Title: Colorectal Cancer Screening in Black and Latino Adults with Type 2 Diabetes: Associations with Modifiable Health Behaviors and Sociodemographic Factors
We thank the reviewers for their comments. Our responses are below.
Reviewer #1: Thank you for the opportunity to review your study. Please see the major comments of the manuscript:

1. Clarity and Reporting of Key Results-Key results should include clearer reporting of denominators, consistent presentation of statistical findings, and more cautious interpretation of borderline or non-significant results.
We now repeat the sample size to clarify the denominator in the analyses. We have also revised the table to align better with the text. Only two non-significant relationships are mentioned in the text, and they are transparently labeled as non-significant, so we feel it is an objective reporting of the findings.

2. Need for Contextual Benchmarking- Incorporating national CRC screening benchmarks and comparative risk data, such as among those without T2D, would provide better context for the findings.
Thank you for the suggestion. We have added additional information on current screening rates and benchmarks to provide context for our findings.

3. Strengthening the Introduction and Rationale-The Introduction should include supporting data or examples for key claims and use consistent terminology throughout.
We have added additional statistics and examples to the introduction.

4. Methods Transparency- The Methods section should more clearly specify inclusion and exclusion criteria, screening guidelines, and benchmark references to improve transparency.
We have revised the methods to clarify the study sample. We describe the inclusion and exclusion criteria in the Study Population section, and we have clarified where the screening guidelines come from and how they are defined. 

5. Results-Interpretations should be more balanced and supported, and the author should clearly explain behavioral and healthcare engagement pathways. If possible, include broader comparisons.
We edited the results and discussion to be more nuanced and revised the reference to behavioral and healthcare engagement pathways to improve clarity. Unfortunately discussion of other race/ethnicities is outside the scope of this manuscript. 

6. Discussion- The manuscript would benefit from improved flow, stronger alignment with the study aim, and a clearly articulated implications section, if permitted.
Our aim was to identify factors association with screening, and the discussion discusses each of the associations that we identified. We also include an implications section.

7. The limitations section needs expansion to cover geographic specificity, the lack of psychosocial variables, and recommendations for future research, like mixed-methods studies.
We added the geographic specificity to our limitations and noted future directions. 

8. Consistency in terminology, refinement of wording, inclusion of examples where needed, and ensuring data or references supported all claims would improve clarity and readability.
We have revised the manuscript to ensure consistent use of terminology and to include additional examples. 

Since this was conducted in South Los Angeles, this can be another limitation.
We have added this to the limitations. 

Yes, I agree that not being able to measure the psychosocial factors was a limitation. Perhaps a mixed-method study can be a future study.
This is a good idea. Our additional work will measure psychosocial factors in a similar sample through an extensive survey.

Please clarify how the study answered the research question/aim. This will strengthen the importance of the research.
Our aim was to identify factors associated with CRC screening. We now note in the conclusion that we have done this successfully.

Reviewer # 3
This study aimed to better understand the factors associated with timely (and untimely) colorectal cancer (CRC) screening in Black and Hispanic adults >45 years of age with a diagnosis of type 2 diabetes mellitus (T2DM). The investigators performed a retrospective electronic health record (EHR) review using 2017–2025 data from two community health centers in Los Angeles, CA. The primary outcome variable was up-to-date CRC screening. The authors collected sociodemographic, modifiable behavioral, preventive care, and clinical data from the EHR. COVID-19 vaccination was used as a proxy for patient preventive care behavior. Adjusted odds ratios indicated that COVID-19 vaccination and BMI ≥25 kg/m² were the two strongest positive predictors of being up-to-date with CRC screening. Current smoking status was a strong—and the only—negative predictor of CRC screening among the variables tested. The authors conclude that CRC screening in high-risk populations could benefit from inclusion at specific touchpoints aligned with routine chronic disease and preventive care protocols (e.g., shingles vaccination). 
Timely CRC screening is an important topic that merits attention, particularly in Black and Hispanic populations, where cancer risks are high and screening rates remain low relative to non-Hispanic White populations. It is also a very well-studied topic. Much is known about racial and ethnic screening disparities, as well as the factors that underlie these problems. As such, new contributions are more likely to add modestly to our understanding of existing challenges rather than introduce novel, paradigm-shifting concepts. In alignment with this, the work reviewed here makes a modest contribution to understanding the factors that shape CRC screening risk and disparities. 
Major Limitations 
The COVID-19 vaccination variable is one of the study’s two strongest predictors of on-time CRC screening. However, its use requires clarification, further consideration, and/or possible removal; the authors will need to determine which is most appropriate. Data were extracted from 2017–2025. COVID-19 vaccines were not available until late 2020 and were not broadly accessible until early 2021. Some subjects were therefore never eligible for this exposure. It is not indicated how many subjects died prior to 2021. Moreover, this study sample is at elevated risk of mortality during the COVID-19 pandemic, further complicating interpretation of this variable across the entire study period. Also, exposure to the COVID-19 vaccines is impacted by employment policy and not health awareness/prevention. Collectively, these factors introduce temporal and exposure misclassification, potential bias, and interpretive ambiguity, as it is unclear whether the observed association reflects survivorship, engagement with preventive care, employment mandate or other unmeasured factors. The authors should consider time-restricted sensitivity analyses using a smaller window (e.g., 2022–2025) to determine whether observed patterns persist. Alternatively, they should consider removing this variable altogether. As currently presented, this finding is overstated. 
Thank you for noting the issue with the time frame, which highlighted an area in the methods for us to clarify. Patients had to have visited the clinic in the year prior to analysis to be included in the dataset, so any patients who died prior to 2022 were not included. It is true that for a brief time frame, some employers required COVID-19 vaccines, so we now include this in our limitations section.

Implicitly, the manuscript frames CRC screening primarily as a function of patient characteristics and behaviors. However, this topic is well studied, and it is well established that the single strongest determinant of CRC screening is physician recommendation or referral. The manuscript does not report whether screening was recommended, whether patients declined, or whether screening was never offered. Because provider referral is the strongest predictor of CRC screening, this omission must be explicitly acknowledged as a major study limitation. 
We have added this to the limitations.

The two-tier BMI stratification may inflate the effect size associated with BMI. This is particularly important because BMI is reported as the single strongest predictor of on-time CRC screening. Using 25 kg/m² as the cutoff for two-tier stratification is clinically nonstandard and masks clinically meaningful variability within BMI categories. Many participants have HbA1c values >8.0 and are likely to have very high BMIs but are grouped together with individuals who may have BMIs ≤30 kg/m² and relatively good metabolic control. I recommend sensitivity analyses using three- or four-level BMI stratification, particularly given that other variables are already stratified into multiple levels. If a two-tier approach is retained, the cutoff should be set at 30 kg/m². 
We have revised the BMI variable to a three-tier variable. 
Because neither a comorbidity index nor hospitalization data are reported, the healthcare utilization variable is difficult to interpret. Increased visit frequency could reflect preventive engagement or, alternatively, a high burden of illness. Under these conditions, the conclusion that increased utilization reflects preventive engagement is speculative. 
We don’t make the conclusion that visit frequency reflects preventative engagement; we agree that visit frequency may reflect a high disease burden and in fact think this is most likely. Our assertion is that regardless of the reason for a visit, it offers an opportunity for providers to intervene and offer education and screening. 

Minor Limitations 
Only 13–14% of study participants reported their highest educational attainment; thus, 86–87% of the sample did not provide this information. This variable should be removed from the analysis due to excessive missingness. 
We prefer to report the information that are available to the best of our ability; we did not use this variable for any additional analysis beyond description of the patient population. It is apparent from the counts that there are missing values, so readers are free to ignore the information if they choose.

CRC screening rates require additional contextualization. California operates a state health insurance program like those in Massachusetts and Rhode Island, with differences related to mandates, penalties, and implementation. CRC screening is included as a preventive care requirement. In 2024, California’s statewide CRC screening rate was approximately 65.1%. While this trails Massachusetts, Rhode Island, and the national average (~71%), it remains substantially higher than rates observed in states such as Texas. The 36.1% screening rate reported in this manuscript falls well below the California average and should be discussed within these broader structural and policy contexts, particularly given known system-level barriers such as lack of referral. 
We have added additional information about national screening rates overall and in other safety-net clinics to provide context for the rates we observed.

Table 1 is difficult to interpret. Counts are presented by rows, whereas percentages are presented by columns, creating unnecessary confusion. 
We agree that the table should have presented row percentages and have corrected this issue.

References 15–21 are missing corresponding in-text citations. 
References 21 and 22 appear out of order in the text. 
The issues with references have been corrected.

Given that gastrointestinal conditions were positively associated with CRC screening, readers would benefit from additional detail regarding the specific GI diagnoses included (e.g., via a table or appendix). 
We have added the specific ICD codes that were used to identify GI diagnoses.

In-text citations should be presented in brackets and placed before punctuation rather than as superscripts, in accordance with journal style. 
The reference for The association between cigarette smoking, cancer screening, and cancer stage (BMJ Open) appears multiple times in the reference list. 
The reference for Racial and ethnic disparities in use of colorectal cancer screening among adults with chronic medical conditions is duplicated (references on pages 25 and 35).
The issues with references have been corrected.

