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BACKGROUND RESULTS

* Inresponse to rising colorectal cancer (CRC] incidence rates in younger adults, the Figure 1. PRISMA flow diagram of the 44 studies in this sub-analysis on factors impacting up-to-date adherence Figure 4. Reported adherence was lower in younger* versus
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- The systematic literature review identified CRC screening adherence studies in average- «  Of the 4k studies where the adherence outcome was up-to-date screening, 27 identified age as a predictor of CRC screening: 24 quantitative studies identified younger age as a barrier *Younger age group was defined as the youngest age range reported in each study and included ages 40-64 and subgroups therein (e.g., 50-54, 50-59)
risk adults in the U.S and 3 qualitative studies explored age-specific barriers
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Other SpeCiﬁC Screening modalities This network (n=27 studies) visualizes frequencies and pairwise frequencies for each barrier when younger age is also a barrier (co-occurrence). Barriers were included in the network if they occurred at least twice. Circle (node] size indicates frequency of a given barrier, and the spatial proximity between two nodes . . . . .
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(defined as the youngest age range reported in each study) as a barrier, generating a central node (grey, “younger age”) in the network. Patient-level barriers are shown in orange and provider-level barriers are shown in blue. . .
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