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Abstract
Purpose  The purpose of this study was to identify the barriers, facilitators, and priority needs related to cancer prevention, 
control, and research in persistent poverty areas.
Methods  We conducted three focus groups with 17 providers and staff of primary care clinics serving persistent poverty 
areas throughout the state of Arkansas.
Results  We identified multiple barriers, facilitators, and priority needs related to cancer prevention and control at primary 
care clinics serving persistent poverty areas. Barriers included transportation, medical costs, limited providers and service 
availability, and patient fear/discomfort with cancer topics. Facilitators identified were cancer navigators and community 
health events/services, and priority needs included patient education, comprehensive workflows, improved communication, 
and integration of cancer navigators into healthcare teams. Barriers to cancer-related research were lack of provider/staff 
time, patient uncertainty/skepticism, patient health literacy, and provider skepticism/concerns regarding patient burden. 
Research facilitators included better informing providers/staff about research studies and leveraging navigators as a bridge 
between clinic and patients.
Conclusion  Our results inform opportunities to adapt and implement evidence-based interventions to improve cancer pre-
vention, control, and research in persistent poverty areas. To improve cancer prevention and control, we recommend locally-
informed strategies to mitigate patient barriers, improved patient education efforts, standardized patient navigation workflows, 
improved integration of cancer navigators into care teams, and leveraging community health events. Dedicated staff time for 
research, coordination of research and clinical activities, and educating providers/staff about research studies could improve 
cancer-related research activities in persistent poverty areas.
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Introduction

Despite advances in outcomes across the cancer control 
continuum, residents of persistent poverty areas, which are 
overwhelmingly rural (85%) [1] continue to face significant 
cancer health disparities [2–5]. Persistent poverty areas are 
defined as places where 20% or more of residents have lived 
in poverty for the past 30 years [3, 4]. Based on 1990–2020 
data sources, there are 354 persistent poverty counties in the 
United States (U.S.), representing 11.3% of counties nation-
wide [6]. Persistent poverty areas have high concentrations 
of racial minorities and are primarily concentrated (nearly 
80%) in Southern states [3, 4]. Persistent poverty is a product 
of intersecting structural factors, including economic disin-
vestment, structural racism, and residential segregation [2, 4, 
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7, 8]. Residents of these areas face high unemployment, low 
educational attainment, lack of adequate housing, and high 
rates of food insecurity and stress [1, 3, 9]. They have also 
endured decades of disinvestment in medical infrastructure, 
resulting in pronounced barriers to healthcare access [1, 3].

Cancer risk is significantly elevated, and cancer outcomes 
are significantly poorer, among people living in persistent 
poverty areas [3, 4]. On average, populations living in per-
sistent poverty areas have higher rates of known risk factors 
for cancer, including obesity, tobacco use, alcohol consump-
tion, sun exposure, and human papillomavirus infection [3, 
10]. In addition, chronic exposure to social and economic 
disadvantage may lead to accelerated epigenetic aging and 
increased susceptibility to cancer [11, 12]. Persistent poverty 
areas have among the highest cancer mortality rates in the 
country [3]. Overall cancer mortality in persistent poverty 
counties is 12% higher than all other U.S. counties and 7% 
higher than other counties experiencing current (but not per-
sistent) poverty [3]. Notably, the highest cancer mortality 
rates were found among Black residents of rural, persistent 
poverty counties, overall and for multiple specific cancer 
sites [4].

Arkansas is a disproportionately rural and impoverished 
state. Over 41% of the population lives in rural areas com-
pared to 14% in the United States (U.S.) overall [13, 14], and 
16.3% live in poverty compared to 11.6% in the U.S. overall 
[15]. In Arkansas, there are 17 persistent poverty counties, 
plus 62 census tracts in 26 additional counties designated 
as persistent poverty areas [16]. These areas are located 
throughout the state but are most concentrated in the south-
ern and eastern regions of Arkansas along the Mississippi 
River Delta (see Fig. 1).

The National Cancer Institute (NCI) has called for 
increased attention and research to improve cancer health 
equity in persistent poverty areas [1, 2]. The Centers for 

Disease Control and Prevention and the National Acade-
mies of Sciences, Engineering, and Medicine have similarly 
called attention to the stark health disparities affecting rural 
and persistent poverty communities; they have called for 
action to improve health outcomes among these communi-
ties [17–20]. Increased uptake of evidence-based cancer pre-
vention and control strategies could mitigate cancer health 
disparities in persistent poverty areas [2]. However, more 
research is needed on the contextual determinants that may 
influence the strategic implementation of such strategies. 
To identify these contextual determinants, it is imperative 
to understand the barriers, facilitators, and priority needs 
related to cancer prevention, control, and research in persis-
tent poverty areas. In this study, we conducted focus groups 
with providers and staff at eight primary care clinics serving 
persistent poverty areas across Arkansas. Our goal was to 
gain on-the-ground knowledge and insight from healthcare 
providers and clinic staff members who work daily with pop-
ulations living in persistent poverty areas. Our results may 
help inform opportunities to adapt and implement evidence-
based interventions to improve cancer prevention, control, 
and research in persistent poverty areas.

Methods

Recruitment, inclusion criteria, and remuneration

The study team created a flyer that was advertised on univer-
sity system Listservs and sent directly to the administrative 
personnel at eight primary care clinics serving persistent 
poverty areas throughout the state. Participants were eligible 
if they were current health care providers or staff members 
at one of the eight primary care clinics. All individuals who 
replied to express interest in the study and who were eligible 

Fig. 1   Persistent poverty areas 
and rural health areas, combined 
county and census-tract levels, 
and primary care clinic loca-
tions. Data Source Economic 
Research Service, USDA (2022) 
[16]; HRSA Rural Health Areas 
(2021) [21]
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to participate were included in the study. Each participant 
was offered a $40 gift card as renumeration for their partici-
pation; two participants declined the remuneration.

Data collection

Three separate focus groups were conducted in September 
2022. Each focus group was held virtually to easily convene 
conversations among providers and staff located at different 
clinics across the state. Each focus group was facilitated by 
one of two researchers with expertise in qualitative meth-
odology and community-based participatory research. Two 
research coordinators were also present at each focus group 
to coordinate logistics, keep track of attendance, and take 
notes but did not participate in the discussions. The number 
of participants ranged from three to eight in each group. 
The duration of the focus group discussions ranged from 
35 to 60 min.

Study instruments

The study team used a qualitative interview guide that was 
created in collaboration with a 19-member Community 
Advisory Board (CAB) composed of community lead-
ers representing rural and persistent poverty areas across 
the state. The interview guide was developed and refined 
through an iterative review process between the CAB and 
study team. Participants also completed a brief questionnaire 
that included participant demographic information, clinic 
location, and their role at their clinic.

Data analysis

Each focus group was audio-recorded and transcribed by a 
third-party service. The first and second authors compared 
the audio recordings of the focus groups to the transcripts 
multiple times to ensure accuracy and make corrections as 
needed. Two researchers with expertise in qualitative analy-
sis (EH and KHKY) separately coded each transcript. The 
two researchers met three times to compare initial codes, 
develop a codebook with definitions and example codes, and 
refine themes and codes until they reached inter-coder agree-
ment. The codebook with themes and sub-themes was also 
reviewed and confirmed by the two qualitative researchers 
who facilitated the focus group discussions (RSP and PAM). 
In addition, an administrative director of research (BJW) 
who is based at a primary care clinic in a rural, persistent 
poverty county reviewed the themes and sub-themes and 
provided constructive feedback. This feedback was incor-
porated into the final organization and presentation of the 
results. The first author kept detailed meeting notes to keep 
track of analytic decisions during data analysis.

To present the results clearly and succinctly, Tables 1 and 
2 describe the themes and sub-themes with representative 
quotes. Each quotation has a descriptor that includes the 
participant’s focus group number (e.g., FG1 = focus group 
1) and their role at their primary care clinic.

Results

Sample description

A total of 17 providers and staff, representing all eight 
primary care clinics across the state, participated in three 
focus groups. Participants had a diverse range of roles at 
their clinics, including administrators, nurses, navigators, 
research coordinators, data quality team members, and oth-
ers. Nine participants identified as white, four identified as 
Black or African American, one preferred not to answer, 
and three participants had missing racial/ethnic group data. 
Fourteen participants identified as female, and three identi-
fied as male.

An underlying theme: poverty and high 
health‑related social needs

An underlying theme throughout all three focus groups was 
how decades of poverty and high levels of health-related 
social needs facing patients in persistent poverty areas shape 
healthcare providers’ work at primary care clinics across the 
state. As one participant summarized, “Generational poverty 
and all the social drivers of health that come along with that, 
that we've got in our state, kind of make it so you've got clus-
ters of problems. It’s not like people just need food or just 
need transportation. You have people who need everything.” 
[FG1, Data Quality Team] A healthcare provider explained, 
“A lot of my patients, if it costs just a little bit, they’re not 
going to do it. […] The financial part [is] a big issue for a 
lot of my patients.” [FG2, Nurse] Another participant noted, 
“Our population here, we have a lot of Medicaid patients, 
so one of the biggest struggles for them is transportation.” 
[FG3, Administrator] Some participants emphasized that 
these issues were not new but were long-standing barriers 
that affect access to healthcare and the health of their patient 
populations generally. As one administrator noted, “You 
know, it's the same [barriers] we've been seeing for many, 
many years. I mean, when you look at your colonoscopies, 
your mammograms, a lot of the barriers are the same.” [FG1, 
Administrator] While daunting, leveraging clinic provid-
ers’ and staff’s deep understanding of the long-standing and 
interrelated health-related social needs their patients face 
can be instructive for identifying solutions and interven-
tions that can be broadly applied among patients in persis-
tent poverty areas, e.g., strategies need to comprehensively 
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address poverty and social determinants of health to make a 
meaningful impact in persistent poverty areas. Interventions 
aimed at more equitable health care access must address 
the clusters of problems instead of just one barrier at a time 
(e.g., transportation).

Below, we discuss two interrelated sets of findings based 
on discussions with providers and staff at primary care clin-
ics. First, we discuss the barriers, facilitators, and priority 
needs related to cancer prevention and control described by 
providers and staff at primary care clinics. Second, we dis-
cuss the barriers and facilitators to conducting cancer-related 
research at primary care clinics described by clinic providers 
and staff.

Barriers, facilitators, and priority needs related 
to cancer prevention and control

In Table 1, we provide descriptions and exemplary quotes of 
the barriers, facilitators, and priority needs related to cancer 
prevention and control that providers and staff encounter at 
primary care clinics serving the state’s persistent poverty 
areas. We identified multiple barriers to cancer prevention 
and control programs at their clinics, including transporta-
tion, medical costs, limited providers and service availabil-
ity, and patient fear or discomfort with cancer-related topics 
and knowledge. Participants described two key facilitators: 
cancer navigators and community health events and ser-
vices. While participants discussed fewer facilitators, they 
described both as having great potential to positively impact 
the health of their patient populations. Priority needs were 
a significant topic of interest in all focus groups. Providers 
and staff identified the following as priority needs to improve 
cancer prevention and control programs: patient education, 
comprehensive workflows, improved communication, and 
integration of cancer navigators into healthcare teams.

Barriers and facilitators of cancer‑related research

In Table 2, we provide descriptions and exemplary quotes 
of the facilitators and barriers to cancer-related research 
identified by clinic providers and staff. Barriers to cancer-
related research at clinics included lack of time, commu-
nity uncertainty/skepticism of research’s benefits, health 
literacy, and provider skepticism of research/patient burden 
concerns. Facilitators included informing clinic providers/
staff about research studies and leveraging cancer navigators 
as a bridge between clinics, patients, and researchers. These 
were discussed as potential facilitators that, if implemented, 
could enable increased cancer-related research efforts at the 
clinics.

While focus group discussions focused primarily on 
barriers to cancer-related research, with less attention to 
facilitators, clinic partners were clear that they were not Ta
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opposed to integrating and increasing research activities at 
their clinics. Rather, they explained it was a matter of creat-
ing the right conditions and providing resources to support 
clinic-based research. For example, one community partner 
noted lack of time as a barrier but suggested providing the 
primary care clinics with dedicated staff time to help support 
research activities.

Discussion

The findings of this study can help inform the adaptation 
and implementation of evidence-based strategies to improve 
cancer prevention, control, and research in persistent pov-
erty areas. We identified multiple barriers, facilitators, and 
priority needs relevant to work addressing cancer inequities 
in these geographical areas. The barriers that clinic provid-
ers and staff described align with previous work on barriers 
to cancer prevention and control in rural and impoverished 
communities [5, 22–26]. Barriers including lack of trans-
portation, medical costs, and limited availability of can-
cer-related health services have been documented in past 
research on rural cancer disparities [5, 22–25]. Patient fear 
of cancer screening tests, test results, and cancer itself have 
been documented in multiple studies on barriers to cancer 
screening uptake among rural, poor/low-income, and other 
underserved communities [26–30].

Participants identified two key facilitators to improve 
cancer health outcomes. Cancer navigators were identified 
as facilitators of cancer prevention and control activities, 
reflecting the increasing recognition of patient navigation as 
a key element in high-quality, patient-centered cancer care. 
This is consistent with prior literature which documents the 
value of cancer navigators in cancer prevention and survi-
vorship care, as well as in rural settings, communities liv-
ing in poverty, and other underserved communities [31–36]. 
Clinic providers and staff also identified community health 
events and services as a facilitator, which is consistent with 
prior literature demonstrating the efficacy of a range of com-
munity-based cancer outreach and screening interventions 
[37–41].

Critical priorities for cancer prevention and control in 
persistent poverty areas included patient education, which 
is consistent with prior research highlighting the beneficial 
effects of tailored and/or personalized education in facilitat-
ing patient engagement, especially for uptake of screenings 
[42–45]. Comprehensive workflows and improved commu-
nication were also identified as priority needs and are con-
sistent with research demonstrating the need for improved 
cancer care coordination to improve outcomes across the 
cancer control continuum [46–48]. The identified need to 
fully integrate cancer navigators into cancer care teams 
aligns with work that has recommended including navigators 

as members of the clinical team to optimize patient out-
comes [49].

We also identified barriers and facilitators to cancer-
related research at primary care clinics serving persistent 
poverty areas. The barriers, including lack of time, com-
munity uncertainty/skepticism, health literacy, and provider 
skepticism/patient burden concerns, align with prior work 
about research participation barriers in underserved com-
munities [50, 51]. Clinic-level facilitators to research were 
also consistent with previous research [52] that included 
informing clinic providers/staff about research studies and 
leveraging cancer navigators to conduct research.

Based on the study’s findings, we have developed several 
recommendations to improve cancer outcomes in persistent 
poverty communities. These recommendations will be used 
by the clinics and authors to improve cancer outcomes in 
persistent poverty areas of Arkansas, and they have broader 
implications for providers and healthcare systems serving 
persistent poverty areas throughout the U.S. The recom-
mendations to improve cancer prevention and control in 
persistent poverty areas are: (1) develop locally-informed 
resources to reduce patient transportation and cost barriers; 
(2) increase patient education efforts; (3) standardize patient 
navigation workflows; (4) better integrate cancer naviga-
tors into healthcare teams; and (5) use community health 
events as key healthcare access points. Recommendations to 
improve cancer-related research in persistent poverty areas 
include: (1) provide dedicated staff time for research activi-
ties at clinics; (2) coordinate research and clinical activities 
to avoid patient burden and clinic disruptions; and (3) edu-
cate providers and staff about research studies so they can 
knowledgably inform patients about studies for which they 
may be eligible. Notably, regional clinics’ and our health-
care system’s ability to act on these recommendations will 
require significant investment and resources.

The recommendations proposed above will require mul-
tilevel interventions on the individual level (e.g., improve 
patient education/knowledge), systems level (e.g., better 
integrate cancer navigators into healthcare teams), and 
structural level (e.g., improve local transportation infra-
structure). Others have made similar calls for multipronged 
interventions at the individual, systems, and structural levels 
to reduce cancer health inequities experienced by commu-
nities living in poverty [53], including persistent poverty 
communities [2].

Overall, it is critical that efforts to address cancer health 
disparities in persistent poverty areas leverage the knowl-
edge and resources in those communities. While many of 
the findings are consistent with prior literature, this is one 
of the first qualitative studies to document these barriers, 
facilitators, and priority needs as described by providers and 
clinic staff in persistent poverty communities. Gaining this 
information specific to persistent poverty communities is 
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critical for engaging stakeholders in developing community-
informed, locally relevant interventions. Efforts to address 
these disparities in persistent poverty communities are con-
strained because many places with high concentrations of 
persistent poverty areas, including Arkansas, do not have an 
NCI-designated and funded cancer center [54]. This lack of 
investment results in a systematic widening of disparities.

Strengths and limitations

Study strengths include sampling providers and staff 
from primary care clinics serving persistent poverty areas 
throughout Arkansas to ensure the representation of state-
wide perspectives. This study also identified facilitators 
and barriers at the healthcare system level to cancer pre-
vention and control specifically within persistent poverty 
communities, who bear a disproportionate cancer burden. 
Though this qualitative study included a relatively small 
sample, examination of the data indicated that data satura-
tion had been reached. While this study was conducted in 
Arkansas, the findings may inform future efforts to ascertain 
how to best address cancer inequities in persistent poverty 
areas across the country. Future research in this area should 
engage patients and their caregivers directly to understand 
the barriers, facilitators, and priority needs to improve can-
cer outcomes from their perspectives. Further, the findings 
from this study should be leveraged in future work to adapt 
and implement evidence-based cancer prevention and con-
trol strategies in persistent poverty areas.

Conclusion

Persistent poverty has long been a multifaceted and intracta-
ble social ill. Effectively addressing and reducing the cancer 
health inequities suffered by residents of persistent poverty 
areas requires substantial financial investment and health-
care systems-level and policy-level efforts. The NCI’s call 
for increased attention and research on areas experiencing 
persistent poverty has provided an opportunity to illuminate 
the complex determinants of persistent poverty, its resulting 
cancer health inequities, and how to develop strategic, com-
munity-informed interventions to address them. We have 
provided practical recommendations based on the results 
of this study that healthcare systems can act on to improve 
cancer prevention, control, and research in persistent poverty 
areas.
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