrieved
=3 (n=19) (n=0)
T
T
=
@
Reports excluded:
A Study conducted outside the US (n = 8)
‘ Reports ass(';s_s'i%)fm eligiility }—b unrelated to pharmacist involvement (n = 10)
_ uncompleted study from clinical
trials (n=1)

New studies included in review
(n=10)

Included

Figure 1. Flowchart showing the identification of new studies via
databases and registers through 2025 in a scoping narrative hybrid review
of factors affecting pharmacist-led colorectal cancer screening. Source:
Haddaway et al (32).

CFIR-organized synthesis

Intervention characteristics

In a time-randomized trial during influenza vaccination clinics,
direct provision of FITs in pharmacies produced significantly
higher completion than education alone (59.3% vs 14.8%, P <
.001). Noncompletion was mostly behavioral — forgetting (29%)
or losing (20%) kits — while only 5.7% cited complicated instruc-
tions, showing low intrinsic complexity (Potter et al, 2010) (23). A
pilot feasibility study confirmed that when patients accepted
PharmFIT, 88% completed the test correctly, reinforcing usability
and patient satisfaction (Holle et al, 2020) (24). National survey
data further showed patients perceive PharmFIT as convenient,
compatible with routine care, and low in complexity, reinforcing
its relative advantage over clinic-based pathways (Shah et al,
2024) (15). Interviews and pharmacist feedback echoed this view,
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emphasizing that clear instructions and simple packaging could
minimize barriers (26,27).

Stakeholders consistently highlighted user-friendly design as crit-
ical. Patients and pharmacists preferred 1-page instructions or
short videos, discreet packaging, and easy return processes. These
features were linked to higher acceptability and likelihood of FIT
completion (23,24,26,27).

Cost concerns were common across audiences. In the trial, only
38.6% of participants were willing to pay $20 or more for a FIT
kit (23). Pharmacists identified lack of reimbursement (97%) and
patients’ unwillingness to pay (98%) as dominant barriers, with
fewer than half believing PharmFIT could be sustained economic-
ally under current conditions (28).

Outer setting

Approximately 72% of adults nationally were willing to particip-
ate in PharmFIT, with willingness exceeding 95% when programs
guaranteed physician endorsement, routed results to primary care,
and had no or low-cost coverage (15). Patient interviews de-
scribed pharmacies as trusted, accessible venues that reduce travel
and appointment constraints, especially for patients with limited
access to care (26). A national survey found that patients pre-
ferred digital communication for negative results but direct pro-
vider contact for positive results, with 93% preferring physicians
to make colonoscopy referrals (30). At the population level, older
US adults were more likely to have ever been screened but were
less likely to be up to date, and uninsured patients had much lower
screening rates. Higher education and income were associated
with increased use (31).

PCPs supported PharmFIT as complementary to clinic-based
screening but emphasized the need for closed-loop communica-
tion and clear responsibility for positive FIT follow-up. Limited
electronic health record interoperability and reliance on fax ma-
chines or telephones for communication were seen as safety risks
(25). Pharmacists reported uncertainty about ordering authority,
billing, and payer rules, particularly when pharmacies were out of
network (27).

Inner setting

Pharmacies showed structural compatibility for CRC screening by
leveraging existing immunization and point-of-care workflows
(23,27). However, implementation remained rare. In a national
survey, 88% of pharmacists reported access to prescriber-signed
protocols, but only 0.04% had actually implemented PharmFIT
(28). Workflow burden (97%) and lack of reimbursement were the
main barriers.

Pharmacists consistently requested training and standardized pro-
cesses or standard operating procedures (SOPs). In a national sur-
vey, only 34% correctly identified the updated start age (45 years)
and 28% the annual FIT interval; only 5% answered all items cor-
rectly. Knowledge was higher among board-certified pharmacists
(29). Both pharmacists and PCPs emphasized the need for clear
workflows and interoperable systems to ensure safe follow-up
(25,27).

Characteristics of individuals

Patients trusted pharmacists for eligibility and education but
wanted PCPs involved in positive results and colonoscopy refer-
rals. National survey data showed 76% of adults were comfort-
able with pharmacist counseling, 71% with reminders, and 67%
with eligibility discussions, but only 53% supported pharmacists
discussing positive results and 39% referrals (Shah et al, 2024)
(15). Interviews confirmed this, with patients emphasizing the
“gold standard” role of colonoscopy and physician involvement
(26,30).

Pharmacists’ knowledge varied widely: most knew FIT was home-
based (84%) and that colonoscopy followed a positive result
(87%), but fewer recognized the start age (34%) or interval (28%)
and only 5% answered all questions correctly. Knowledge im-
proved with years in practice and board certification (29).

Pharmacists expressed moderate confidence in using protocols and
counseling but high demand for training (81%). Willingness to im-
plement did not vary by age, sex, years in practice, or prescription
volume (28). In the trial, behavioral barriers like forgetting or mis-
placing kits drove noncompletion, showing the importance of re-
minders (23).

Process

Pharmacies effectively engaged patients during routine encoun-
ters. In the trial, 10% to 12% of adults in vaccination lines consen-
ted to PharmFIT, demonstrating feasibility (23). Patients were
open to pharmacist-initiated conversations when privacy and dis-
cretion were ensured (26). National willingness was associated
with perceptions of compatibility and relative advantage (15).

Pharmacy-embedded distribution produced higher completion than
education-only approaches (59.3% vs 14.8%, P <.001) (23). Yet
pharmacists and PCPs stressed the need for SOPs, clear referral
pathways, and interoperable systems to prevent loss to follow-up
(25,27).

Safe implementation requires defined communication roles. PCPs
supported PharmFIT but insisted on closed-loop systems and
physician responsibility for positive results (25). Pharmacists
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echoed concerns about unclear routing and billing (27). Patients
preferred texts or emails for negative results but direct provider
contact for positive results, with nearly all expecting physicians —
not pharmacists — to arrange colonoscopy (30).

Stakeholders recommended monitoring kit distribution, return
rates, time to colonoscopy after a positive FIT, and workflow effi-
ciency as part of continuous improvement (27,28).

To demonstrate how barriers, facilitators, and strategies align
across levels of implementation, findings were organized within
CFIR domains and mapped to IRLM (Figure 2).

Implementation strategies

Barriers/facilitators
nn

Implementation mechanism
pe——

prompts

Develop reimbursement
P

follow-up

s al
CRCguidelines

« Patient-level behavioral
barriers: forgetting/
misplacing FIT kits

Supports patient adherence

and completion rates »
nt trust an
ol

Figure 2. Contextual factors affecting colorectal cancer (CRC) screening in
community pharmacy settings and implementation strategies identified in
a scoping narrative hybrid review of factors affecting pharmacist-led CRC
screening. Abbreviations: FIT, fecal immunochemical test; PCPs, primary
care providers; SOPs, standard operating procedures.

Discussion

This scoping narrative hybrid review examined barriers to, facilit-
ators of, and strategies for implementing CRC screening in US
community pharmacies. Findings suggest that pharmacies have
strong potential to expand access, but sustained implementation
will require policy change, workflow adaptations, and stronger
collaboration with primary care.

Barriers to implementation

The most pressing barrier was financial. Nearly all pharmacists re-
ported that absence of payment mechanisms, coupled with pa-
tients’ unwillingness to pay out of pocket, made the service finan-
cially unsustainable (28). This finding was reinforced by evidence
from Potter et al, which found that only approximately one third of
patients were willing to pay more than $20 for a FIT kit (23). Ad-
ditionally, stool DNA tests (eg, Cologuard) are becoming increas-

ingly available, with a reported list price of approximately $600
per test. Although many insured patients pay little or nothing out
of pocket, people who are uninsured or underinsured may be re-
sponsible for the full cost. This combination of high nominal pri-
cing and inconsistent coverage raises concerns about equity and
feasibility. Therefore, without reimbursement pathways, phar-
macists cannot sustain CRC screening services.

Workflow demands were another challenge; pharmacists de-
scribed CRC screening as time consuming and difficult to integ-
rate into busy dispensing environments (28). Knowledge gaps also
limit fidelity, as many pharmacists are unaware of key screening
guidelines (29). Finally, limited communication with primary care
creates uncertainty about who should manage positive results, rais-
ing care coordination concerns (25,26)

An additional concern relates to test performance. In a prospect-
ive observational study conducted by Imperiale et al (2024) in-
volving 20,176 participants, the next-generation multitarget stool
DNA test demonstrated a sensitivity of 93.9% (95% CI,
87.1%-97.7%) for CRC and 43.4% (95% CI, 41.3%—-45.6%) for
advanced precancerous lesions, with a specificity of 90.6% (95%
CI, 90.1%-91.0%) for advanced neoplasia. In contrast, FIT
showed lower sensitivity of 67.3% CRC and 23.3% for advanced
precancerous lesions (33). Thus, with the positive predictive value
being modest and only a minority of positive results indicating ad-
vanced neoplasia, many people will require follow-up colono-
scopy and subsequent care that extends beyond the scope of com-
munity pharmacy practice. These realities underscore the need for
robust pretest counseling, clear communication of results, and
structured referral pathways — elements that may exceed the ca-
pacity of pharmacists working without collaborative agreements.
Simply advising patients to “see your primary care doctor” is in-
sufficient without a defined referral mechanism and timely bid-
irectional communication system.

Facilitators of implementation

Despite these challenges, several factors support feasibility. Pa-
tients consistently view pharmacies as accessible and trustworthy,
and most express willingness to complete a stool-based test if
available in this setting (15,26). Pharmacies already deliver im-
munizations and point-of-care testing, providing an operational
model that can be extended to CRC screening (23,27). Both phar-
macists and PCPs recognize the public health value of pharmacy-
based CRC screening. Specifically, PCPs viewed pharmacy-based
CRC screening as complementary to clinic-based testing and a
way to reach unscreened patients (25).
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Strategies and policy implications

Consistent with the principle of using the right screening test for
the right population at the right interval, current US Preventive
Services Task Force recommendations call for CRC screening in
average-risk adults aged 45 to 75 years, with stool-based options
including annual FITs or high-sensitivity guaiac testing, and stool
DNA-FIT every 1 to 3 years. Because the prevalence of CRC in
asymptomatic, average-risk adults is low, even highly sensitive
stool DNA tests will demonstrate only modest positive predictive
value. This highlights the importance of offering stool DNA-FIT
to guideline-concordant populations — adults aged >45 years who
are due for screening — and using alternative strategies when clin-
ically indicated. The cost of stool DNA tests and the possibility of
false positives also raise practical and ethical considerations that
reinforce the need for thoughtful implementation, clear patient
communication, and structured follow-up processes. In this con-
text, standardized eligibility screening and stronger linkage
between pharmacy-based screening and primary care or public
health programs may help support safe and appropriate use.

Specific training and decision aids may help pharmacists provide
guideline-aligned counseling, while workflow prompts and re-
minders could improve test completion rates. Implementation of
stool DNA-FIT will also benefit from clear protocols addressing
patient eligibility, communication of positive results, and referral
pathways. Collaborative arrangements with PCPs and, when ap-
propriate, local public health departments can help ensure timely
follow-up and shared responsibility for patient care. Given the cost
and moderate predictive value of stool DNA—FIT, engagement
with payers and public health partners may be important to sup-
port responsible and equitable implementation.

At the policy level, reimbursement reform is essential to make
pharmacy-based CRC screening financially sustainable. Invest-
ments in health information technology can further support co-
ordination and ensure closed-loop care between pharmacies and
primary care. Embedding pharmacy-based CRC screening into na-
tional initiatives, such as the Centers for Disease Control and Pre-
vention’s Colorectal Cancer Control Program, could accelerate ad-
option and promote equity in underserved populations.

Although several considerations must be addressed, the key mes-
sage is that community pharmacies remain a promising and ac-
cessible setting for expanding CRC screening. Strengthening bid-
irectional communication and coordination between community
pharmacies and PCPs can help navigate clinical complexities, en-
sure appropriate follow-up, and ultimately increase screening up-
take in ways that complement and reinforce existing care path-
ways.

Strengths, limitations, and future directions

This review is the first to synthesize US evidence on pharmacy-
based CRC screening using CFIR, capturing perspectives of pa-
tients, pharmacists, and providers. However, as a scoping narrat-
ive review, it did not assess study quality, and evidence remains
limited to small trials, surveys, and pilot studies. Future work
should prioritize large-scale demonstration projects, policy evalu-
ation, and outreach for underserved groups, especially rural, low-
income, and uninsured populations.

Conclusion

Community pharmacies are well positioned to expand CRC
screening access. High patient willingness, professional support,
and compatibility with existing services provide a strong founda-
tion. Addressing reimbursement, workflow, and care coordination
challenges will be critical to realizing the full potential of
pharmacy-based CRC screening as a tool to reduce disparities and
improve population health.
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Table. Selected Studies on the Contextual Factors Impacting CRC Screening in Community Pharmacies
Author, Country/
year setting Age, y Design/sample | Objective Outcomes Key findings CFIR domains
Potter et al, |US/community |50—-80 Time- Compare education- |FIT completion; FIT completion 59.3% (FIT Intervention
2010 (23) pharmacies randomized trial; |only vs on-site FIT kit | reasons for arm) vs 14.8% (education characteristics;
during n = 133 eligible |distribution during noncompletion; only), P< .001; top outer setting;
influenza adults pharmacy influenza |acceptability noncompletion reasons process
vaccination clinics included forgetting (~29%) and
losing kits (~20%).
Holle et al, |[US/ NR (adult Prospective pilot; | Assess feasibility of |Recruitment/ Very small uptake; high FIT Intervention
2020 (24) Connecticut  |participants) |312 approached, |a pharmacist-led uptake; FIT return; |return among those who characteristics;
independent- 16 consented; 8 |CRC counseling and |satisfaction; accepted; pharmacist training/ |inner setting;
chain opted for FIT; FIT service for workflow feasibility |time and lack of process
pharmacies 88% of FITs underserved patients reimbursement were major
returned implementation barriers.
correctly
Brenner et |US/primary Not Qualitative Elicit PCP views on | Themes: Broad support if closed-loop Outer setting;
al, 2023 (25) |care (North applicable interviews; n = |PharmFIT and interoperability, communication, clear inner setting;
Carolina and |(PCPs) 30 PCPs requirements for safe |follow-up responsibility for positive FIT  |process
Washington) implementation ownership, training |follow-up, and EHR
interoperability are ensured.
Ferrari et al, |US/patients Screening- | Qualitative Understand patient | Acceptability; Patients found PharmFIT Intervention
2023 (26) (North eligible adults |interviews; n = |acceptability and perceived barriers; |acceptable for access/ characteristics;
Carolinaand |(NR) 32 adults design preferences |privacy/trust convenience; emphasized outer setting;
Washington) for pharmacy-based privacy, coordination with inner setting
FIT PCPs, and closed-loop care.
Waters et al, | US/community | Not Qualitative study; |Identify pharmacist | Feasibility; Feasible with SOPs, training, |Intervention
2024 (27) pharmacists |applicable =~25 recommendations to |resource needs; and clear reimbursement; characteristics;
(pharmacists) | community design/implement reimbursement stressed EHR connectivity, and | outer setting;
pharmacists PharmFIT defined roles for positive FIT  |inner setting
follow-up.
Shah et al, [US/national 45-75 National online  |Measure willingness |Willingness 72% Willing to use PharmFIT; |Intervention
2024 (15) survey; n = 1,045 |to use PharmFIT and |(primary); willingness increased with characteristics;
adults correlates (DOI predictors perceived relative advantage |outer setting;
traits) (B = 0.184) and compatibility (B |inner setting;
= 0.422); lower among those | characteristics
aged >65'y. of individuals
Urbanek et |US/Kentucky |Not Statewide Assess support and |Support rate; 34% Agreed/strongly agreed to | Intervention
al, 2024 (28) |community applicable survey; n = 207 |barriers to offering training needs; offer screening; 81.3% need characteristics;
pharmacists | (pharmacists) [responses (151 |CRC screening via |barrier prevalence |more training; top barriers: lack |inner setting;
community- board-authorized of reimbursement (97%), process
based) protocol patients’ unwillingness to pay
(98%), time/workflow (97%).
Odebunmi |US/national Not National survey; |Assess pharmacists’ |Knowledge of age/ |Many knew basic concepts Characteristics
etal, 2025 |community applicable n~ 578 CRC screening start interval; (eg, colonoscopy after positive |of individuals;
(29) pharmacists | (pharmacists) | pharmacists knowledge and knowledge gaps FIT, FIT is home-based) but inner setting
training needs large gaps for start age (45 y)
and interval; board certification
associated with higher
knowledge.
Bromm et al, | US/Michigan =50 Cross-sectional |Correlation between |Self-reported stool |Older age groups had higher  |[Outer setting
2023 (31) population state survey age and rurality on  |tests and odds of being up-to-date; lack
(contextual) |[(MIBRFSS CRC screening to colonoscopy; of insurance decreased
2018) inform pharmacist predictors screening; higher education/

focus areas

income increased screening.

Abbreviations: CFIR, Consolidated Framework for Implementation Research; CRC, colorectal cancer; DOI, digital object identifier; EHR, electronic health
record; FIT, fecal immunochemical test; MiBRFSS, Michigan Behavioral Risk Factor Surveillance System; PCPs, primary care providers; SOPs, standard
operating procedures.

(continued on next page)
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(continued)
Table. Selected Studies on the Contextual Factors Impacting CRC Screening in Community Pharmacies
Author, Country/
year setting Age, y Design/sample | Objective Outcomes Key findings CFIR domains
Schwartz et |US/National |45-75 National survey; |ldentify preferences |Preferred Digital communications Intervention
al, 2025 (30) n = 1,045 adults |for follow-up care communication preferred for negative results/ |characteristics;
and barriers after modes; reminders; direct provider outer setting;
positive FIT in a psychosocial vs contact preferred for positive | characteristics
pharmacy-based structural barriers | results; psychosocial barriers | of individuals;
program (eg, fear, anxiety) more process
common than structural;
structural barriers lower among
those with a regular provider or
recent CRC screening.

Abbreviations: CFIR, Consolidated Framework for Implementation Research; CRC, colorectal cancer; DOI, digital object identifier; EHR, electronic health
record; FIT, fecal immunochemical test; MiBRFSS, Michigan Behavioral Risk Factor Surveillance System; PCPs, primary care providers; SOPs, standard
operating procedures.
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