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Abstract

Background: Kentucky has the highest all-site cancer incidence and mortality rates in the United States. Conducting needs
assessments in alarge geographic area, such as an entire state, poses challenges in collecting qualitative data from diverse rural
and urban contexts. In 2021, a steering committee was formed to drive amultimethod, statewide cancer needs assessment (CNA)
to identify the future priorities for all cancer-related care in Kentucky.

Objective: We aimed to report on the online focus group component of the CNA by documenting existing community resources
and perceived needs across the cancer care continuum. In addition, we aimed to explore the impacts of social determinants of
health among populations experiencing health disparities.

Methods: Through existing partnerships and a national research registry, we recruited adult Kentucky residents who were not
employed in health occupationsto participate in 11 online 60-minute focus groups, stratified to include multiple target popul ations
and geographic areas. We based our semistructured discussion guide on the cancer care continuum and focused on social
determinants of health, health equity, and factors affecting cancer diagnoses and outcomes. We conducted a qualitative line-by-line
analysis of the recorded transcripts to identify themes.

Results. The participants (N=51; mean 4.63, SD 2.26 per group) lived in 25 different counties, including 35% (18/51) from
rural communities, 14% (7/51) from the Appalachian area of Kentucky, and 31% (16/51) who self-identified with a racial or
ethnic minority group. Weidentified 17 primary themes representing community-perceived needs and potential solutions across
the cancer care continuum, including novel approaches to make information accessible; messaging not interpreted as blaming or
shaming; messaging from individuals who engender trust; screening efforts to reach individuals where they are; ways to address
practical barriers to screening and treatment, such as cost and transportation; and ways to increase knowledge about insurance
coverage. In addition, we found 83 emergent subthemes specific to race, ethnicity, rural and urban residence, sexual orientation
and gender identity, and age. The participants described the need to promote positive, culturaly sensitive patient—health care
provider communication and to create safe care spaces that consider the ways in which social norms affect cancer care, fight
stigma, and improve health equity.
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Conclusions: By conducting statewide qualitative data collection online, we provided val uable depth of understanding for future
programs and research to address cancer incidence and mortality in Kentucky. The findings pointed to several potential actions
to address community-perceived needs across the cancer care continuum, including increasing accessiblerisk reduction information,
expanding waysto overcome challengesto screening and treatment, building patient navigation resources, and increasing positive
patient—health care provider communication. The findings also suggest that online focus groups can be a valuable component of
CNAs to capture cancer-related needs and solutions across large geographic areas and diverse populations.

(JMIR Cancer 2025;11:e63717) doi: 10.2196/63717
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Introduction

Background

The Commonwealth of Kentucky hasthe highest all-site cancer
incidence and mortality ratesin the United States[1]. In 2021,
a group of academic and community partners collaborated on
acomprehensive, statewide cancer needs assessment (CNA) to
address the state's extensive cancer burden. The use of CNAs
has increased in recent decades, grounded in their promotion
by the Affordable Care Act and accreditation boards, as well
as requirements by the National Cancer Institute (NCI) for
NCI-designated cancer centers to assess the needs of their
catchment areas. In this case, the catchment area of focus
consisted of the entire state of Kentucky. In this CNA, we sought
to explorethe lived experiences of community membersthrough
the examination of specific topics across the cancer care
continuum, from risk reduction to treatment follow-up, through
online focus groups. This approach alowed us to reach
individuals throughout the diverse geographic regions and
cultural contexts of the state, encompassing multiple urban areas
and alargerural population, which includes the predominantly
rural Appalachian region.

In CNAs and other community health needs assessments,
qualitative methods can complement quantitative datato identify
and shed additional light on the needs and inequities, such as
those by race, ethnicity, and geography, in services across the
cancer care continuum [2-5]. Qualitative methods provide an
ideal way to understand the depth and richness of experiences
behind the patterns and trends noted in quantitative data [2,6]
and to include community perspectives in the prioritization of
needs [4,7]. Speaking directly with community members can
highlight their varying perspectives compared to those of health
care providers. For example, health care providers often focus
clinically on cancer needs, whereas community members more
regularly focus on ways to address relevant social barriers and
health disparities [6,8].

Previous qualitative research suggests that community member
perspectives about heeds across the cancer care continuum may
vary across groups [5]. For example, rural and urban residents
may obtain information about cancer risk reduction from
different sources; rural individuals may be more exposed to
midleading information around risk reduction and screening
due to reduced access to the internet or health care providers
capable of verifying accurate information [9]. Individuals in
underserved populations (eg, those with limited access to
resources, services, or health care) also display variation in the
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amount of knowledge they possess about when, where, and how
to secure treatment, and many may have trouble accessing care
because of distance or clinic hours [3]. Similarly, members of
racial and ethnic minority groups desire culturally appropriate
educational materials about screening and treatment specific to
their communities[3,6]. Previous studies[3,10] haveidentified
unique needs for cancer support or support programs among
rural populations and racial and minority groups, such as
concerns about paying for services and an increased need for
survivorship services, including community-specific support
groups. Among populations who experience cancer-related
health inequities, previous studies[2,3,6] haveindicated awide
range of factors, including environment (eg, political and
physical), discrimination, stigma, distrust, and strategies to
improve access to health care (eg, geographic distance and
costs).

Traditionally, qualitative focus groups have been conducted in
person, yet technological advances within the past decade have
made it possible to conduct online groups using
videoconferencing [11,12]. Although the use of online focus
groupsin health research wasrel atively uncommon before 2020,
the COVID-19 pandemic stimulated a rapid increase in the
uptake of videoconferencing technology for work, education,
telehealth, and personal uses [13]. The pandemic restrictions
on in-person contact caused disruptions to data collection
activities, prompting many researchers to explore online data
collection options, such as online focus groups [12]. Some
studies [11,14] have reported successfully using online focus
groups during the pandemic with hard-to-reach populations and
for uncovering cancer-rel ated needs, such as colorectal [15] and
breast cancer screening [16]. Although technological limitations
can occur with online administration, promising advantages
also exist, including reduced travel barriersfor participants who
live further away, increased comfort from the ability to
participate at home or other convenient locations, and increased
flexibility of scheduling. Onlinefocus groups have demonstrated
the ability to gather data on par with in-person focus groups
while maintaining the pandemic safety protocols, allowing
research teams to gather important and timely data[11,14].

Objectives

To the best of our knowledge, thisisthefirst use of onlinefocus
groups as a part of a statewide cancer-focused CNA.
Specifically, the objectives of the CNA focus group component
were (1) to document existing community resources and needs
across the cancer care continuum domains (risk reduction,
screening, diagnosis, treatment, follow-up, and survivorship)
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[5] and (2) to explore waysthat the social determinants of health
affect cancer care throughout Kentucky and the unique needs
of groups that experience cancer health disparities based on
race, ethnicity, geographic area, sexual orientation, or gender
identity.

Methods

Kentucky CNA and Community-Engagement
Overview

In 2021, the Community Impact Office (CIO) in the University
of Kentucky Markey Cancer Center (UKMCC) convened a
steering committee to collaborate on anew CNA for Kentucky.
The 27 steering committee members represented diverse
organizational partners with statewide reach and interest in
cancer, including staff of the Kentucky Cancer Consortium
(KCC), the Kentucky Cancer Program (KCP), the Kentucky
Cancer Registry, the American Cancer Society, the Foundation
for Healthy Kentucky, the Kentucky Department for Public
Health, and the University of Louisville. The overall CNA used
amixed methods approach, which is described in more details
elsawhere[17]. Quantitative datawere compiled from state and
national data sources [18] (eg, the US Census Bureau's
American Community Survey, the Kentucky Cancer Registry
as part of the NCI's Surveillance, Epidemiology, and End
Results Program, and the Centers for Disease Control and
Prevention's Behavioral Risk Factor Surveillance System
[19-21]) to describe patterns in key indicators and areas of
cancer disparitiesin Kentucky. To complement the quantitative
data, the CNA design included gathering qualitative data to
better understand the experiences, perceptions, and needs of
Kentuckians.

The CNA steering committee, including the KCP and the KCC
members, gave valuable feedback on the focus group sampling
design, recruitment strategies, discussion guide questions, and
incorporation of the findingsinto the overall CNA. The steering
committee used the CNA conceptua framework, the
devel opment of which isdescribed elsewhere[17], to createthe
focus group discussion guide. Coauthors of this publication
wrote the questions, followed by the review and revision by the
steering committee members, who included individuals with
relevant expertise and partner organizations. The KCPis co-led
by the UKMCC CIO and the University of Louisville Brown
Cancer Center. Founded in 1982 by the state legislature, the
KCP is a statewide community-based cancer prevention and
control program served by regionally located staff covering
each of Kentucky’s 15 area development districts. Theregional
K CP staff manage District Cancer Councils comprising local
and regional organization partners, such as health providers,
faith-based leaders, cancer survivors, and educators. The KCP
staff plan and implement evidence-based programs, in
collaboration with these and other partner organizations, focused
on cancer risk reduction, early detection, and survivorship. The
KCC, created in 2002 and funded by the Centers for Disease
Control and Prevention Comprehensive Cancer Control
Program, is the state's comprehensive cancer control coalition
and is managed by staff in the UKMCC CIO. The KCC
convenes awide range of statewide partner organizations, who
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collectively devel op, implement, and eval uate the state’ s cancer
plan with particular focus on health equity and policy, systems,
and environmental changes. The KCP and the KCC staff
members contributed to the focus group question guide,
distributed the focus group recruitment flyer throughout their
partner networks, sat in on the focus group discussions, and
provided feedback in the postgroup debrief discussions with
facilitators.

Study Population and Recruitment

For inclusion, participants had to be aged =18 years and a
resident of Kentucky. Because our target population was lay
community members, we excluded individuals who reported
working in public health, health care, or another health-focused
position. If participants voiced alack of experience with Zoom
(Zoom Communications, Inc), we provided one-on-onetraining
to ensure comfort with the online setting. We excluded
participants who reported not feeling comfortabl e participating
inan onlinefocus group viaZoom and declined our one-on-one
support [22]; less than 5% (2/51) of the participants expressed
concernsover participationinthisformat, all of whom received
one-on-one support.

Through the KCC and the KCP partnership networks, we
distributed flyers that linked participants to an eligibility
screener in REDCap (Research Electronic Data Capture;
Vanderbilt University) [23]. The KCC devel ops and distributes
aweekly e-newsletter to more than 600 subscribers. The flyer
was included in the newsletter over multiple weeks. The KCP
membersdistributed flyersto their existing email lists of partners
throughout Kentucky and posted printed flyers at public
community events. We also used ResearchMatch, a national
registry created by several academic institutions and supported
by the US Nationa Institutes of Health as part of the Clinical
Translational Science Award program, to identify potential
participants[24]. Within ResearchMatch, we devel oped asearch
for adult residents in Kentucky. ResearchMatch allows for the
direct distribution of recruitment materials and eligibility
screener link to potential participantsin the search results.

To increase heterogeneity and diversity, we used a stratified
purposive sampling strategy based on race and ethnicity;
geography (rural and urban, as well as Eastern and Western
Kentucky, to capture varying cultural contexts); and sexual
orientation or gender identity, with intentional oversampling of
Black and LGBTQ+ (leshian, gay, bisexual, transgender, queer,
and other minority) individuals. We determined rural-urban
designations at the county level from the 2013 rural-urban
continuum codes [25]. We gathered the aforementioned
demographicsintheeligibility screener and assigned participants
to focus groups based on these characteristics and preferences
for group participation. The recruitment continued until we had
enough participants to schedule each of the following groups:
(2) urban eastern Kentucky (mixed race or ethnicity), (2) urban
eastern Kentucky (Black or African American), (3) urban
western Kentucky (mixed race or ethnicity), (4) urban western
Kentucky (Black or African American), (5) rural western
Kentucky, (6) rural eastern or Appalachian Kentucky, (7)
Hispanic or Latine (any location), and (8) LGTBQ+ (any
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location). We recruited enough participants in a few of these
groups to warrant multiple focus group sessions.

Ethical Consider ations

The study team contacted eligible participants based on
identified preference (phone, text, or email) to provide consent
information via a cover letter, schedule the focus group, and
providealink to abrief demographic questionnairein REDCap.
All participants received consent information via email when
starting the demographic questionnaire, aswell asby oral review
before starting the focus group. The consent explanation
included a description of actions taken to ensure privacy,
including the removal of any identifying information in the
dataset and the del etion of recordings once compl eting analysis.
We proceeded with data collection once receiving verbal consent
from all participantsin each group. Participants received aUS
$50 e-gift card for participation. We received a waiver to
document consent for this project, and all procedures were
approved by the University of Kentucky Institutional Review
Board as an expedited study (65451).

Data Collection

From July to September 2021, we conducted 11 focus groups.
A trained facilitator (JRT) and aresearch assistant and notetaker
(KF) conducted the 2-hour sessions on Zoom. Before proceeding
with the semistructured discussion guide questions (Multimedia
Appendix 1) to introduce the cancer care continuum domains
[5] and alow the participants to ask clarifying questions, the
facilitator used Zoom's screen sharing feature to show avisual
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graphic of the relevant factors for risk reduction, screening,
diagnosis, treatment, treatment follow-up, and survivorship
(Figure 1). One continuum domain was discussed at atime. To
discuss risk reduction, we highlighted various health behaviors
and exposures that increase cancer risk, including tobacco use,
diet, physical activity, sun exposure, and exposure to
environmental toxins. For the screening discussion, we provided
participants with examples of available screening types,
including mammography for breast cancer, Papanicolaou and
human papillomavirus tests for cervical cancer, colonoscopies
and stool-based tests for colon cancer, low-dose computerized
tomography scans for lung cancer, prostate-specific antigen
tests and examinations for prostate cancer, and genetic testing
for inherited risk. To set the stage for discussing diagnosis and
treatment, we expressed our interest to the participants in
understanding more about conversations that occur at the point
of diagnosis and the types of treatment available in their
communities, such as surgery, radiology, and chemotherapy.
In our discussion of cancer treatment follow-up and
survivorship, we covered an array of potential resources, such
as support groups, physical and occupational therapy, financial
supports, mental health supports, and palliative care, aswell as
side effects from treatment. For each continuum area, the
questions focused on participant awareness of local resources
and the challengesthat the individual sfaced in their community
related to each domain. Through the intentional scheduling of
participants in the focus groups with people sharing similar
demographic characteristics, we also sought to identify emergent
themes and compare them across groups.
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Figure 1. Graphic representation of the cancer care continuum displayed during the focus groups (informed by the Institute of Medicine, 2013 [5]).
CT: computed tomography; HPV: human papillomavirus; PSA: prostate-specific antigen.
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Risk reduction

* No tobacco * Reduce sun or UV exposure
* Healthy diet * Reduce exposure to
Increase physical activity environmental toxins
HPV vaccination
Limit alcohol use

Screening Available screenings:
» Screening education * Mammograms
and counseling for ¢ Colonoscopies and stool-based tests
inherited risk or family Pap and HPV tests
history of cancer CT scans for lung cancer
PSA tests and examinations for
prostate cancer

Diagnosis
* Informed decision making
» Health care provider communication
* Expectations of treatment

Treatment

Oncology or cancer care
Surgery

Radiation
Chemotherapy

Survivorship and treatment follow-up

Physical or occupational * Support groups for
therapy patients and caregivers
Management of treatment * Mental health counseling
side effects and coping skills

Hospice * Assistance with treatment
Comfort care costs or access

Analvsi identify as female and have experience in public health and

nalyss qualitative research; two of the authors (JRT and PCH) have
We audio- and video-recorded each session and transcribedthe  doctoral degrees in health and extensive expertise in
resulting recordings verbatim. Thefacilitator (JRT) and research  community-engaged approaches, including with low-income,
assistant (KF) double-coded 20% of the transcriptsin Microsoft  rural, and minority populations. For coding, we combined two
Excel with >90% initial agreement. To ensure coding alignment approaches. (1) a deductive approach based on the
and analysisrigor, we resolved discrepanciesthrough discussion  semistructured focus group questions to isolate the specific
and consultation with a third author (PCH). All 3 authors  resources and needs across the cancer care continuum and (2)
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an inductive approach to identify emergent themes from
demographic groups who experience cancer health disparities
related to race and ethnicity, geographic location, and sexual
orientation or gender identity [26,27]. The deductive approach
resulted in 13 primary themes across the continuum of care,
along with the considerations related to the COVID-19
pandemic. We conducted the focus groups until thematic
saturation was reached within these 13 primary themesin order
to provide sufficient feedback in each of the cancer care
continuum domains. The subsequent inductive approach resulted
in 83 emergent subcodes, including specific differences across
the demographic groups experiencing health disparities.

Thompson et a

Results

Participant Characteristics

A total of 51 adults from 25 of Kentucky’'s 120 counties
participated in the 11 focus groups. We scheduled 79
participants, resulting in an attendance rate of 65% (51/79). The
mean focus group size was 4.63 (SD 2.26) participants. The
sample had amean age of 49 years. Among the 51 participants,
18 (35%) were from rural communities, 7 (14%) were from
Appalachian Kentucky, and 16 (31%) self-identified as Black,
American Indian, Asian, or Hispanic or Latino. Table 1 provides
a summary of the participant demographic characteristics.
Although the stratified purposive sampling design was not
intended to yield a sample that is directly representative of the
Kentucky population, the participant demographicswere similar
to the state, with intentional oversampling of Black and
LGBTQ+ individuals.

Table 1. Demographics of the cancer needs assessment focus group participants (N=51) compared to state-level demographics (N=4,449,052).

Demographic variables Sample State of Kentucky
Age (y), median 49.0 39.1
Sex or gender identity, n (%)
Female 40 (78.4) 2,258,130 (50.8)
Male 11 (21.6) 2,190,922 (49.2)
Nonbinary 0(0) _a
Rural or urban residencyb, n (%)
Urban (metro) county 33 (64.7) 2,619,409 (58.9)
Rural (nonmetro) county 18(35.3) 1,829,643 (41.1)
Appalachian County 7(13.7) 1,165,722 (26.2)
Race and ethnicity®, n (%)
American Indian 2(3.9) 9386 (0.2)
Asian 2(3.9) 65,191 (1.5)
Black 11 (21.6) 358,928 (8.1)
Hispanic or Latino 1(2 162,994 (3.7)
White 35 (68.6) 3,868,479 (87)
LGBTQ+ identity 4(7.8) —

3ot available.

bDetermined by the county-level rural-urban continuum codes; a code =4 represents arural county.
®Responses are not mutually exclusive because the participants could choose more than one.

dLGBTQ+: lesbian, gay, bisexual, transgender, queer, and other minority.

Major Themes Acrossthe Cancer Care Continuum

Overview

In reaction to the cancer care continuum graphic (Figure 1),
participants described the needs and associated potential
solutions for each domain of the continuum—risk reduction,
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screening, diagnosis, treatment, treatment follow-up, and
survivorship. Refer to Figure 2 for a list of the 83 identified
subcodes within each of the 13 primary themes, which are
organized into the 12 blocks within the table, along with the
considerations of the COVID-19 pandemic that apply to the
entire continuum of care. The identified representative quotes
for each continuum domain are provided in Table 2.
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Figure2. Summary of the themes and subcodes of the cancer needs assessment focus group categorized by the cancer care continuum.

Knowledge,
attitudes, and
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Potential
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Risk
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Screening

Diagnosis and
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Follow-up and
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.
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Knowledge of risk factors
Knowledge of family history
Knowledge of insurance

.

Trust of medical facilities
Fear or stigma of cancer

Not wanting to know results
Quality of local facilities
Stress or anxiety of diagnosis

.

Fear of asking questions
Diagnosis expectations
Mental load of diagnosis
Trust of medical facilities
Fear of losing one’s job

Consideration of quality of life
Mental load of treatment
Fear of asking for help
Isolation after treatment
Knowledge of cancer support

.

benefits * Unpleasant preparation * Sharing one’s diagnosis * Knowledge of palliative care
* Hesitancy to talk about health * Knowledge of guidelines * Stress or anxiety from
treatment
* Knowledge of treatment
options
* Presence of exercise facilities * Health insurance coverage + Literacy or language + Transportation to appointments
* Places to buy healthy foods * Cost + Compassionate and consistent | * Gender norms in follow-up
* Parks and outdoor spaces * Transportation or distance care + Side effects and procedures
* Walkability * Time constraints * Costand health Insurance * Social support
* Environmental pollutants * Technology coverage
* Cost * Resources at local facilities * Transportation or distance
* Habits formed as children + Availability of genetic testing * Access to needed physicians
* Local industry (eg, tobacco) * Appointment availability
* Resources at local facilities
+ Technology
* Sharing information through * Personal stories * Personal stories + Virtual support
schools * Mobile units * Treatment navigators + Spiritual support
* Community events + At-home screening options + Telehealth * Caregiver supports (eg, respite)
* Church programs * Promotion by local leaders * Cost or transportation support | * Local and national support
* Local and social media * Recommendations by health * Health care provider groups
* Employer orinsurance care providers compassion training * Centralized website for
discounts * Access to racial and ethnic information

Information from health care
providers

minority health care providers
Local and social media

+ Mental health support

COVID-19 Considerations: Fear of hospitals, Not wanting to leave the house, Postponed care or procedures, Worn-out staff, Not allowing guests
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Table 2. Representative quotes by cancer care continuum area.

Continuum area Representative quotes

Risk reduction .

Screening .

Diagnosisand treatment  «

Follow-up and survivor-  «
ship

“There'salot of folks that don’t live in the downtown area or awalkable part of our town that will never makeit 5
miles to the [University of Kentucky Cooperative] Extension Office [or] don’t know that the Extension Offices have
fabulous nutritional programming.” [White woman from arural county; aged 31 y]

“My husband still smokes heavily, and he knows all therisk and he still does it because he's addicted to it. | think that
preventing it from happening [in the first place] is definitely aconcern. | know in my area, my dad and mamadid, their
uncle did, their grandpa did. [When I] ask, they say, ‘Well, | started smoking at seven when | got a cigarette from my
grandpa,’ and it'sjust old family mentality circles.” [Asian woman from arural county; aged 31y]

“We could definitely have a bigger presence [of environmental pollutant awareness] in my specific area, especialy
with how much agriculture we have...the runoff can cause alot more issuesthan | think most of our residents are aware
of.” [White woman from arural county; aged 32y]

“It's about people feeling attacked, so | think it just really goes back to messaging, and | think...people always want
to know why, like what’s your motivation for doing it, so | think the better you can communicate that.” [White woman
from an urban county; aged 36 y]

“Well, you know the colon [screening], it's not so much that the procedure’s horrible but the process of getting ready
for the procedure is not pleasant, and | know that I’ m aware of that. And even though my best friend has gone through
the process, she shared it, so I’'m trying to hold off.” [Black woman from an urban county; aged 45 y]

“1 can remember when they cut back on pap smears | was shocked. | don’t see the benefit, and, okay, now | only need
one every 3 years, and I'm like, that doesn't seem to make sense to me.” [White woman from an urban county; aged
36Y]

“Another issue is that even people that have insurance and then all the things [she] said, like people that work all the
time that are working two jobs or they don’t have someone to watch their kids. They don't have transportation. That's

abig problem here, we don’t have public transit.” [White woman from an urban county; aged 44 y; LGBTQ+2identity]
“| think it was mammogram screening...the mobile clinic, so | think that's areally good idea that they came up with,
and you know, it's able to go around and meet the people where they are.” [Black woman from an urban county; aged
48y]

“Well, | think even people that have insurance, the deductibles are so high on alot of them that there are people that
will not [get screened]. | mean there’s afew things on thislist that are now because of the ACA [Affordable Care Act]
you can get screened once a year, and you don't have to pay for it [if you know about it].” [White woman from arural
county; aged 45y]

“These [radiation and chemotherapy] are available in my community, but most people that have means don’t want to
receive them here...A ot of people that have means would go elsewhere. They would go to [hospital in nearby city]
or somewhere else. Or, | know people that may go there [locally] the first time, and then when they get diagnosed, if
they have the means they go to [hospitalsin larger nearby cities].” [White woman from arura county; aged 44 y;
LGBTQ+ identity]

“The ease of medical information being shared...would help with treatment, knowing al your doctors are on the same
page...knowing what each person, what the right hand is doing and what the left hand isdoing at the sametime.” [White
woman from an urban county; aged 45 y]

“The way that the health care system is set up right now takes too long. So, if you go in and find alump or whatever,
its 2 weeks or a month before you go to the next step and then it's even more time after that, before you know what
stageit is, and then atreatment plan. That isalot of heavy mental load for somebody to have to carry for that long.”
[Black woman from an urban county; aged 48 y]

“1 think alot of times, you have to recognize when you need a proxy or for the health care staff to recognize when
someone needs a proxy because you're saying something to somebody and saying, ‘ do you understand? They're going
to say ‘yes because they don’t want to appear that they don’t know, but just being able to understand and to ask the
type of questions they need to.” [Black woman from an urban county; aged 28 y]

“1 think they gave her family false hope and did things that work for some people because they’re younger...but prob-
ably lowered her quality of life at the end when it was inevitable that she was going to pass away.” [White woman
from an urban county; aged 73 y; LGBTQ+ identity]

“They found that she had Medicaid it's like ‘oh we're sorry, thisis an experimental treatment, and thisisn't covered
by Medicaid.” So, [we asked] how much does this cost. It will cost you about $100,000, and it might as well have been
amillion dollars. | have followed the research and it has been phenomenal, and it's so sad that we live in aworld that
$100,000 is worth more than an extra 10 to 15 years of my mother’slife” [White man from an urban county; aged 41
y; LGBTQ+ identity]

“And the other person | met with...waslike ‘well, | don’t understand why ayoung, pretty women like you wouldn't...want
to havethat surgery done.’ So, | think that thereis sort of pressureto meet traditional gender stereotypesin reconstruction,
and you know, like how you deal with that that sort of thing, and also with like fertility issues.” [White woman from
arurd county; aged 45y]

“We probably need more mental health professionals down here. When | first got a cancer diagnosis, the insurance
company sent me aletter in the mail that | could talk to an oncology nurse, and | talked with her and that was really
helpful to have like a third-party person not involved in like my achieving my plan and not family or friend who has
any emotional investment but also not my doctor to talk to. That was areally great support.” [White woman from an
urban county; aged 74 y]
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3_GBTQ+: leshian, gay, bisexual, transgender, queer, and other minority.

Risk Reduction

Knowledge, Attitudes, and Per ceptions

The participants identified several knowledge, attitude, and
perception-based factors that affect cancer risk reduction
behaviors. The factors included myths around cancer risk;
knowledge of risk factors, family history, and insurance benefits;
stress and related coping mechanisms; and a hesitancy to talk
about health or cancer.

Barriers

The participants al so described various barriersto risk-reduction
behaviors. For example, participants cited the absence or lack
of access to places to buy healthy foods, exercise facilities,
parks, and outdoor spaces, aswell as walkable neighborhoods,
as adversely affecting their diet and physical activity.
Walkability and proximity also affected access to community
risk reduction resources, such as tobacco cessation, radon
testing, and other resources found at local health departments
or extension offices. Participants also perceived family history
and historical livelihoods as barriers to cancer risk reduction,
including health habitsformed as children (eg, diet and exercise)
and generational influences (eg, tobacco use). Similarly,
participants expressed a lack of awareness around the role of
local industry (eg, tobacco farming, mining, and factories) in
creating potential environmental pollutants. Finally, participants
identified cost asamajor barrier to healthy eating and physical
activity.

Potential Solutions

When discussing potential solutions to these challenges, the
participants described strategies to increase education and
knowledge of resources to support risk-reduction behaviors,
including severa modes to share information. Participants
named community events (eg, health fairs and local festivals),
schools, churches, local and socia media, local major
employers, insurance companies, and health care providers as
possible strategies to convey information and increase
knowledge around cancer risk reduction in Kentucky
communities. In addition, participants emphasized that
information and messaging should be free from shame or blame
language, using positive and constructive suggestions.

Screening

Knowledge, Attitudes, and Perceptions

The participants described a variety of knowledge, attitudes,
and perceptions affecting the receipt of screening, falling into
two major categories: (1) perceptions of medical facilities and
(2) personal concerns or knowledge of screening. The former
included aspects such as trust in medical facilities and health
care providers, and the quality of screening resources available
at local facilities. The latter included aspects such as fear or
stigma surrounding cancer, stress or anxiety of diagnosis,
unpleasant preparation, knowledge of screening guidelines, and
not wanting to know the results dueto the cost, stress, and other
next steps related to a potential cancer diagnosis. For example,
participants described the effects of unpleasant colon screening
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preparation and the confusion that individuals may feel inlight
of changing screening guidelines.

Barriers

The participants identified practical challenges in receiving
cancer screening. The most commonly raised barrierswere cost,
health insurance coverage, and transportation or distance to
facilities. In addition, participants mentioned time constraints
(eg, clinic hours, ahility to take time off work, and childcare
responsibilities); technology barriers; and availability of local
resources for screening and genetic testing.

Potential Solutions

As solutions for screening challenges, the participant
recommendations fell into two areas: (1) increasing access by
reaching people where they are and (2) waysto boost or promote
screening messaging. Increasing access included the use of
mobile units and at-home screening options (eg, stool-based
tests for colon cancer). Participants suggested that screening
messaging could have a greater impact if it came from local
leaders, trusted local health care providers, providers of similar
racia or ethnic minority background and gender identity, and
personal stories from cancer survivors. Aswith risk reduction,
participants recommended that screening messaging or
opportunities could be effectively implemented or shared
through community events, schools, churches, local and social
media, and insurance companies. Participants recommended
devel oping strategiesto increase knowledge of which preventive
screenings are covered by insurance, aswell astheir eligibility
and fregquency.

Diagnosis and Treatment

Knowledge, Attitudes, and Perceptions

At the point of diagnosis, the participants indicated that
individuals experience a large mental load and various
associated effects. Discussion of the diagnosis mental load
included stress, anxiety, fear of losing one's job, fear of asking
guestions, and understanding diagnosi s expectations. Participants
also expressed a need for skills around discussing one's cancer
diagnosis with family and friends and to gain self-efficacy in
order to make confident treatment choices, ask hedth care
providers questions, or receive second opinions. As with
screening, participants described that their trust in medical
facilities and health care providers, aswell astheir perceptions
of the quality of treatment resources at local facilities, affected
their treatment decisions.

Barriers

The participants discussed a wide variety of communication
challenges with health care providers related to diagnosis and
treatment decisions. For exampl e, they described theimportance
of literacy and language barriers; compassion and understanding
among health care providers; and challenges with consulting
multiple specialists, including the sharing of information among
these physicians. Aswith screening, participants named several
logistical and practical barriers, such as cost, health insurance
coverage, transportation and distance to health facilities that
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provide the needed treatments, appointment availability, and
technology barriers to telehealth.

Potential Solutions

For potential solutions, the participants di scussed the importance
of navigators in the diagnosis experience to offset the mental
load and to assist in explaining prognosis and treatment options.
Similarly, social supports and personal storiesfrom friendsand
family were key to diagnosis and treatment decision-making
and appointment keeping. Participants also requested more
information on cost or transportation supports, as well as
telehealth options, for those with technological accessand skills
to complete these visits. Finally, to improve patient—health care
provider communication, participants recommended increased
training in compassion and humility for health care providers.

Treatment Follow-Up and Survivorship

Knowledge, Attitudes, and Perceptions

The participant perceptionsincluded the continued mental |oad
during treatment, isolation after treatment, fear of asking for
continued help, and considerations of the quality of life during
treatment decisions. In addition, participants described the need
for knowledge about cancer support, support programs, and
palliative care, particularly before the patient or family needs
them.

Barriers

Transportation to health facilities and the cost of treatment
continued to be a challenge during this period. Participants
expressed the need for social supports and the complexities of
receiving referrals for therapy or other supports. In addition,
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participants discussed the side effects from procedures and
medications and the way social norms around gender and age
affect health care provider and community perspectives on
treatment follow-up choices, such as breast reconstruction.
Follow-up support or support programs varied based on location,
age, and cancer diagnosis, where some had plentiful and others
had few resources available for their diagnosis or age group.

Potential Solutions

The participants described the continued need for survivor
supports, including through local and national support groups.
Participants suggested the use of online support groups, aswell
asthose at faith-based |locations, to increase access. | n addition,
participants discussed the importance of caregiver supports,
such as respite, and for reducing stigma around mental health,
along with increasing access and knowledge of these forms of
support. Finally, participants requested a single location, such
as a centralized website, to find information on available
treatments and supports.

Social Deter minants of Health and Health Equity:
Population Differences

Overview

We found several specific differences between the groups that
elucidated the waysin which social determinants of health affect
populations across the cancer care continuum. Figure 3 includes
the emergent themes across the continuum of care that were
particularly emphasized by the specific population groups. In
Table 3, we provided the representative quotes for each
population comparison group.

Figure 3. Summary of the emergent themes across the cancer care continuum, specifically raised among population groups who experience cancer
health disparities. LGBTQ+: leshian, gay, bisexual, transgender, queer, and other minority.

Risk Screenin Diagnosis and Follow-up and
reduction & treatment survivorship
+ Knowledge of risk factors * Access to racial or ethnic * Consistent care * Fear of asking for help
* Hesitancy to talk about health minority health care providers | ¢ Fear of asking questions * Local and national support
Race and * Fear or stigma of cancer * Literacy or language groups
ethnicity * Support of local leaders * Health care provider
* Quality of local facilities compassion training
+ Trust of medical facilities * Transportation support
* Trust of medical facilities
* Environmental pollutants * At-home screening options * Access to needed physicians * Fear of asking for help
+ Knowledge of risk factors * Fear or stigma of cancer + Appointment availability * Local or national support groups
Rural or | + Localindustry (eg, tobacco) * Mobile units * Consistent care * Transportation to appointments
urban | * Places to buy healthy foods * Quality of local facilities * Resources at local facilities
residence | * Presence of exercise facilities * Resources at local facilities * Technology
+ Walkability * Technology * Telehealth
+ Transportation or distance *+ Transportation or distance
* Trust of medical facilities * Trust of medical facilities
LGBTQ+and | , Hesitancy to talk about health | = Trust of medical facilities + Health care provider * Gender norms in follow-up
.gend_er compassion training » Local and national support
identity « Trust of medical facilities groups
¢ Technology * Technology * Local and national support
Age . . .
* Trust in genetic screening * Telehealth groups
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Table 3. Representative quotes for population differences among the groups who experienced cancer health disparities.

Population differences

Representative quotes

Race and ethnicity

Rural and urban residency

Gender norms and
LGBTQ+%identity

Generationa differences

“Sun exposure, we don't really hear too much about that, especially for African Americans, you think ‘oh, we don’t
really need [to know about the risks of] the sun exposure,’ but we need to [watch sun exposure] just as much as
everybody else does.” [Black woman from an urban county; aged 29 y]

“The Latino community, generally speaking, when parents bring their daughters to their appointments and the
doctor starts talking about the HPV [human papillomavirus] vaccination, the doctors a so start talking about if the
teen’s been sexually active and that doesn’t click so well...perhapsthereisadeep cultural and religious background,
but many moms are like ‘1 don’t see the need for that vaccination, because my daughter is not sexually active.’”
[Latinawoman from an urban county; aged 50 y]

“Some peoplereally don't go to the doctor unlessthey know for afact, something iswrong with them. And, sometimes
| think in the Black community, thereisalack of trust with health care providers, and | think that sometimes there's
alot of fear. It's more out of sight, out of mind. If | don't have anybody telling me that there's nothing wrong with
me, then | don't have anything to worry about. So, kind of that type of thing is a cultura thing as well, and people
just don’t go to the doctor. It's just not something that’s done unless you know, something iswrong.” [Black
woman from an urban county; aged 30 y]

“Transportation and the fact we only have two clinics. If those clinics don't offer screenings, then they have to go
outside the county...And [it's] not only transportation, it’s...the gas money, eating if you're gone very long, and all
that goes along with that.” [White woman from arural county; aged 49 y]

“1 think that there is alot available now, more now than there used to be. | still feel that alot of people still travel.
They still travel to larger hospitalsin the larger cities because they feel like they can get better treatment, better
care. | think alot of it hasto do with trust and outcomes and seeing that there’s success in this area, with treating
it. People don’'t want to risk their lives going through treatment in a small town where they're just starting this
treatment.” [White woman from arural county; aged 58 y]

“We need to have the doctor that will stay for years. | mean when | was young, the doctor that | saw until | was 18
was the doctor that birthed me, and | know that that is so rare. But, there's just no relational aspectsto health care.
You'rejust anumber, and you're lucky if you can get adoctor that'll stay for afew yearsin asmall town. So that's,
you know, | think that’s the big thing isjust access, and access doesn’t mean 30 minutes away, it means | can walk
there” [White woman from arural county; aged 55 y]

“It was after the surgery, my follow-up, and | was going to get the pathology report from the breast surgeon. My
partner came with me, and | don't think they even offered to have her sit down. They didn't ask her if she had any
questions. There was just no, you know, they just kind of ignored her, and it was, you know, not afun time at all.
So, | don’'t know how prejudiced they were, but we felt it anyway.” [White woman from an urban county; aged 73
y; LGBTQ+ identity]

“1 mean, my father was very anti-doctor. No matter what | would say to him...he wouldn't go to adoctor. But at the
chiropractor, they said ‘hey, I'm not qualified to say this, but it looks like you have cancer, you're avery sick man
and you need to go to the hospital.’ He died six weeks later. I'd hear him say it many times, he felt like it [health
care] was only for therich...if you can figure out how to change that mentality. [White man from an urban county;
aged 41y; LGBTQ+ identity]

“My mom isin her 60s...this morning, she asked meif her camerawas capable of videos...I think not knowing how
todoitisabarrier, but maybe you can walk them through how you set it up.” [Black woman from an urban county;
aged 29y]

“1 think within my family the 30 and under group, we're much more open to [genetic] information and talking to
each other about it. Whereas my mom...she's much more, ‘Why are you sending off your DNA, | don’t want to
know, and | feel there’'s a generational difference in sharing information and understanding why it’s important.”
[Black woman from an urban county; aged 30 y]

aLGBTQ+: lesbian, gay, bisexual, transgender, queer, and other minority.

Race and Ethnicity

racial or ethnic minority groups. Participants often connected
trust and cultural factors to reduced receipt of screening and

The participants expressed several concerns unique to Black
and Hispanic or Latino communities, which are the largest
minority populations in Kentucky. For example, participants
described the need for greater understanding of risk factors
specific to their communities, such as obesity or risks from sun
exposure. Concerns were regularly raised related to thetrust in
medical facilities or health care providers, grounded in both
historical incidents and current experiences. For example,
participants mentioned the need for communication strategies
to overcome language barriers and cultura differences.
Similarly, they desired anincreasein health care providersfrom
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treatment, which co-occurswith fear and the tendency to avoid
seeking care until something iswrong. In addition, participants
indicated that reduced receipt of support or support programs
inracial and ethnic minority communities may be connected to
stigma around mental health and fear of asking for help.

Rural and Urban Residency

In urban areas, participants identified that most of the risk
reduction, screening, treatment, and support discussed in the
focus groups were available. Although these resources exist for
the most part in larger urban areas such as Lexington and
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Louisville, participants continued to identify challenges, such
ascost, transportation, appointment availability, and perceptions
of the quality of local facilities, for urban individuals to access
the existing cancer care and support programs.

In rura areas, participants described the presence of regional
facilities in some of the smaller urban centersin their vicinity,
which may have some resources, although some perceived the
quality to belower than the resourcesin the larger metropolitan
urban areas. Most participants with the ability to do so described
choosing to seek out care in larger hospitals with specialized
cancer expertise, even if it required driving, finding a place to
stay, and taking time off work. Participants expressed the
disadvantage faced by individual slacking resourcesin receiving
quality care, alongside experiences with transient health care
in rural areas, which often have shortages of health care
professionals. Similarly, participants expressed similar concerns
for accessing risk reduction resources, such as healthy foods,
places to be physically active, and community programs for
tobacco use, which may be availablein somerural communities
but not accessibleto all.

Gender Norms and LGBTQ+ | dentity

The participants who identified as members of the LGBTQ+
community expressed concerns and frustration with gender and
sexuality norms in cancer care. Concerns included the
involvement of their partner, or lack thereof, by health care
providers in their care experiences; the presence of religious
messaging or iconography creating fear or discomfort in cancer
care; and ways that traditional gender norms were expressed in
treatment decision-making by health care providers and other
acquaintances. In addition, among the participantswho identified
as male, we heard an increased reference to cultural norms
surrounding traditional masculinity and a hesitancy to seek
medical care.

Generational Differences

We also heard some specific differences by age group in cancer
experiences. Among older individuals, the participantsidentified
low technol ogy awareness and skills as challengesin the receipt
of cancer screening and care, particularly for recent increases
in telehealth. Similarly, participants expressed a greater
hesitancy in certain screening and treatment options among
older individuals, such as an increased skepticism and fear
around genetic testing. Younger participants described a lack
of attention to resources or support programs targeted toward
them and the need to increase the diversity of resources to
account for their specific needs.

The COVID-19 Pandemic and Cancer Care

Finally, given that the focus groups were conducted in 2021,
the COVID-19 pandemic played an active role in our
conversations, particularly regarding itsimpact on cancer health
care experiences. For example, the participants commented that
the COVID-19 pandemic had influenced their trust in medical
facilities; caused postponed screening and procedures, thereby
potentially contributing to worsening late-stage diagnoses or
treatment outcomes; and affected their overall future health due
to changes in risk reduction and care-seeking behaviors during
thistime. Participants described agrowing fear of hospital's, not
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wanting to leave their house, worn-out staff, and not allowing
guests during appointments as significant impacts of the
COVID-19 pandemic on cancer-related health care, including
screening and treatment.

Discussion

Principal Findings

Through our online focus groups, we were able to capture a
wide range of perspectives on needs across the care continuum
throughout the state of Kentucky. Although many excellent risk
reduction resources exist in Kentucky, the findings suggest that
novel approaches are needed to make information accessible to
all communities and to use messaging that will not beinterpreted
as blaming or shaming. A unique opportunity exists to share
information on environmental exposures, as participants knew
less about such exposures compared to other risk aress.
Similarly, screening efforts need to continue to reach individuals
in their respective environments (eg, mobile units, at-home
screening, and increasing local screening availability) and to
include messaging from individuals who engender trust (eg,
local leaders, faith communities, local community events, and
schools). Continued efforts are also needed to address practical
concernsfor both screening and treatment. Despite theincrease
in potential screening opportunities from improved health
insurance coverage from the Affordable Care Act, many
individuals continued to identify cost and transportation as
playing arole in decision-making and alack of knowledge on
the forms of screening or preventive measures that are covered
by insurance.

Particularly among our minority group participants, categorized
by race, ethnicity, sexual identity, and gender identity, thereis
a need for enhanced methods to promote positive and
understanding communication between patients and health care
providers. This is essential for creating safe care spaces that
consider how cultural and gender normsinfluence cancer care.
To address the community-specific challenges faced by
individuals, messaging and resources specific to these
communities are needed to fight stigma and to improve health
disparities. In addition, the participants identified treatment
navigation as of particular importance for patients with cancer,
with generally positive but varying experiences. Finadly, the
COVID-19 pandemic has shaped awide variety of cancer care
experiences over the past few years, which has affected receipt
of care and may continue to have lasting effects on
cancer-related behaviors and heath decision-making in the
future.

Comparison With Previous Research

Our findings align with and support the expansion of previous
findings using qualitative methodsin cancer-focused community
health needs assessments. For example, our participants
reiterated the importance of culturally appropriate educational
materials for cancer screening and treatment by race and
ethnicity or rural and urban designation that was found in
previous studies [3,6]. Our participants additionally suggested
considerations for such materials by gender identity, sexual
orientation, and age. Similarly, as in past research, our study
participants highlighted the importance of the source of
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information, connecting this source with experiences of stigma,
distrust, and discrimination [2]; however, they requested new
and additional information in educational materials, such as
environmental exposures and survivorship resources specific
to their communities. Similarly, our participants described
continuing challenges related to accessing cancer care (eg,
distance to care, transportation, and cost) that have also been
found in existing studies, aswell as specific, unique challenges
for rural and urban Kentucky communities [2-4,6].

Our work also adds to the currently described data collection
processes used in CNAsamong NCI-designated cancer centers,
which are required to assess and respond to the needs of their
catchment areas[28,29]. Recent studies[2,30-32] have described
various methods of capturing community needs for catchment
area assessments. However, most of these assessments focus
on quantitative analysis of community-based surveys or
secondary data, and a few describe the explicit inclusion of
qualitative data collection. One recent study [2] included
qualitative key informant interviewswith organizational partners
as a part of their assessment; however, to the best of our
knowledge, focus group findings with community membersfor
this purpose have not yet been reported. Furthermore, qualitative
data have been more widely used in cancer-related needs
assessments or studies focused on specific localities [3,6] or
population groups, such as rura [33], gender-based [34],
immigrant [35], and racial and ethnic minority populations
[15,36], rather than for broader assessments of the needs across
a statewide catchment area. Our findings support several key
areas identified in the previously reported catchment area
assessments. For example, several assessments [2,30-32]
highlighted similar findings about the importance of social
factors related to health care provider interactions,
discrimination, and trust, as well as access to care challenges,
such as financial, geographic, and insurance-related barriers.

We used an online format to reach the diverse population of
Kentucky to capture in-depth community perspectives across
a state with wide-ranging geographic and cultural contexts.
Using this format allowed us to successfully document the
resources and needs across the cancer care continuum domains.
Although online focus groups have been possible for decades,
the COVID-19 pandemic has compelled researchers and health
professionalsto adapt to existing restrictions and caused arapid
expansion in the use of this technology for qualitative data
collection [37]. Researchers have established that online focus
groups meet the previously determined standards of in-person
focus groups [38]; however, with the pandemic-stimulated
increase in uptake and technology improvements, more work
is needed to establish best practices for the online format [37].
As in previous studies, we obtained substantia data from
participantswho may not otherwise have been ableto participate
due to barriers associated with in-person focus groups, such as
the need for a central meeting location, transportation, and
childcare [11,14]. In addition, a few potential participants
indicated that technology would pose a challenge for their
participation, which aligns with previousfindings of satisfaction
or even preference for this format [14]. Although many focus
group studies seek to recruit homogeneous samples based on
defined characteristics [39], online focus groups gave us the
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ability to broadly recruit participants in 25 different Kentucky
counties. This geographic breadth allowed for a broader
perspectivethanistypically obtained for in-person groupswithin
specific communities.

Previous studies have recommended that CNAs include
individuals from the most susceptible populations who
experience cancer health disparities [2,31,32]. Our study
followed this recommendation through our stratified design,
strategically oversampling key target groups, including racial
and ethnic minority groups, sexual and gender minority groups,
and rural Appalachian communities. By intentionally recruiting
awide variety of Kentuckians, we were able to uncover social
determinants of health that influence health equity in the state.

Strengthsand Limitations

In this study, wefaced several recruitment and technol ogy-based
limitations. Firgt, as conducting recruitment during the pandemic
limited face-to-face opportunities, we supplemented these efforts
with online strategies, such as digital flyers through the KCP
and the KCC listservs and ResearchMatch. The REDCap
eligibility screener could be completed on a mobile device or
computer, which increased potential participation but could
have resulted in higher participation among those with increased
access to technology. Second, we sought to address potential
technology challengesthat may arise from conducting the focus
groups on Zoom, such as a lack of internet access or low
technology literacy. We asked participants about their comfort
level during recruitment and provided support to those who
expressed discomfort with the online video format to ensure
their ability to participate (only n=2, 4% of the 51 participants
requested and received this one-on-one assistance). Third, we
tried to ensure we captured lay community member perspectives
by recruiting those who do not currently hold apositionin health
care; however, some participants were particularly
knowledgeable about health services in their community due
to a background in social services or education, which may
intersect with health resources.

Finally, while fairly robust for a qualitative study, our sample
size may not have allowed us to capture the full range of
thoughts on cancer care in Kentucky, and the purposive
sampling designisnot intended to be transferableto other states
or throughout the United States. Considering our statewide
focus, our sample was fairly representative of the state of
Kentucky's population demographics. Our study had an
oversampling of female participants, which is a common
challenge in qualitative research, and despite our sampling
design, we had an underrepresentation of Appalachian counties.
Although we successfully oversampled Black or African
American and LGBTQ+ participants, we did not recruit enough
participants in other racia or ethnic groups to explore their
perspectives at amore granular level, and nor did we meet our
target for Hispanic or Latino individuals. To address this
limitation and to alow for participation in Spanish, we are
conducting a supplemental needs assessment focused on the
Hispanic or Latino population in Kentucky. In addition, we did
not perform member checking for the focus group findings;
however, we subsequently collected additional data with CNA
participants, allowing for further feedback on these results.
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Future Directions

After this study, we combined the focus group findings with
our quantitative data to conduct concept mapping [40,41] to
prioritize the diverse needs and strategies uncovered in the CNA
process. This prioritization and active participation by
community members and partnersin the process will allow for
the steering committee and other organizations focusing on
cancer in Kentucky to hone and deliver programs grounded in
community recommendations. In addition, our success with
conducting online focus groups in a catchment area needs
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and control effortsin Kentucky, aswell as CNAs conducted by
cancer centers across the country. Using an online format, we
uncovered awide variety of factors affecting Kentuckians across
the cancer care continuum, highlighted the role of socia
determinants of health, and identified health equity issues
affecting different population groups. By conducting
community-engaged, qualitative data collection, we provided
valuable depth of understanding to complement the
interpretation of quantitative data and created a platform for
waysto devel op future programs and research to address cancer

incidence and mortality in Kentucky. These findings suggest
that the inclusion of online focus groups can be a valuable
component of multimethod CNAs to capture cancer-related
needs and solutions in large geographic areas and diverse
populations. Structuring focus group questions and analysis
based on the cancer care continuum domains provides useful
datafor CNAsand stratifying the focus groups based on similar
demographic characteristicsfacilitatesidentifying unique needs
of specific groups that experience cancer health disparities.

assessment suggests that this method could be an excellent
supplement to future CNAs. Cancer centers and researchers
interested in broadly capturing the needs in a large, diverse
geographic area may benefit from this approach. This method
can aso be used by cancer centers in partnership with state,
tribe, and territorial cancer control programs and coalitions to
inform their cancer plans, aligning with efforts to build
communities of solution [42].

Conclusions

Overdll, the high-quality data gathered from our online CNA
focus groups will inform future studies and cancer prevention
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