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Colorectal cancer screening among US adults aged 50-75 years, Behavioral Risk Factor Surveillance System, 2012 and 2020. A, Change in percentage of US
adults aged 50-75 years who reported they were never screened for colorectal cancer, 2012 to 2020. The overall decrease in never screened in the US was —5.8
percentage points. B, Percentage of US adults aged 50-75 years who reported being up to date with colorectal cancer screening in 2020. The percentage up to

date in the US overall was 69.4%. Percentages were age-standardized to the 2000 US standard million population. Data source: Centers for Disease Control and
Prevention, Behavioral Risk Factor Surveillance System (1,2).
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Background

In 2018, colorectal cancer (CRC) was the second most diagnosed
cancer and the second leading cause of cancer death among can-
cers that affect both men and women (3). Screening for CRC can
lead to fewer cases of cancer through the removal of polyps be-
fore they become cancer, the detection of cancers at their earliest
stages, and the prevention of cancer deaths (4).

Studies from the UK of screening by sigmoidoscopy and from the
US of screening by colonoscopy showed that even 1-time or infre-
quent screening has long-term benefits (5,6). Another study
showed that 83% of people who were not up to date with CRC
screening had never been screened and outlined multiple barriers
to getting tested (7).

We measured the change in prevalence of adults who reported no
CRC screening from 2012 to 2020. We also used data on the use
of CRC screening tests in 2020 to update a previous report on up-
to-date screening (8).

Data and Methods

The Behavioral Risk Factor Surveillance System (BRFSS) is an
annual, state-based, random-digit—dialed landline and cell phone
survey of the civilian, noninstitutionalized US adult population
aged 18 years or older. BRFSS collects information on demo-
graphic characteristics, health risk behaviors, preventive health
practices, and health care access. We retrieved data on CRC
screening from the 2012 and 2020 BRFSS (1,2). For consistency
over time, we limited our analysis to respondents aged 50 to 75
years and applied the 2008 US Preventive Services Task Force
(USPSTF) recommendations (9). We defined “up to date” as one
of the following: 1) a home stool blood test (fecal occult blood test
[FOBT] or fecal immunochemical test [FIT]) within 1 year, 2) sig-
moidoscopy within 5 years with FOBT or FIT within 3 years, or 3)
colonoscopy within 10 years. We analyzed the prevalence of re-
spondents who responded yes when asked if they had ever had one
of these tests and if yes, when they had the test. We defined “nev-
er screened” as respondents who answered no to being screened
and respondents who had been screened but were not up to date
per USPSTF 2008 recommendations. We excluded respondents
who declined to answer or who reported “don’t know” or “not
sure.” We used SAS-callable SUDAAN statistical software, ver-
sion 9.4 (RTI International) for analysis. Results were age-
standardized to the 2000 US standard million population to facilit-
ate comparison with the Healthy People 2020 objective of 70.5%
screened for CRC (10). We used ArcGIS Desktop version 10.8.1
(Esri) to create maps to show the absolute change in the percent-
age never screened between 2012 and 2020 and the percentage up

to date in 2020. We used a 2-tailed Spearman rank correlation test
to compare 1) the proportion of respondents by state reporting no
CRC screening in 2012 with 2) the absolute difference by state in
the proportion reporting no CRC screening in 2020 versus the pro-
portion reporting no CRC screening in 2012.

Highlights

The percentage of US adults never screened for CRC decreased
from 27.4% in 2012 to 21.6% in 2020, a 5.8 percentage-point re-
duction representing 3,917,775 fewer people screened in 2012
than in 2020. Decreases ranged from 1.2 percentage points (New
Hampshire) to 13.5 percentage points (South Dakota). Decreases
were 8.0 percentage points or more in 10 states and the District of
Columbia (Map A). The percentage of adults never screened was
higher in the northern Great Plains and the Deep South. States
with the largest improvements in the proportion never screened
were those with the largest proportion never screened in 2012
(Figure).
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Figure. Correlation between 1) the percentage never screened for colorectal
cancer in 2012 and 2) the absolute difference in the percentage never
screened in 2020 minus the percentage never screened in 2012, by state.
Each dot represents a state or the District of Columbia. Spearman r=-0.58;
P = .01 (2-tailed). Data source: Centers for Disease Control and Prevention,
Behavioral Risk Factor Surveillance System (1,2).

The percentage of adults aged 50 to 75 years who reported being
up to date with CRC screening in 2020 was 69.4%, representing
62.3 million age-eligible adults, ranging from 58.4% in California
to 79.6% in Maine (Map B). The percentage of up-to-date screen-
ing tended to be higher in New England. Twenty-two states did
not meet the Healthy People 2020 objective of 70.5% screened for
CRC.
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Action

The proportion of US adults never screened for CRC decreased
from 2012 to 2020 in all states and the District of Columbia. The
greatest increases were in states with the highest prevalence of
never screened in 2012. Even with differences in the definition of
never being screened, we found improvements in the percentage
screened from the approximately 29% of respondents aged 50 to
75 years never screened according to 2010 BRFSS data (5). Nev-
ertheless, CRC screening prevalence remains lower than desired.
Given the challenges of the ongoing COVID-19 pandemic, the
new Healthy People 2030 target of 74.4% will likely be hard to
reach.

USPSTF recommendations were updated in 2016 to include more
types of screening tests (2). In 2020 for the first time, BRFSS in-
cluded questions on stool DNA testing and computerized tomo-
graphic colonography (11). When we included all 5 CRC testing
methods, 71.6% of respondents aged 50 to 75 years reported be-
ing up to date with CRC screening in 2020.

The National Colorectal Cancer Roundtable, in collaboration with
the Centers for Disease Control and Prevention (CDC), renewed a
call to action to increase CRC screening to 80% (12). This call to
action must address persons aged 45 to 49 years who are now eli-
gible for screening (2) in addition to persons aged 50 to 75 years
who have never been screened. The latter group comprises most
people who are not up to date.

Financial and nonfinancial barriers might explain differences in
screening by state. Fedewa and colleagues noted that states that
expanded Medicaid soonest after the Affordable Care Act was en-
acted in 2010 had the largest increases in CRC screening (13). We
found a correlation between the states with the largest proportion
of people never screened and improvements in screening among
people never screened. States with the smallest decreases in people
never screened were concentrated in the South, where Medicaid
expansion still has not occurred. In contrast, South Dakota has not
expanded Medicaid, but it had the largest improvement (—13.5
percentage points) among people never screened. One possible ex-
planation is that South Dakota has been a part of CDC’s
Colorectal Cancer Control Program for over a decade. This pro-
gram focuses on using evidence-based strategies to increase CRC
screening (14). In a study that examined reasons for not being
screened, people with low educational attainment, no health insur-
ance, and no usual source of care had the highest prevalence of
never being screened (5).

Nonfinancial factors also affect CRC screening. Jones and col-
leagues published a report of patient-reported barriers to CRC
screening in 2010 (15). In their mixed-methods study, which in-

cluded African American people and people with low income, bar-
riers identified were lack of understanding about what to do when
being screened and what screening involved, lack of motivation to
get tested because of reservations about getting the test, and not
having the means to pay for initial testing and possible follow-up
testing. No similar studies have been conducted among people
who reported never being screened for CRC. Reducing these barri-
ers will require developing educational resources designed to meet
the needs of people who experience these barriers

Our study has several limitations. First, CRC screening preval-
ence may be underestimated or overestimated because of recall bi-
as. Second, we were unable to differentiate between a screening
test and a diagnostic test, and respondents may not have been able
to differentiate between types of stool tests and endoscopies.
Third, social desirability bias could have affected responses to sur-
vey questions. Fourth, our analysis did not account for any
sampling error. Fifth, the response rate for BRFSS was about 45%,
and some respondents did not answer all the questions. Lastly, Na-
tional Health Interview Survey data are used to determine Healthy
People national objectives, whereas BRFSS data are used to meas-
ure state-level progress toward improving health behaviors that af-
fect chronic diseases (16). Estimates from BRFSS tend to be high-
er than estimates from the National Health Interview Survey, pos-
sibly because of the survey methods (17).

If we are to reach the Healthy People 2030 objective of 74.4% of
the population screened for CRC or the goal of 80% screened in
every community (12), we should intensify outreach to people
who have never been screened, because most of those not up to
date have never been screened (5). During the COVID-19 pan-
demic, the backlog in CRC screening has grown to nearly 4 mil-
lion people (18). We have a lot of work ahead of us. The Presid-
ent’s Cancer Panel released new recommendations in early 2022
that will inform this work (19).
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