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Abstract
Purpose: The purpose of this pilot study was to compare public perceptions of Idaho adults regarding 
oral cancer (OC) screening with other common cancer screenings including breast cancer (BC), prostate 
cancer (PC), and colon cancer (CC) screenings.

Methods: This study utilized a convenience sample (N=100) of Idaho residents. A self-designed, validated 
interview-administered questionnaire was administered by a data collection service using computer-
assisted telephone interview software to assess consumer perceptions about cancer screenings. Data 
were analyzed using descriptive statistics, frequencies, and Pearson’s Chi-Square tests.

Results: Participants were predominantly white (90%) with a mean age of 52.7 years with some 
post-high school education (80%) and the majority had received OC screenings (54%).The majority 
of participants perceived benefits of each specific cancer screening as very helpful: (a) OC screening 
(60%), (b) BC screening (79.2% females), (c) PC screening (63.8% males), and (d) CC screening 
(84%), and also reported no perceived risks regarding OC (80%), BC (60.4%), PC (66%) screening. 
Only 11% reported fear of finding cancer with an OC screening. The study findings supported significant 
associations (p<0.05) between consumer perceptions of cost and time as barriers to accessing all of the 
selected cancer screenings.

Conclusion: This study identified associations between consumer perceptions of OC screening when 
compared with BC, PC, and CC. Concerns about cost and time for cancer screenings may reflect low 
consumer awareness regarding differences between OC and other cancer screenings. Future studies 
including larger samples representing more diverse populations are recommended to further explore 
the basis of participants’ perceptions of cancer screenings and to identify ways to minimize barriers to 
cancer screenings. 
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Introduction
The National Cancer Institute (NCI) indicates 

over 300,000 men and women are living with a prior 
diagnosis of cancer of the oral cavity and pharynx in 
the United States (US).1 Additionally, the American 
Cancer Society (ACS) estimated over 48,000 new 
cases would be diagnosed in 2016.2 Approximately 
one in 100 men and women will be diagnosed with 
oral/pharyngeal cancer in their lifetimes.1 OC has a 
high five-year survival rate (83.3%) when detected 
early in a localized stage. Unfortunately, most cases 
are detected after metastasis, when the survival rate 
can drop by more than half.1 

Although evidence regarding the efficacy of 
the OC screening in reducing mortality exists, it is 
inadequate.3-4 An American Dental Association (ADA) 

expert panel developed evidence-based clinical 
recommendations for OC screening which concluded, 
while community-based screenings may not reduce 
the mortality rate of OC in the general population, 
such screenings may reduce the mortality rate in high 
risk individuals. Further, the ADA panel concluded 
community-based screenings may result in detection 
of OC in earlier stages.5 NCI data indicate OC has an 
83.3% five-year survival rate when detected early. 
However, the survival rate falls to 63.3% once cancer 
has spread to regional lymph nodes, and drops 
further to 38% with metastasis.1 Accordingly, the ADA 
guidelines supported OC screening as part of the visual 
and tactile oral examination for community-based and 
dental office settings, noting clinicians should also 
consider patient history and assess OC risk.5 These 
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evidence-based clinical guidelines identified potential 
risks and benefits of OC screenings, including the 
psychological risk of false positives creating fear 
among patients, yet concluded that the benefit 
of early detection of treatable malignant lesions 
outweighed the risk of potential harms. In contrast, 
recommendations from the United States Preventive 
Services Task Force (USPSTF) indicate insufficient 
evidence exists to recommend for or against OC 
screening in asymptomatic adults in primary care 
settings, despite benefits of early detection.6 

Similarly to OC, the risk of psychological harms was 
identified by the USPSTF (2016) as a risk of breast 
cancer (BC) screening.7 This review noted patients 
frequently report adverse experiences, including pain 
during screening, anxiety about the procedure, and 
apprehension about results. Psychosocial barriers 
identified regarding colon cancer (CC) screening 
included fear of the procedure, concern regarding 
preparation for the exam, and fear/apprehension  
of results.8-9 Despite the risk for these fears and 
concerns, screenings for breast and colon cancer 
continue to be recommended by the USPSTF.7,10 
None of the studies included in the latest review 
of evidence from the USPSTF for prostate cancer 
(PC) screening provided information on potential 
psychological harms.11 The USPSTF recommendation 
for PC screening states research does not currently 
support the benefits of PC screening over potential 
harms; however, the NCI attributes the high five-year 
relative survival rate for PC to its early detection as a 
result of screening.12

In addition to psychosocial risks, cost has been 
consistently identified as a barrier to BC, CC, and  
cervical cancer screening utilization among con-
sumers; cost as a barrier to OC screening has not 
been reported.8,13 Other attributes of these screenings, 
including time to perform the screening, efficacy, and 
the screening process itself, also have been identified. 
Factors including preparation prior to screening, 
discomfort/pain, and risk of complications have been 
cited as significant determinants of choice when deciding 
whether or not to have a screening performed.8-9

USPSTF screening recommendations for various 
cancers differ based on research available at the time 
of the recommendation. For many cancers, current 
ACS screening guidelines meet or exceed those of 
the USPSTF for average-risk individuals, particularly 
regarding screenings for BC and CC.7,10.14 The ACS 
recommendations for OC screening also exceed those 
of the USPSTF. The ACS recommends, in addition to 
the regular exam by a dental professional, physicians 
also examine the mouth and throat as part of a routine 
checkup, whereas USPSTF recommendations did 
not recommend for or against routine OC screening 
by primary care providers.6,15 While the USPSTF 
recommendations regarding OC screenings in the 
primary care setting do not apply to the dental setting, 

seemingly conflicting recommendations for screening 
from the ADA, ACS, and USPSTF may be confusing for 
the general public and oral health professionals, and 
result in fewer people being screened. Although most 
oral healthcare providers report regularly performing 
OC screenings, approximately half do not perform 
head and neck palpations and, therefore, are not 
performing a comprehensive exam.16-18

Some evidence indicates OC awareness is lack-
ing among consumers, as multiple studies show 
low overall knowledge of OC, OC risk factors, and 
clinical signs in populations throughout the US and 
other countries. Previous studies have indicated 
consumers were largely unaware of the benefits of 
OC screenings, many were unaware that their oral 
healthcare providers screen for OC, and most reported 
never having received an OC screening.19-24 This low 
awareness may result from lack of communication 
from oral healthcare providers, as only half of those 
who report performing regular OC screenings report 
discussing the screening with their patients.17

Information regarding perceptions of the risks, 
benefits, and barriers to OC screening in relation to 
other cancer screenings is limited. Therefore, the 
purpose of this pilot study was to explore perceptions 
of Idaho adults regarding OC screenings as compared 
to other common cancer screenings including BC, 
PC, and CC screenings. 

Methods
This quantitative pilot study was conducted using 

computer-assisted telephone interview software 
(CATI) due to a higher likelihood of an adequate 
response rate versus questionnaires distributed 
through an online format.25  An experienced survey 
firm was employed to conduct the survey.

A non-probability, convenience sample of Idaho 
adults (N=100) was utilized. The sample size was 
determined based on feasibility and cost. The random 
sample was purchased from a large sampling supplier. 
Inclusion criteria consisted of adults aged 18 years 
and older residing in Idaho. Exclusion criteria were 
non-English speaking individuals, those with a history 
of OC, and those respondents with cellular telephone 
numbers originating in Idaho but living out-of-state.

The study protocol was approved by the Idaho 
State University Human Subjects Committee based 
on expedited review (IRB-FY2015-86). At the 
onset of the telephone call to each participant, an 
introduction stating the purpose of the study and 
participants’ rights was provided, and verbal informed 
consent was obtained prior to administering the 
survey. Anonymity was maintained as no personally 
identifiable information was gathered in the interview 
or stored with participants’ responses. 

The instrument was a self-designed, interview-
administered questionnaire. A Content Validity Index 
was used to establish validity of the questionnaire 
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using five experts in OC and/or health screenings. 
Questions deemed not relevant or only somewhat 
relevant by a majority of the experts were 
eliminated or revised. Each of the questions 
in the final instrument were deemed relevant 
or very relevant by the experts. Pilot testing 
then was conducted on the final instrument 
with a convenience sample (N=5) that met the 
inclusion and exclusion criteria. The survey was 
administered twice to these subjects, one week 
apart, to establish test-retest reliability, yielding 
agreement of 95%. 

Trained, experienced interviewers were brief-
ed by a supervisor regarding the project content 
prior to implementation using information supplied 
by the primary investigator. The interview-
administered questionnaire was programmed into 
the CATI software and tested by the interviewers 
prior to implementation to ensure correct data 
were collected and assess whether the instrument 
was user-friendly for interviewers. Minor modi-
fications were made and approved by the IRB. 
Landline numbers were programmed through a 
predictive dialer, which filtered the purchased 
sample and pre-coded numbers associated with 
faxes, computer phones, no-answers, etc. (any 
calls that were not “live”) before sending live 
calls to the interviewers to administer the survey. 
Cellular telephone numbers from the sample do 
not use the predictive dialer and were dialed by 
interviewers on a one-to-one basis per federal 
regulations. Participants’ survey responses 
required approximately five to ten minutes.

Demographic data were analyzed using 
descriptive statistics and frequencies. Categor-
ical data from closed-ended questions were 
analyzed using Pearson’s Chi-Square test for 
association to examine distribution differences 
and relationships between variables. To minimize 
the likelihood of a Type I error due to multiple 
comparisons analyzed in each set of tests (i.e., 
OC compared to BC, CC, and PC), a Bonferroni 
strategy was used to maintain the family-wise 
error rate of 0.05, calculated by dividing the 0.05 
error rate by the number of tests, in this case four, 
which indicated an alpha level of .0125 should 
be used for statistical significance for each chi-
square test within the sets. A phi coefficient was 
used to determine the magnitude of effect size, 
or strength of significant associations, identified 
in the crosstabs according to the following scale: 
.1 weak, .3 moderate, .5 strong.26

Results
The pilot study sample included a total of 100 

subjects, 47 males and 53 females. Participants 
were predominantly white (90%) and had a mean 
age of 52.7 years with a median age of 58 years. 
The majority of participants had some post-high 

school education (n=80) with most having completed a 
certificate (n=7) or degree (n=48) program (Table I).
Table II summarizes participants’ responses regarding 
OC and other cancer screenings. For each of the selected 
screenings, the interviewer briefly described in layman’s 
terms what the screening may entail.  When asking 
whether the participant ever had each screening, open-
ended responses were coded as yes, no, or unsure/don’t 
know.  No participants selected unsure/don’t know for any 
of the screenings.  Over half of the respondents reported 
ever having had each of the following cancer screenings: 
(a) an OC screening (54% of all participants), (b) BC 
screening (94.3% of females), (c) PC screening (59.6% 
of males), and (d) CC screening (56% of all participants). 
The majority of respondents reported believing that 
cancer screenings were very helpful: (a) OC screening 

Table I. Demographic Characteristics of  
Sample of Idaho Adults (N=100)

Variable Characteristic N

Gender Male 47

Female 53

Age Mean 52.7

Median 58

Range 18-93

Under 40 23

Over 40 74

No Answer 3

Race White 90

Hispanic 5

Native American 1

Asian/Pacific Islander 1

Other 2

No Answer 1

Highest Level 
of Education

Some High School 2

High School Diploma/GED 14

Some College/No Degree 25

Technical/Trade Certificate 7

Associate Degree 9

Bachelor’s Degree 25

Master’s Degree 14

No Answer 4
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(60% of all participants), (b) BC screening (79.2% 
of females), (c) PC screening (63.8% of males), 
and (d) CC screening (84% of all participants). The 
majority of participants reported having had no fears 
or concerns regarding screenings for OC (86% of all 
participants), BC (60.4% of females), or PC (66% 
of males); however, only 35% of all participants 
reported having no fears or concerns regarding CC 
screenings. The most frequently reported barrier to 
any screening was cost: (a) OC screening (57% of 
all participants), (b) BC screening (51% of females), 
(c) PC screening (40.4%), and CC screening (61% of 
all participants). 

Data regarding associations between participants’ 
responses regarding OC screenings and other cancer 
screenings are found in Table III. Crosstabs were 
calculated by gender of respondents because some 
of the screenings included in the chi-square analyses 
only applied to one gender (BC for females and PC 

for males). Although CC screenings are indicated for 
both groups, analyses were conducted by gender to 
maintain equality in sample size and statistical power. 
Crosstabs regarding ever having OC or other cancer 
screenings indicated the only statistically significant 
association was between OC and PC screenings 
(p=.007) with the phi coefficient indicating a 
moderate to large effect size (f=.391). A statistically 
significant association regarding participants’ 
opinions on whether or not screenings were helpful 
was found between OC and BC screenings (p=.006, 
f=.484) and between OC and CC screenings for both 
females (p=0.010, f=.563) and males (p=.000, 
f=.725) with a large effect size. 

Further analysis examined associations between 
OC and other cancer screenings regarding parti-
cipants’ fears and concerns (Table III). Fear of 
finding cancer was significantly associated with 
a large effect size when comparing OC and BC 

Table II.  Summary of Responses Regarding Oral Cancer and Other Cancer Screenings

Screening Responses
Oral Cancer 

(OC) 
(N=100)

Breast Cancer 
(BC) (N=53)

Prostate 
Cancer (PC) 

(N=47)

Colon Cancer 
(CC) (N=100)

Ever Had Yes 54 (54%) 50 (94.3%) 28 (59.6%) 56 (56%)

No 46 (46%) 3 (5.7%) 19 (40.4%) 44 (44%)

Unsure/Don’t Know 0 0 0 0

Helpful Very 60 (60%) 42 (79.2%) 30 (63.8%) 84 (84%)

Somewhat 21 (21%) 11 (20.8%) 12 (25.5%) 12 (12%)

No Opinion 17 (17%) 0 4 (8.5%) 4 (4%)

Not Very 1 (1%) 0 1 (2.1%) 0

Not 1 (1%) 0 0 0

*Fears/ 
Concerns

Finding Cancer 11 (11%) 11 (20.8%) 5 (10.6%) 16 (16%)

Embarrassing 2 (2%) 7 (13.2%) 13 (27.7%) 25 (25%)

Pain 2 (2%) 11 (20.8%) 5 (10.6%) 15 (15%)

Prep for Exam NA NA NA 54 (54%)

Other 2 (2%) 1 (11.9%) 0 2 (2%)

None 86 (86%) 32 (60.4%) 31 (66%) 35 (35%)

*Barriers Cost 57 (57%) 27 (51%) 19 (40.4%) 61 (61%)

Time 33 (33%) 18 (34%) 17 (36.2%) 47 (47%)

Other 13 (13%) 9 (17%) 5 (10.6%) 13 (13%)

None 20 (20%) 10 (19%) 18 (34%) 18 (18%)

*Total may be greater than 100% of population due to “select all that apply” option
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(p=.000, f=.564), OC and PC (p=.001, f=.474), and 
OC and CC for females (p=.000, f=.605); for males, 
OC and CC were significantly associated (p=.004) 
with a moderate to large effect size (f=.422). Fear 
of pain was significant only when comparing OC 
and CC screenings for females (p=.001, f=.438).  
Responses indicating no fears or concerns were only 
significant when comparing OC and BC (p=.003) 
with a moderate to large effect size (f=.413).

Crosstabs between OC and other cancer screenings 
were also examined in relation to participants’ 
responses regarding barriers to screenings (Table 
III). Cost of screenings was significantly associated 
with a large effect size when comparing OC and BC 
(p=.000, f=.492), OC and PC (p=.000, f=.531), and 
OC and CC for females (p=.000, f=.579) and males 
(p=.001, f=.500). When comparing time as a barrier 
to cancer screenings, significant associations with 
a large effect size were found between OC and PC 
(p=.000, f=.674) and OC and CC for males (p=.000, 
f=.528); a significant association also was found 
when comparing OC and CC for females (p=.006) 
with a moderate effect size (f=.377). Other barriers 
reported by respondents were statistically significant 
with a large effect size for OC and CC for females 
(p=.001, f=.473) and males (p=.000, f=.515). 
Additional barriers specified by participants included 
lack of awareness regarding need for OC screening 
and lack of opportunities for OC screening outside of 
the dental setting, concerns regarding radiation for 
BC screening, accuracy and risk of false positives 
for PC screening, and embarrassment, fear, and the 
preparation process for CC screening. Associations 
between responses of participants reporting no barriers 
to OC and no barriers to other cancer screenings were 
statistically significant with a moderate to large effect 
size when comparing OC and BC (p=.002, f=.424) 
and OC and PC (p=.007, f=.392).

When comparing perceptions of OC and BC 
screenings, a significant association was found 
between participants’ opinions on whether screenings 
were helpful (p=.006), fear of finding cancer as a 
concern (p=.000), and cost as a barrier (p=.000).
When comparing perceptions of OC screening and 
PC screening, a significant association was found 
between participants’ fear of finding cancer as a 
concern (p=.001), and cost (p=.000) and time 
(p=.000) as barriers; therefore, the null hypothesis 
predicting no association between Idaho adults’ 
perceptions of OC screening and PC screening 
was rejected. When comparing perceptions of OC 
screening and CC screening, a significant association 
was found between male participants’ opinions on 
whether or not screenings were helpful (p=.000), 
both male and female participants’ fear of finding 
cancer as a concern (p=.004 and p=.000), female 
participants’ fear of pain (p=.001), and male and 
female participants’ perception of cost (p=.001 and 
p=.000) and time (p=.000 and p=.006) as barriers. 

Discussion
Ninety percent of the respondents included in 

this pilot study were white; however, this proportion 
is reflective of the 93.5% white racial majority in 
the population of Idaho.27  Additionally, over half 
of the respondents in the sample reported having 
completed a trade/vocational certificate or degree, 
with four out of ten earning a bachelor’s degree 
or higher, whereas 24.4% of the Idaho population 
reportedly has earned a bachelor’s degree or 
higher.27 These respondents’ perspectives may have 
been influenced by being more highly educated than 
the general population. These sample characteristics 
are important considerations for this discussion of 
the findings. More diverse populations need to be 
included in larger national studies.

Slightly over half of these respondents self-
reported ever having received an OC screening. This 
screening rate was high when compared to previous 
studies which indicated a rate of less than 30% 
despite the fact that all of these studies provided 
a description of the OC screening procedure.21,24 
This higher screening rate may be due to the 
predominantly white, more highly educated, English-
speaking population. Previous studies appear to 
indicate individuals with a lower socioeconomic 
status, blacks, and Hispanics are less likely to have 
received an OC screening.21,24  

Data also indicated the vast majority of 
respondents reported perceiving no risks related 
to OC screenings. The most recent USPSTF report 
indicated no studies have reported harms from OC 
screenings; thus, it appears that these consumers 
had accurate perceptions regarding the low potential 
for risk of harms due to OC screenings.  Self-reported 
rates for PC and CC screenings were comparable to 
those for OC at just over half; however, more than 
nine out of every ten females reported having had 
BC screening. 

Similar to perceptions of OC screenings, the 
majority of respondents reported believing that all 
of the other cancer screenings were helpful and 
perceiving no risks regarding screenings for BC and 
PC. One in three participants, however, reported 
perceiving risks regarding CC screening, specifically 
mentioning in open-ended, follow-up questions 
preparation for the exam, embarrassment, pain, 
and fear of the unpleasant experience of the exam 
itself. These findings support those of Young and 
Womeldorph8 which identified embarrassment, pain, 
and fear of invasive procedures, and Mansfield et 
al.9 which identified preparation and discomfort as 
barriers to CC screening.

The most frequently reported barrier to all of the 
selected cancer screenings was cost, despite large 
differences in cost among the various screenings. Cost 
has been reported in the literature as a significant 
determinant in BC, CC, and cervical cancer screening 
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Table III.  Chi Square Analysis for Comparison of Respondents’ Perspectives  
of Oral Cancer Screenings and Other Cancer Screenings

Crosstabs (N) OC/BC  
Female (53)

OC/PC  
Male (47)

OC/CC  
Female (53)

OC/CC 
Male (47)

Ever Had c2= .026 
f = -.022 
p = .871

c2= 7.204 
f =.391 

p = .007**

c2=.561 
f =-.103 
p = .454

c2= 5.071 
f =.328 
p = .024

Helpful c2=12.402 
f =.484 

p =.006**

c2=17.684 
f =.613 
p =.039

c2= 16.777 
f = .563 
p =.010

c2= 24.692 
f = .725 

p =.000**

Fears/
Concerns*

Finding Cancer

c2= 16.857 
f = .564 

p =.000**

c2= 10.582 
f = .474 

p =.001**

c2=19.394 
f =.605 

p =.000**

c2= 8.360 
f = .422 

p =.004**

Pain

c2=1.081 
f =.143 
p =.299

c2=n/a 
f =n/a 
p =n/a

c2=10.161 
f =.438 

p =.001**

c2=n/a 
f =n/a 
p =n/a

Other

c2=n/a 
f =n/a 
p =n/a

c2=n/a 
f =n/a 
p =n/a

c2=n/a 
f =n/a 
p =n/a

c2=n/a 
f =n/a 
p =n/a

None

c2=9.028 
f =.413 

p =.003**

c2= 3.260 
f = .263 
p =.071

c2=2.758 
f =.228 
p =.097

c2= 2.866 
f = .247 
p =.090

Barriers* Cost

c2=12.814 
f =.492 

p =.000**

c2=13.231 
f =.531 

p =.000**

c2=17.790 
f =.579 

p =.000**

c2=11.750 
f =.500 

p =.001**

Time

c2=4.020 
f =.275 
p =.045

c2=21.352 
f =.674 

p =.000**

c2=7.526 
f =.377 

p =.006**

c2=13.125 
f =.528 

p =.000**

Other

c2=5.233 
f =.314 
p =.022

c2=2.782 
f =.243 
p =.095

c2=11.848 
f =.473 

p =.001**

c2=12.461 
f =.515 

p =.000**

None

c2=9.532 
f =.424 

p =.002**

c2=7.204 
f =.392 

p =.007**

c2=2.814 
f =.230 
p = .093

c2=5.012 
f =.327 
p =.025

* Chi-Square (c2) Tests df = 1; Phi Coefficient (f); Magnitude of effect size:  
Small (.1-.299), Medium (.3-.499), Large (>.5)
** p < 0.0125 (based on < 0.05 FWE)
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preferences.8,13 This pilot study is the first to identify 
cost as a potential barrier to OC screening. 

Findings supported an association between 
consumer perceptions of benefits, risks, and barriers 
between OC and each of the selected cancer screenings. 
Respondents’ perceptions of the helpfulness of OC 
compared to BC and OC and CC for both males and 
females were significantly associated; however, per-
ceptions of the benefits of OC compared to PC were 
not significantly associated. This finding is interesting 
because the majority of these respondents perceived all 
of the screenings as very helpful. There were statistically 
significant associations between respondents’ fear of 
finding cancer when comparing OC with BC, PC, and 
CC screenings, with the majority not experiencing 
fear of finding cancer as a concern for any of these 
screenings. This finding appears to indicate oral 
healthcare providers’ reported concern regarding the 
potential for fear or anxiety among patients by using 
the word ‘cancer’ when discussing OC screening may  
be unfounded.17 In fact, despite low consumer aware-
ness regarding OC overall, consumers have indicated 
they would like their oral healthcare provider to tell 
them they are being screened and would like to receive 
more information from their provider about how to 
reduce their risk of developing OC.19-24

Significant associations were identified in parti-
cipants’ responses regarding barriers to OC and 
other cancer screenings. When comparing time as a 
barrier to cancer screenings, significant associations 
were found between OC and PC and OC and CC for 
both males and females, but not when comparing 
OC and BC. These associations may be related to a 
comparable amount of time for receiving OC and PC 
screenings; however, it appears that consumers were 
not aware of the significant difference in time required 
for OC screenings in comparison to CC screenings. 
OC screening takes minutes to perform as part of a 
routine dental examination, which typically requires 
one hour, whereas colonoscopy involves preparation 
the day before the procedure, sedation the day of the 
procedure, and the procedure time of approximately 
30 minutes. 

Cost as a barrier was significantly associated 
when comparing OC and BC, OC and PC, and OC and 
CC for both males and females. This finding implies a 
potential lack of consumer awareness regarding the 
cost of OC screening in comparison to other cancer 
screenings. The OC screening is commonly included 
with no additional cost in the comprehensive dental 
examination at $35-65, and the cost of a dental 
examination is low in comparison to costs of other 
cancer screenings.28 Cost Helper Health29 estimates 
the average cost of cancer screenings for uninsured 
and insured individuals. BC screenings average 
$102 for the uninsured, with an out-of-pocket cost 
of $10-35 for insured individuals. Estimates for PC 
screenings were $20-50 for a home PSA screening, 

increasing to as much as $120 in a hospital setting;a 
digital rectal exam ranges from $15-215, with co-
pays of $0-30. The cost of CC screening, specifically 
colonoscopy, varies widely from $2010 to over $3000 
with an average cost of $3081 for the uninsured. 
Out-of-pocket costs for insured individuals ranges 
from $0-1000 on average.29 The association 
between consumers’ concerns regarding the cost 
of OC and other cancer screenings may be related 
to insurance and reimbursement, as only 50% of 
the U.S. population was reported as having private 
dental insurance in 2010.30 In comparison, the 
CDC reported that 95% of U.S. adults had medical 
insurance including 67.3% with private insurance 
and another 17.7% with public health plan coverage 
in 2014.31 Clearly, there is a need for consumer 
education regarding the fact that OC screenings are 
low cost in comparison with other cancer screenings. 

Opportunities for increasing OC screening rates 
will require consumer education regarding the 
need for regular screenings, increasing access, and 
addressing concerns about cost and time. Education 
is necessary, and begins with oral healthcare pro-
fessionals informing patients about the procedure 
while it is being performed. The provision of OC 
screenings by advanced practitioners or dental 
hygienists in alternative settings may provide less 
expensive options for receiving OC screenings.32 

Seeking broader healthcare coverage for preventive 
screenings, creating lower cost options, and 
better reimbursement options may also improve 
accessibility. Improving OC screening accessibility 
could lead to earlier detection, and earlier detection 
prior to metastasis has been shown to result in 
decreased mortality.1

Limitations of this study include the small, non-
probability sample, which precludes generalizability 
of the results beyond the sample of Idaho adults; 
however, the purpose of the study was to explore 
potential associations between consumers’ per-
ceptions of OC with other exams so a broader 
study could be designed for a larger population. 
The primarily white, English-speaking sample may 
have had different perceptions than more diverse 
or underserved populations. The volunteer nature 
of the sample and the higher level of education of 
respondents also potentially influences the findings 
of the study as participants may have been more 
interested, knowledgeable, or motivated than the 
general population. Age may also be a limitation, as 
23% of respondents were under 40, the minimum 
age at which some screenings (with the exception of 
oral cancer screening) are recommended.  An older 
population could influence the number of respondents 
with screening experiences. Nonetheless, the proto-
col, validated instrument, and the insights gained 
regarding consumer perceptions of OC screenings in 
comparison to other cancer screenings can be used 
to inform subsequent studies.
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Telephone surveys are becoming less represent-
ative of the general population due to a decrease in 
landlines and increased use of cellular telephones as 
the primary method of telephone communication. An 
attempt to compensate for this decrease in landline 
use was to purchase a sample consisting of a fifty-fifty 
combination of landline and cellular telephone numbers 
originating from Idaho, which is representative of the 
estimated 56.1% of Idaho homes with only wireless 
telephone service as reported by the CDC.33

Recommendations for future studies include a 
larger randomized sample representing a more diverse 
population, and the addition of a qualitative aspect to 
investigate reasons for selecting various options or 
why they were associated. The telephone would be 
the best method for survey administration; however, 
focusing on qualitative exploration of the basis of 
participants’ perceptions. Information regarding the 
timing of the most recent cancer screening(s) would 
also be beneficial.  

Conclusion
This study of Idaho adults was conducted to 

compare perceptions of OC screenings to other 
cancer screenings using a self-designed interview-
administered questionnaire. Results indicated the 
vast majority of participants perceived each of the 
cancer screenings as very helpful, and reported 
having no fears or concerns regarding screening. 
Lack of consumer awareness regarding differences 
between the selected cancer screenings was apparent 
based on perceptions of cost and time, the most 
commonly reported barriers identified for each of the 
screenings. This pilot study highlights the need to 
educate the public regarding the OC screening as it 
is embedded in the relatively inexpensive cost of the 
dental examination, takes minutes to perform, and is 
noninvasive and not painful. Future studies including 
a larger nonprobability sample representing a more 
diverse population are recommended to further explore 
the basis of participants’ perceptions and identify ways 
to minimize barriers to cancer screening. 
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