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Abstract
Background: Colorectal cancer (CRC) is the second most frequent cause of cancer death in Australia. Early detection
can reduce incidence and mortality. General practice-based initiatives have been proposed to improve CRC screening
rates but to date have had modest impact. As there is limited research into the patient experience of CRC screening
decision making, this study explored patient perspectives on CRC screening and the potential role for general practice.
Methods: Ten participants, aged between 50 and 74, from a general practice in South Australia were recruited by
practice staff. Semi-structured interviews were conducted. Concurrent data collection and analysis were performed,
guided by interpretative phenomenological analysis.
Results: Two key themes were evident: attitudes toward screening and potential roles for general practice. Participants
structured the experience of screening in terms of being proactive, ambivalent or avoidant. Roles for general practice
centred on tasks as educators, trusted advisors, monitors and screeners. Mixed views on whether general practice
involvement was necessary prompted consideration of additional sources of health information and motivation around
screening.
Conclusions: Exploration of the patient experience provides insight into how participants make sense of screening
and perceived roles for general practice (or other agents) in screening. There is satisfaction with current Governmentdriven processes but perceived value in general practice playing a complementary part in increasing screening rates. A
multifaceted strategy, accounting for attitudes, is required to improve screening and population health outcomes.
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Background
Colorectal Cancer (CRC), also known as bowel or colon
cancer, is the third most commonly diagnosed cancer
and second most frequent cause of cancer death in
Australia [1]. CRC can be detected before symptom development thus national guidelines recommend biennial
screening using non-invasive Faecal Occult Blood Tests
(FOBT) from the ages of 50–74 years [2]. Based on
evidence that FOBT screening can reduce CRC mortality,
in 2006 the Australian Government introduced the
National Bowel Cancer Screening Program (NBCSP)
[1]. The NBCSP targets early detection in average-risk
individuals and desires to promote equitable access to
screening and facilitate timely, high-quality diagnostic
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assessment services. Through the NBCSP, free FOBT
kits are mailed to eligible Australians; individuals collect small stool samples and mail them to a testing
centre. The results are sent to participants and their
nominated health professional. Positive results will
usually lead to further testing, coordinated by health
professionals. However, consistent with international
experience in similar programs, the NBCSP screening
uptake is low, with only around 40% of individuals
completing their kits [3, 4].

Barriers and enablers to CRC screening

For individuals, consistently identified barriers to CRC
screening relate to: lack of time, procrastination, forgetfulness, other priorities, ambivalence, disvalue of testing,
low perception of risk, lack of understanding, fear of
results, language difficulties, low socioeconomic status,
living in rural locations, age (below 60, over 75), male
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gender, marital status (single), cultural beliefs and difficulties with the process including disgust at handling
samples, concerns about mailing, and anxiety about
making mistakes [3, 5–8]. Positive attitudes and prior
screening experience have consistently emerged as enabling factors. The latter may refer to FOBT experience,
with Australian re-participation rates over 70% [3], with
higher re-participation rates believed to be due to familiarity with screening culture and regularly participating
in breast/cervical screening [9]. In addition, individuals
with higher education, health motivation, and personal
or familial cancer experience are more likely to participate. Active screeners cite factors such as the convenience of home testing, desire to prevent illness, maintain
health, take advantage of free programs and comply with
Government recommendations [10–12]. The most frequently described enabler has been encouragement from
others, particularly health professionals [7, 13].

General practice involvement in CRC screening

Attempts to increase screening have often focused on
general practice [14, 15]. Previous research indicates that
adherence to screening recommendations is linked with
provision of advice from general practice, with an understanding that it is not only the information but the sense
of trust, obligation and reciprocity that affects individuals’
confidence in, and understanding of, screening [16, 17].
Subsequently a range of initiatives have been trialled [18].
These have occurred at:
– the policy level, with the recent Primary Health
Care Engagement Strategy [19] using partnerships,
professional development, resource provision and
technological infrastructure support (i.e., National
Cancer Screening Register) to encourage the
primary care sector to increase participation in the
NBCSP;
– the practice level, with initiatives targeting
organisational change, general practitioner (GP)
attitudes and practice systems (e.g., flags on
medical records, letters of endorsement, GP
incentives [20–26]); and
– the individual level, with typically positive results for
personalised communications, information booklets
and phone lines, reminders and interactive
educational tools [27–30].
While evidence has demonstrated that general practice
interventions can influence screening rates, improvements have been modest, with a recent review [28]
reporting an average increase of only 2–3%. It is unclear why these interventions have had only very modest success.
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Patient-centred practices

One proposed answer relates to understanding the patient experience. While many studies exploring barriers
and enablers to screening have utilised qualitative
methods to understand individuals’ views, intervention
studies have traditionally focused on quantitative outcomes such as rates of returned FOBT kits or measures
of staff satisfaction [21, 31]. There are few examples in
which health service user perspectives on the strategies
being trialled (on them), and their acceptability, have
been considered.
Current health reforms emphasise the importance of
patients driving their own health care. Primary health
care is moving toward the ‘patient-centred medical
home’ model, an approach which wraps health care
provision around patients’ needs and preferences and incorporates shared decision making [29, 32, 33]. In
addition, quality improvement is being prioritised, with
general practice quality indicators increasingly linked to
patient experience [34, 35]. Further, the Australian
Government’s National Cancer Screening Register [36]
specifically refers to individuals’ ability to control their
screening information. Empowering patients is thus an
important goal for general practice and screening [37]
but at present, there is little evidence of active engagement relating to general practice involvement in CRC
screening.
The current study

The value of engaging general practice in screening
seems self-evident but addressing the modest success of
interventions requires a pragmatic view on what is required to meet individuals’ needs. In the present patientcentred climate, general practice initiatives should be
informed by the perspectives of the service’s users [38].
Therefore, the current study used qualitative methods to
address the research question, ‘what do health service
users perceive as the role of general practice in CRC
screening?’. The aim was to better understand individuals’ experiences of the current NBCSP and the role of
general practice in improving participation rates.

Methods
Participants and procedure

This study represents the first phase in a program of
research examining the role of general practice in CRC
screening. Ethics approval was provided by the Torrens
University Australia Human Research Ethics Committee.
Participants (Table 1), recruited from a general practice
in South Australia, included 10 active patients, aged
50–74, eligible for a free FOBT kit. Exclusion criteria
included insufficient understanding of English to participate in an interview, poor health, cognitive impairment, and recent personal and/or familial bowel cancer
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Table 1 Participant demographic characteristics
Pseudonym

Age

Gender

Marital status

Education

Employment status

Screening status

Betty

50–54

Female

Married

Completed high school

Employed

Screener

Ed

70–74

Male

Divorced

Some high school

Retired

Screener

Heather

60–64

Female

Married

Completed high school

Employed

Screener

Jenny

60–64

Female

Married

Trade certificate

Employed

Screener

Trevor

65–69

Male

Married

Tertiary qualification

Employed

Screener

John

70–74

Male

Single

Some high school

Employed

Non-screener

Margaret

60–64

Female

Widowed

Completed high school

Employed

Non-screener

Max

70–74

Male

Single

Tertiary qualification

Retired

Non-screener

Megan

55–59

Female

Married

Some high school

Employed

Non-screener

Phil

55–59

Male

Divorced

Trade certificate

Employed

Non-screener

experience. Purposive sampling was used to recruit a
maximum variation sample based on age, gender and
screening status [39]. Sampling continued until saturation was achieved. In line with previous recommendations [40] the sample size, albeit small, was deemed
sufficient to describe the phenomenon in question.
The first author attended the practice on two occasions to complete data collection. At the end of a potentially eligible individual’s appointment, the GP or nurse
introduced the research. If the individual was interested,
they were introduced to the researcher who provided an
information sheet and consent form. The practice was
reimbursed AUD$1000 for support with recruitment.
Following consent, individuals completed demographic
questionnaires and either participated in a semi-structured
interview at the practice immediately if convenient (n = 9)
or scheduled a phone interview (n = 1). Interview questions
addressed experiences and views on CRC screening and
general practice involvement. Participants were reimbursed
for their time with an AUD$25 gift voucher.
Data analysis

Phenomenology focuses on lived experience and the
meaning individuals attribute to phenomena; how they
make sense of an experience, its structure and essence;
and how perceptions impact behaviour [41, 42]. The
decision to use this approach was driven by patientcentred approaches and their emphasis on accessing a
comprehensive account of what a situation is like for the
individual, from their perspective. Interviews were recorded and transcribed in full. Concurrent data collection and analysis were conducted, with emerging themes
explored in subsequent interviews. Guided by interpretative phenomenological analysis, themes were drawn
from the data, with a focus on description [43–45].

Results
Themes centred around two key areas: attitudes toward
screening and perceived roles for general practice. The

following section provides illustrative quotes and further
detail; in all cases the names used are pseudonyms. Note
that the term ‘general practice’ is inclusive of GPs, practice nurses and administrative staff.
Attitudes toward screening

Participants were grateful for the Government’s NBCSP,
with language around being “lucky” that “they obviously
care about everybody” (Megan/55–59/Non-screener).
However, CRC was generally an uncomfortable subject
to discuss, with participants using vague language to
refer to bowels and bowel motions such as “poking
around downstairs” (Phil/55–59/Non-screener). Words
such as “yucky” and “disgusting” were commonly used,
with both verbal and non-verbal cues that discussing
bowel issues is taboo.
Whether participants’ first reactions to the kit were
acceptance, curiosity or disinterest and whether they
perceived the process as simple or complex, depended
on their attitudes toward screening. Proactive screeners
took charge and saw screening as routine and the process
as “easy, not a problem” (Jenny/60–64/Screener). These
participants were characterised by a tendency to value
health, doctors and screening, and a likelihood of participating in other types of screening. They also used more
direct language in describing the process.
“Making sure I’m healthy. I’m doing all you know, I
do breast screens, I do pap smears, I do the bowel
screen and everything” (Betty/50–54/Screener)
“I was somebody who has had health issues for quite
a long time. So as I said, I’m open to digging deep to
find out what is causing your body to feel whatever
way” (Heather/60–64/Screener)
Participants whose experiences were characterised by
ambivalence acknowledged the usefulness of screening
but were not particularly willing to engage. They made
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comments such as “I was going to get around to it”
(Max/70–74/Non-screener). They talked about the
process as “awkward” and described actions such as
shifting the kit around the house and being uncertain
about results: “I don’t want to know but then again I
want to know” (Phil/55–59/Non-screener). They described themselves as “casual” or “lazy”. These individuals may have completed one but not subsequent kits,
were likely to participate in some other types of screening and seemed to value health.
“I suppose you get the feeling, well you did it once
and they didn’t find anything there then. You’re
probably not taking as much chance” (Max/70–74/
Non-screener)
Those whose lived experience centred on avoidance
frequently referred to how they believed “the chances
of me having that are probably pretty slim” (Megan/
55–59/Non-screener), and preferred to be reactive,
considering testing only once symptoms were evident.
CRC screening was “intrusive”, “uncomfortable”, “intimidating”. These participants had concerns about the
process (e.g., “going through the mail they’re going to
smell it”; Megan/55–59/Non-screener). There was often
an underlying fear of results and their implications.
Typically, these individuals had limited knowledge
about CRC and reported not participating in other
forms of screening.
“They did say I should have bowel screenings often
because I could be at risk … but I haven’t. As I said,
when I’m left to think about it on my own to do it, I
go, ‘oh, nah’ … when you think about it, you could
spend your whole life just doing screens … you run
the gauntlet anyway, don’t you?” (Margaret/60–64/
Non-screener)
“I wouldn’t see a reason why I would need to, unless
there were signs or symptoms to say I should. I’m not
sure how bowel cancer works, is it a silent type of
thing?” (Megan/55–59/Non-screener)

General practice involvement
Roles for general practice

Despite diversity in attitudes, there were consistent
roles for general practice identified. The first centred
on education. Participants described the ability for
general practice to provide information, through resources distributed within the practice or by staff. It
was acknowledged that such materials need to be
brief but adequately detailed to trigger thoughts about
the issue.
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“Big sign here [points to Doctor’s cupboard] … I
guess in waiting rooms they do a lot with the TVs
going and talking about cancers and this, that and
the other … you can’t imagine people not wanting
information that is going to help them” (Heather/
60–64/Screener)
GPs’ roles as trusted advisors were also recognised.
GPs were seen as “your troops in the front” (Ed/70–74/
Screener), helping to “keep us well” (Margaret/60–64/
Non-screener), knowing individuals’ history and understanding their risks. Some participants believed that if a
health professional offered the opportunity to talk face-toface, explained the process and its benefits and advised
them (verbally), they would be more likely to engage in
screening.
“If I’d gone to a doctor and they’d said, ‘okay, there
is something suspicious going on here’, then I’d
definitely, probably wouldn’t hesitate to go ahead
with it, because you know, the doctor’s telling me
there’s something to worry about” (Megan/55–59/
Non-screener)
Multiple participants described monitoring, with
reminder letters (“you forget things”; John/70–74/
Non-screener) or questions during appointments prompting them to complete actions. They suggested these activities be extended to incorporate reminders about CRC
screening by using technologies (e.g., practice system
alerts, emails or text reminders), or simply asking briefly
whether individuals were up-to-date with screening.
“If you’ve got a computer and they can link
everything in, it should be linked into that now, so
that when you do go, your GP needs to either
remind you that one, you either haven’t done it if
it hasn’t been sent to you, or even have kits”
(Jenny/60–64/Screener)
The ability for screening in the practice was mentioned by several participants. This ranged from kit
distribution to procuring samples, though the practical restrictions on the latter were mentioned. There
was a sense that practice involvement would improve
test accuracy: “doing it there and then … there’s
more chance of it being effective” (Max/70–74/Nonscreener).
“If the patient is able to do it in practice. Then it’s
over and done with … You’re kind of forced into a
situation. I might be happier, just do it in a practice
setting, providing I’m ready to use my bowel of
course.” (Megan/55–59/Non-screener)
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No role for general practice?

When asked whether it was necessary that general practice was involved, many participants said “no”, commenting that the current process “seems to work quite well”
(Jenny/60–64/Screener), and that changes to include GPs
“wouldn’t make any difference” (Ed/70–74/Screener). It
was understood that GPs had priorities other than
prevention.
“If they’re going to be involved in bowel cancer
screening, then why not be involved in breast cancer
screening, and every other type of screening, you
know, eye tests, anything, you name it. There’s just a
limit” (Margaret/60–64/Non-screener)
“You don’t have that [prevention] conversation
generally with the doctor, it’s more or less you’re in
for whatever you’re on about and you’re out”
(Heather/60–64/Screener)
“It would worry me if the GP send me something …
must be something wrong if he’s contacting me to do
something, because you only come to see the GP
when you’re sick” (Betty/50–54/Screener)
Participants’ perceptions were strongly linked to their
attitudes. Ambivalent screeners were more likely to see a
role for general practice, acknowledging that they would
benefit personally from prompting, reminders and
more education. In contrast, avoidant participants saw
a benefit for others but not themselves, preferring to
circumvent questions by not engaging with the practice (e.g., “I’d like to do it in my own time without
being pressured by a phone call”; Megan/55–59/Nonscreener). Proactive screeners were also more likely to
perceive benefits for others as their personal motivation was internally driven.
“Me personally? No … but I could see the benefits of
going through a GP. Some people might feel more
comfortable that way. The benefit would be that you
can talk to someone about it … I can see a big benefit
with different cultures, I can see a lot of people that
aren’t really up-to-date with the latest technology
where their local GP could explain it to them and
break it down” (Phil/55–59/Non-screener)
It was therefore evident that factors beyond general
practice influence screening, particularly in relation to
sources of information and motivation. Despite the
priming effect of sitting in the practice, only two participants mentioned GPs as their main source of health information. Google was consistently cited, while multiple
participants also acknowledged pharmacies as useful,
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especially for those not regularly visiting a general
practice.
“Most people go into a chemist quite regularly, for
one thing or another, not just for medications. If they
had an issue about something and they found a
brochure on this or a brochure on that … that would
probably hit the public more, I should think, than
general practice, and hospitals” (Margaret/60–64/
Non-screener)
‘Other people’ were another key source; family, friends
and spouses had a significant influence on health behaviours and understanding of issues (e.g., “a friend of mine
the other day said he did it, I thought, ‘well, that might
encourage me to do it’”; Max/70–74/Non-screener). Further, in addition to medical channels on waiting room
televisions, mainstream media emerged as a valuable
source, including advertisements, documentaries, talk
shows, newspaper articles or radio segments.
Nevertheless, there was consensus that personal stories had the greatest impact on participants’ understanding of health issues, with true stories in the media or
from personal connections the biggest influences on
intention to screen.
“It wouldn’t matter how many pamphlets they read …
if something happened to somebody close to them
that would have a far bigger impact” (Ed/70–74/
Screener)
“If you saw somebody suddenly having to go to the
inconvenience of a bag or something like that … I
think those sorts of things probably scare people more
when they’ve seen it in reality or get it on a television
show” (Max/70–74/Non-screener)
Multiple participants also commented that focusing on
general practice activities would only help non-screeners
attending primary care. There was a sense that tasks for
general practice could be complementary to current processes, or part of a wider strategy appealing to a broader
audience.
“You can always have that safety net of the doctor
being involved, as well as other places” (Megan/55–
59/Non-screener)

Discussion
Given the low Australian CRC screening rates, in March
2018, the Commonwealth Department of Health, through
their Engagement Strategy, released resources encouraging general practices to support the NBCSP [46].
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Concurrent reforms in general practice emphasise quality
improvement and patient-centred models, empowering
patients to be active partners in their care [32]. This qualitative study allowed these voices to be heard. Phenomenology seeks to understand the structure and essence of an
experience; how people make sense of it individually and
collectively; and the effect of perspectives on behaviour
[41, 42]. Previous research has illustrated that individual
perceptions, values and attitudes are major predictors of
health decisions [29]. It was clear that how participants
structured their experience in terms of being proactive,
ambivalent or avoidant had a significant impact on screening behaviour and whether they espoused a role for general practice.
Previous literature has highlighted barriers and enablers to CRC screening that were also identified in this
study. A unique contribution from this study was the
opportunity to connect these factors with attitudes. Procrastination, forgetting, low perceptions of risk, limited
understanding of CRC and screening, marital status (i.e.,
unattached), fear, anxiety and disgust [5–8] were all
commonly reported, especially from ambivalent and
avoidant screeners. Similarly, participants, particularly
proactive screeners, described personal experience, valuing prevention and health, appreciation for free screens
and Government support, trust in GPs and high health
motivation [10–12, 17] as key enablers. This links to the
health belief model which centres on individuals’ perceptions around susceptibility, severity, benefits, barriers
and cues to action [47]. In line with this model, proactive screeners had greater understanding of CRC and
both its severity and their likely susceptibility. They saw
the benefits of screening in ways that overcame any barriers. Ambivalent and avoidant screeners lacked knowledge, being more likely to believe they were not
susceptible; demonstrated limited understanding of
potential CRC consequences; and disvalued screening.
Future initiatives or ‘cues to action’ need to focus on
those who are ambivalent and avoidant, tackling barriers
and facilitating enablers to encourage screening. Rather
than a one-size-fits-all solution, there is a requirement
for multifaceted strategies [18, 20, 21] to address different groups’ needs.
While general practice is an obvious context for
addressing barriers and enablers, in the current study
general practice involvement in screening was not something that participants had previously considered. Participants were not overly enthusiastic; they appreciated the
Government-driven process and suggested that the priority in general practice seemed to be acute care rather
than prevention. Participants did however identify four
key roles that general practice could play in supporting
screening: education, advice, monitoring and active
screening. In terms of education, a range of tools has
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been tested with mixed success [18, 21, 23], but maximising use of waiting room facilities and providing resources
in this setting were priorities for these participants. As
noted previously [28, 30], advice, typically verbal, from
GPs or nurses, and letters from the practice were also significant, for both initial endorsement of the FOBT and
monitoring/follow-up. General practices as active screening sites were also discussed. While research is exploring
this possibility and different types of testing [48], dissemination of kits and offering a collection site for their return
may be the only avenues at present. Overall there was potential benefit for general practice involvement, but in
contrast to previous research, it was perceived as less important than the need for education and more userfriendly testing processes.
Participants spoke consistently of sources of information and motivation beyond general practice (e.g., Google). Personal stories from other people or in the media
had a particularly powerful influence. However, this
raises concerns about the accuracy of information. If
proactive screening is linked to high health literacy and
understanding of CRC and screening, then it is important to consider how to improve adequacy of information
and access to trustworthy sources [49], for avoidant and
ambivalent screeners in particular. Overall, results from
the current study offer insights about lived experiences
that suggest that general practice is unlikely to be the
complete solution to improving CRC screening rates and
that there is a need to consider complementary initiatives that incorporate a range of sources of screening
support.
Limitations and future research

Limitations of this study were predominantly linked to
the practice-based nature of the research. There is a risk
when practice staff are recruiting that individuals will
feel pressured to participate, especially given power
dynamics between doctors and patients [39]. It was,
however, important that the staff viewed patients’
confidential records to confirm eligibility. Relying on
third party recruitment is complex as success is
dependent on ‘gatekeeper’ motivation [39]. The environmental influence must also be acknowledged as
asking about general practice while in a general practice may be a source of potential bias [39]. However,
given that few participants referred to GPs as their
first contact for health information it seems this was
not an issue. In addition, while generalisability is not
the goal for qualitative research [40], it must be acknowledged that these findings may reflect the specific setting or local context (e.g., GP motivations,
practice’s current prevention initiatives). Further, the
interviewer knew that the Australian Government was
increasing responsibility for general practice in CRC
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screening and subsequently needed to be cautious not
to a) direct participants that this is the only choice
and b) let this understanding bias interpretations of
participants’ preferences.
In terms of future research, this study represents the
first phase of a program of research exploring the role of
primary health care in promoting CRC screening. Findings from this stage will inform a focus group study and
co-design initiative for the development of activities to
support CRC screening. Asking similar questions of
practice staff and synthesising patient and provider responses with active consultation would be valuable in
co-designing practice-based strategies [50, 51]. In addition,
though the sample size was typical of phenomenological
research [44], future studies may benefit from recruiting
greater numbers in order to conduct more detailed comparisons across both attitude-based groups and different
practice contexts. Further, negative language describing
the FOBT, and the perception that screening could be
done within general practice suggests there is a desire for
CRC screening to be offered in a different format, potentially one that can be actioned at the point-of-care. Previous literature and participants’ feedback suggest that the
current CRC test involves greater effort than other forms
of screening [52]. Non-invasive blood tests are being
investigated [48] and such initiatives that remove the need
to interact with faeces are likely to be of significant benefit.
Alternative protocols for test completion (e.g., blood test
vs sample, mail out vs return to pharmacy) should be
examined in large quantitative trials in future.
Implications

Recognising the value of health service users’ perspectives is an outcome that could form a core component
of future initiatives across various levels. At the individual level, this study offered a unique contribution by
providing participants the opportunity to share their
experiences. This has helped participants to contribute
to informing future CRC screening activities within
their local general practice. Active consideration of individuals’ perspectives improves engagement, empowerment and ownership with a service [32]. Further, this
research also initiated discussion about CRC thus raising awareness, providing education and encouraging
conversations.
At the practice level, results provided insight into individuals’ experiences, offering useful new information to
general practice staff. That is, the benefits of resources
(i.e., education), endorsement (i.e., advice), electronic or
verbal reminders (i.e., monitoring) and active support
(i.e., screening) are important for general practices to
consider into the future. Not only does including the
patient voice align with patient-centred approaches but
understanding what users of their service think may help
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this practice and those with similar populations to decide how to implement the Australian Government’s
recommendations in ways that best suit their communities. For example, general practices may review how
health promotion materials are shared in their facilities
(e.g., waiting room pamphlets, medical channels on waiting room televisions, dissemination of reminders) and
whether these methods are directed at the needs of different attitude-based groups.
Individuals need to make well-informed choices regarding screening but with limited knowledge this is an ongoing challenge [53]. A policy level strategy would involve
strengthening efforts to disseminate accurate information
nationally through key sources such as mainstream media
[22]. Such a strategy would allow information to be disseminated broadly across age groups, not focused solely
on the cohort eligible for testing. By including youth as
targets in campaigns it may help to foster a screening
culture within Australia. As it stands, the present results
indicate that it is not only understanding the practical
process involved in the NBCSP, but the context of CRC
and the implications of screening need to be better understood [17, 54]. Personal stories within campaigns are
therefore likely to be valuable. This may reduce stigma
and raise opportunities for discussion about a topic that is
typically taboo. This was demonstrated in a recent UK
study recording an increase in public understanding of
CRC symptoms following a national media campaign,
which saw a 50% increase in patients reporting symptoms
to GPs [55]. Additionally, at this policy level it is crucial
that the Australian Government engages consumer and
practice representatives in developing both future iterations of the NBCSP (and related high-quality information
materials) and general practice quality improvement incentives [32, 56].

Conclusion
CRC is the second most frequent cause of cancer death
in Australia. Early detection can help to reduce CRC incidence and mortality and general practice-based initiatives have been proposed to improve the poor CRC
screening rates currently reported. Exploration of the
patient experience provides insight into both attitudes
toward screening and perceived roles for general practice (or other agents) in influencing CRC screening.
This study allowed the derivation of potential issues to
be addressed by future research. It seems there is satisfaction with the Government-driven process and while
there was suggestion that general practice involvement
may boost screening rates, views from participants indicate that it is not the only solution. As people make
sense of screening in different ways, future strategies to
drive uptake of FOBT kits must be designed accordingly. Multifaceted strategies are required incorporating
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policy (e.g., new media campaigns featuring personal
stories), practice (e.g., general practice engagement, resources in pharmacies) and individual level initiatives
(e.g., increasing individual knowledge) to improve participation in CRC screening and subsequent population
health outcomes.
Abbreviations
CRC: Colorectal Cancer; FOBT: Faecal Occult Blood Test; GP: General
Practitioner; NBCSP: National Bowel Cancer Screening Program
Acknowledgements
The authors would like to acknowledge the ongoing support of Dr. Melinda
Stanners at Torrens University and the general practice staff for their
assistance with participant recruitment.
Authors’ contributions
RR and LR conceived the project as Chief Investigators on the grant that
funded this work, with significant input into both the design of the study
and the writing of the manuscript. LB collected, analysed and interpreted the
data and was the main contributor to the manuscript. All authors read and
approved the final manuscript.
Funding
This research received funding support from a Beat Cancer Hospital Research
Package Grant which was funded by the Cancer Council of South Australia’s
Beat Cancer Project on behalf of its donors and the State Government of
South Australia Department of Health, together with the support of the
Flinders Medical Centre Foundation, its donors and partners. The funding
body was not involved in the design of the study; collection, analysis, and
interpretation of data; or in writing the manuscript.
Availability of data and materials
The datasets analysed during the current study are available from the
corresponding author on reasonable request.
Ethics approval and consent to participate
Ethics approval was provided by the Torrens University Australia Human
Research Ethics Committee (Reference number: H28/18). Informed written
consent was provided by all participants.
Consent for publication
Not applicable.

Page 8 of 9

8.

9.

10.

11.

12.

13.

14.
15.

16.

17.

18.

19.

20.
21.

Competing interests
The authors have no conflict of interest to declare; the researchers have no
personal or financial affiliations with the parties involved with the study.

22.

Received: 22 January 2019 Accepted: 16 July 2019
23.
References
1. Australian Institute of Health and Welfare. Analysis of bowel cancer
outcomes for the National Bowel Cancer Screening Program. Canberra, ACT:
AIHW; 2018.
2. Cancer Council Australia Colorectal Cancer Guidelines Working Party. Clinical
practice guidelines for the prevention, early detection and management of
colorectal cancer. Sydney, NSW: Cancer Council Australia; 2017.
3. Australian Institute of Health and Welfare. National Bowel Cancer Screening
Program: monitoring report. Canberra, ACT: AIHW; 2018.
4. KPMG. Review of the National Bowel Cancer Screening Program (phase 2).
For the Department of Health and Ageing: Canberra, ACT; 2012.
5. Ely JW, Levy BT, Daly J, Xu Y. Patient beliefs about colon cancer screening. J
Cancer Educ. 2016;31:39–46. https://doi.org/10.1007/s13187-015-0792-5.
6. Hall NJ, Rubin GP, Dobson C, Weller D, Wardle J, Ritchie M, et al. Attitudes
and beliefs of non-participants in a population-based screening programme
for colorectal cancer. Health Expect. 2015;18:1645–57. https://doi.org/1
0.1111/hex.12157.
7. Honein-AbouHaidar GN, Kastner M, Vuong V, Perrier L, Daly C, Rabeneck L,
et al. Systematic review and meta-study synthesis of qualitative studies

24.

25.

26.

27.

evaluating facilitators and barriers to participation in colorectal cancer
screening. Cancer Epidemiol Biomark Prev. 2016;25:907–17. https://doi.org/1
0.1158/1055-9965.epi-15-0990.
Wools A, Dapper EA, de Leeuw JR. Colorectal cancer screening participation:
a systematic review. Eur J Pub Health. 2016;26:158–68. https://doi.org/10.1
093/eurpub/ckv148.
Bobridge A, Price K, Gill TK, Taylor AW. Influencing cancer screening
participation rates—providing a combined cancer screening program (a
‘one stop’ shop) could be a potential answer. Front Oncol. 2017;7:308.
https://doi.org/10.3389/fonc.2017.00308.
Aubin-Auger I, Mercier A, Lebeau J-P, Baumann L, Peremans L, Van Royen P.
Obstacles to colorectal screening in general practice: a qualitative study of
GPs and patients. Fam Pract. 2011;28:670–6. https://doi.org/10.1093/fampra/
cmr020.
Chapple A, Ziebland S, Hewitson P, McPherson A. What affects the uptake
of screening for bowel cancer using a faecal occult blood test (FOBt): a
qualitative study. Soc Sci Med. 2008;66:2425–35. https://doi.org/10.1016/j.
socscimed.2008.02.009.
Oster C, Zajac I, Flight I, Hart E, Young GP, Wilson C, et al. Ambivalence and
its influence on participation in screening for colorectal cancer. Qual Health
Res. 2013;23:1188–201. https://doi.org/10.1177/1049732313501890.
Palmer CK, Thomas MC, von Wagner C, Raine R. Reasons for non-uptake
and subsequent participation in the NHS Bowel Cancer Screening
Programme: a qualitative study. Br J Cancer. 2014;110:1705–11.
https://doi.org/10.1038/bjc.2014.125.
Grogan PB, Olver IN. A bowel cancer screening plan at last. MJA. 2014;201:
435–6. https://doi.org/10.5694/mja14.01089.
Young GP. Population-based screening for colorectal cancer: Australian
research and implementation. J Gastroenterol Hepatol. 2009;24(Suppl 3):
S33–42. https://doi.org/10.1111/j.1440-1746.2009.06069.x.
Salkeld GP, Solomon MJ, Short L, Ward J. Measuring the importance of
attributes that influence consumer attitudes to colorectal cancer screening.
ANZ J Surg. 2003;73:128–32. https://doi.org/10.1046/j.1445-2197.2003.02650.x.
Ward PR, Coffey C, Meyer S. Trust, choice and obligation: a qualitative study
of enablers of colorectal cancer screening in South Australia. Sociol Health
Illn. 2015;37:988–1006. https://doi.org/10.1111/1467-9566.12280.
Zapka JG, Lemon SC. Interventions for patients, providers, and health care
organizations. Cancer. 2004;101(Suppl 5):1165–87. https://doi.org/10.1002/
cncr.20504.
Australian Government. National Bowel Cancer Screening Program Primary
Health Care Engagement Strategy 2016–2020. Canberra, ACT: Australian
Government; 2015.
Atassi K. Strategies to increase colorectal cancer screening. Nurse Pract.
2012;37(7):21–6. https://doi.org/10.1097/01.NPR.0000415240.16601.d1.
Florea KS, Novosel LM, Schlenk EA. Improvement in colon cancer screening
through use of a multilevel intervention: a QI initiative. J Am Assoc Nurse
Pract. 2016;28:362–9. https://doi.org/10.1002/2327-6924.12320.
Stone EG, Morton SC, Hulscher ME, Maglione MA, Roth EA, Grimshaw JM,
et al. Interventions that increase use of adult immunization and cancer
screening services: a meta-analysis. Ann Intern Med. 2002;136:641–51.
https://doi.org/10.7326/0003-4819-136-9-200205070-00006.
Cole SR, Young GP, Byrne D, Guy JR, Morcom J. Participation in screening
for colorectal cancer based on a faecal occult blood test is improved by
endorsement by the primary care practitioner. J Med Screen. 2002;9:147–52.
https://doi.org/10.1136/jms.9.4.147.
Zajac IT, Whibley AH, Cole SR, Byrne D, Guy J, Morcom J, et al. Endorsement
by the primary care practitioner consistently improves participation in
screening for colorectal cancer: a longitudinal analysis. J Med Screen. 2010;
17:19–24. https://doi.org/10.1258/jms.2010.009101.
Dawson G, Crane M, Lyons C, Burnham A, Bowman T, Perez D, et al. General
practitioners’ perceptions of population based bowel screening and their
influence on practice: a qualitative study. BMC Fam Pract. 2017;18:36.
https://doi.org/10.1186/s12875-017-0610-8.
Schiff GD, Bearden T, Hunt LS, Azzara J, Larmon J, Phillips RS, et al. Primary
care collaboration to improve diagnosis and screening for colorectal cancer.
Jt Comm J Qual Patient Saf. 2017;43:338–50. https://doi.org/10.1016/j.jcjq.2
017.03.004.
Cole AM, Esplin A, Baldwin LM. Adaptation of an evidence-based colorectal
cancer screening program using the consolidated framework for
implementation research. Prev Chronic Dis. 2015;12:E213. https://doi.org/1
0.5888/pcd12.150300.

Brown et al. BMC Family Practice

(2019) 20:109

28. Duffy SW, Myles JP, Maroni R, Mohammad A. Rapid review of evaluation of
interventions to improve participation in cancer screening services. J Med
Screen. 2017;24:127–45. https://doi.org/10.1177/0969141316664757.
29. Goel V, Gray R, Chart P, Fitch M, Saibil F, Zdanowicz Y. Perspectives on
colorectal cancer screening: a focus group study. Health Expect. 2004;7:51–60.
https://doi.org/10.1046/j.1369-6513.2003.00252.x.
30. Holden DJ, Jonas DE, Porterfield DS, Reuland D, Harris R. Systematic review:
enhancing the use and quality of colorectal cancer screening. Ann Intern
Med. 2010;152:668–76. https://doi.org/10.7326/0003-4819-152-10-2010051
80-00239.
31. Lofters AK, Vahabi M, Prakash V, Banerjee L, Bansal P, Goel S, et al. Lay
health educators within primary care practices to improve cancer screening
uptake for south Asian patients: challenges in quality improvement. Patient
Prefer Adherence. 2017;11:495–503. https://doi.org/10.2147/ppa.s127147.
32. Royal Australian College of General Practitioners. Standards for patientcentred medical homes: patient-centred, comprehensive, coordinated,
accessible and quality care. East Melbourne, VIC: RACGP; 2016.
33. Sharma AE, Knox M, Mleczko VL, Olayiwola JN. The impact of patient
advisors on healthcare outcomes: a systematic review. BMC Health Serv Res.
2017;17:693. https://doi.org/10.1186/s12913-017-2630-4.
34. Department of Human Services. Quality improvements in general practice
— Implementation of the Practice Incentives Program: Budget 2017–18.
Canberra, ACT: Australian Government; 2017. https://www1.health.gov.au/
internet/budget/publishing.nsf/Content/budget2017-factsheet18.htm.
Accessed 22 July 2019.
35. Hall AE, Bryant J, Sanson-Fisher RW, Fradgley EA, Proietto AM, Roos I.
Consumer input into health care: time for a new active and comprehensive
model of consumer involvement. Health Expect. 2018;21:707–13. https://doi.
org/10.1111/hex.12665.
36. Australian Government. National Cancer Screening Register. Canberra, ACT:
Australian Government; n.d. https://www.ncsr.gov.au/. Accessed 30 Mar 2018.
37. Edwards AGK, Naik G, Ahmed H, Elwyn GJ, Pickles T, Hood K, et al.
Personalised risk communication for informed decision making about
taking screening tests. Cochrane Database Syst Rev. 2013;2. https://doi.org/1
0.1002/14651858.CD001865.pub3.
38. McQueen A, Bartholomew LK, Greisinger AJ, Medina GG, Hawley ST, Haidet
P, et al. Behind closed doors: physician-patient discussions about colorectal
cancer screening. J Gen Intern Med. 2009;24:1228–35. https://doi.org/10.1
007/s11606-009-1108-4.
39. Holloway I, Galvin K. Qualitative research in nursing and healthcare. 4th ed.
West Sussex: Wiley; 2017.
40. Creswell JW. Qualitative inquiry and research design: choosing among five
approaches. 3rd ed. Thousand Oaks, CA: SAGE Publications; 2013.
41. Giorgi A. The theory, practice, and evaluation of the phenomenological
method as a qualitative research procedure. J Phenomenol Psychol. 1997;
28:235–60. https://doi.org/10.1163/156916297X00103.
42. Patton M. Qualitative evaluation and research methods. 5th ed. Thousand
Oaks, CA: SAGE Publications; 2015.
43. Kleiman S. Phenomenology: to wonder and search for meanings. Nurse Res.
2004;11(4):7–19. https://doi.org/10.7748/nr2004.07.11.4.7.c6211.
44. Starks H, Brown TS. Choose your method: a comparison of phenomenology,
discourse analysis, and grounded theory. Qual Health Res. 2007;17:1372–80.
https://doi.org/10.1177/1049732307307031.
45. King N, Horrocks C. Interviews in qualitative research. London: SAGE
Publications; 2010.
46. Department of Health. Role of general practice. Canberra, ACT: Australian
Government; 2018. http://www.cancerscreening.gov.au/internet/screening/
publishing.nsf/Content/role-of-GPs. Accessed 11 May 2018.
47. Strecher VJ, Rosenstock IM. The health belief model. In: Baum A, Newman S,
Weinman J, West R, McManus C, editors. Cambridge handbook of
psychology, health and medicine. Cambridge: Cambridge University Press;
1997. p. 113–7.
48. Symonds EL, Young GP. Blood tests for colorectal cancer screening in the
standard risk population. Current Colorectal Cancer Reports. 2015;11:397–407.
https://doi.org/10.1007/s11888-015-0293-2.
49. Shepperd S, Charnock D, Gann B. Helping patients access high quality
health information. BMJ. 1999;319(7212):764–6. https://doi.org/10.1136/
bmj.319.7212.764.
50. Boyd H, McKernon S, Mullin B, Old A. Improving healthcare through the use
of co-design. N Z Med J. 2012;125(1357):76–87.

Page 9 of 9

51. Robert G, Cornwell J, Locock L, Purushotham A, Sturmey G, Gager M.
Patients and staff as codesigners of healthcare services. BMJ. 2015;350.
https://doi.org/10.1136/bmj.g7714.
52. Klabunde CN, Lanier D, Breslau ES, Zapka JG, Fletcher RH, Ransohoff DF,
et al. Improving colorectal cancer screening in primary care practice:
innovative strategies and future directions. J Gen Intern Med. 2007;22:
1195–205. https://doi.org/10.1007/s11606-007-0231-3.
53. Lafata JE, Wunderlich T, Flocke SA, Oja-Tebbe N, Dyer KE, Siminoff LA.
Physician use of persuasion and colorectal cancer screening. Transl Behav
Med. 2015;5:87–93. https://doi.org/10.1007/s13142-014-0284-x.
54. Jepson RG, Hewison J, Thompson A, Weller D. Patient perspectives on
information and choice in cancer screening: a qualitative study in the UK.
Soc Sci Med. 2007;65:890–9. https://doi.org/10.1016/j.socscimed.2007.04.009.
55. Taylor M, Radford G. Evaluation of the bowel cancer awareness pilot in the
south west and east of England: 31 January to 18 March 2011. London, UK:
Department of Health; 2012.
56. Dawda P, Knight A. Experience based co-design toolkit. Deakin, ACT:
Consumers Health Forum of Australia and Australian Healthcare and
Hospitals Association; n.d. https://chf.org.au/experience-based-co-designtoolkit. Accessed 31 Mar 2018.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

