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1. Executive summary 

1.1 Background 
The Ministry of Health (MoH) has funded Waitemata District Health Board (WDHB) to run a 
Bowel Screening Pilot (BSP) over four years from 2012–16.  An evaluation of the BSP is 
being undertaken by Litmus and Sapere Research Group, the results of which will 
contribute to a decision on whether or not to roll out a national bowel screening programme.  
The goal of the evaluation is to determine whether organised bowel screening could be 
introduced in New Zealand in a way that is effective, safe and acceptable for participants, 
equitable and economically efficient.  

In the first nine months, 38,725 people in the appropriate age range (50-74 years) were 
invited to take part in the BSP.  Of these, 20,919 returned a Faecal Immunochemical Test 
for Haemoglobin (iFOBT) kit to be tested by the laboratory.  This represents an average 
participation rate of 54% which is higher than the internationally defined minimum 
participation rate to have an effective bowel screening programme.  Based on the first nine 
months of the pilot, Pacific people and Māori appear to be emerging as the under-screened.   

In 2012, qualitative research with the eligible population was one of the planned evaluation 
activities.  Acknowledging the need for the BSP to be acceptable for eligible participants, 
the following qualitative research studies were completed:  

 participant pathway study to understand participants’ experience of the BSP 
screening pathway, and the factors that facilitated or impeded their progression 

 qualitative research with non-responders in the under-screened Pacific and Māori 
populations to explore their reasons and barriers for not taking part in the BSP.     

1.2 Methodology 
Participant pathway study: 12 face-to-face indepth interviews were conducted with 
purposively selected BSP participants covering different stages of the BSP screening 
pathway: four Māori, four Pacific and four Pākehā.  Interviews were conducted between 19 
and 21 September 2012. 

Research with non-responders: 12 face-to-face interviews were undertaken with six 
Māori and six Pacific people who had received a pre-invitation, invitation and reminder letter 
between April to September 2012, had not returned a completed kit, and had not contacted 
the Coordination Centre to opt out of the BSP (non-responders).  Interviews were 
conducted between 3 and 7 December 2012.   

Both studies followed opt-out recruitment and informed consent procedures.  Researchers 
and participants were ethnically matched.  Participants were invited to bring a support 
person, and received a koha of $50.  

Both qualitative studies offer useful insights into BSP participants’ and non-responders’ 
perceptions, attitudes and behaviour related to the BSP.  However, it is acknowledged the 
relatively small number of interviews in each study means the research does not cover the 
diversity of all eligible population sub-groups.  While the studies have identified the major 
themes in relation to BSP participants’ pathway experience, and the major reasons and 
barriers for Māori and Pacific non-responders not taking part in the BSP, other experiences 
and barriers are likely to exist.   
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1.3 Key findings - participant pathway study  

Overall, the BSP screening pathway is acceptable to eligible participants.  BSP participants 
interviewed had a very positive experience of the BSP screening pathway.  Participants 
summarised their experience of the BSP as convenient, easy to do, with timely results 
and progression along the pathway.  For those with a positive iFOBT, the communications 
about their results was reassuring, and the stage relating to their colonoscopy was 
flexible, timely, and respectful.   

Three key factors underpinned the completion and return of the iFOBT by BSP participants 
interviewed:  
 Primed – they had a pre-disposition towards bowel screening due to concerns about 

cancer, wanting to check their bowel health, undertaking other non-symptomatic health 
checks, and wanting to be around for their family/ whānau long-term.  

 Prompted – they were reminded to act thereby overcoming the perceived 
unpleasantness of the test and the other pressing priorities in their lives.   

 Proficient – they were able to read the material received and had the ability to 
complete and return the iFOBT kit.   

The role of general practice is the one area where the screening pathway may not be 
operating as intended.  General practice is required to inform BSP participants of a 
positive iFOBT result within 10 days, after which the endoscopy unit will call to inform the 
participant of the result.  Out of the six participants interviewed with a positive iFOBT, only 
one was informed of their results by their general practice.  This reflects BSP participants 
incorrectly ticking on their consent form that they do not want their general practice to be 
informed (when they did), their general practice not being able to contact them, or their 
general practice not contacting the participant within the 10 day period.    

Currently, it is unknown what proportion of BSP participants with a positive iFOBT are not 
being informed by their general practice.  The role of general practice is a unique and 
important feature of the BSP, and one valued by participants interviewed.  It is important 
therefore to determine how well this part of the pathway is operating and the value it adds 
to the participant experience.   

Across BSP participants interviewed there was a lack of understanding about what 
happens next in relation to bowel screening.  These participants are unconcerned about 
the next steps, given their relief they do not have cancer.  BSP participants interviewed who 
are exiting the BSP into surveillance are also unclear about their next steps.   

1.4 Key findings – eligible non-responders  

Eligible Māori non-responders  

For Māori non-responders, the overarching reason for not taking part in the BSP was they 
are culturally opposed to bowel screening.  For some Māori non-responders the overall 
concept of bowel screening is culturally abhorrent and therefore it is highly unlikely they can 
be supported or encouraged to take part.   

Other Māori non-responders appreciated the benefits of bowel screening but found the idea 
embarrassing, in particular they are strongly against mailing a faecal sample.  With a more 
culturally appropriate approach to create understanding and action, these non-responders 
may consider participating in the BSP.   
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While cultural barriers to participate in the BSP are forefront, Māori non-responders also 
noted other barriers to taking part, including:  
 more pressing health issues (eg. cancer or heart disease) 
 the lack of legitimacy of the health system for Māori 
 misinterpretation of their eligibility to take part due to the content of the pre-invitation.  

For Māori non-responders, the key strategy to address cultural opposition to the BSP 
is kanohi-ki-te-kanohi.  Quality face-to-face or phone engagement with a Māori health 
promoter can enable sensitive discussions about bowel screening to empower and support 
Māori to act.  It is acknowledged that not all Māori will need this intensive level of 
engagement.  Focus could therefore be placed on targeting Māori living in high deprivation 
areas so support and encouragement is offered to those more likely to also have other 
participation barriers (e.g. those who have difficulty understanding the BSP invitation).   

Other strategies suggested to encourage participation by Māori include reviewing the 
process of sample delivery and determining whether it would be feasible for participants 
to drop samples off at a lab, hospital or their general practice, or being able to do the test in 
a clinical setting.   

Eligible Pacific non-responders  

Across Pacific non-responders interviewed, there is evidence of difficulty in 
understanding the BSP invitation letters.  When the BSP was verbally explained, Pacific 
non-responders supported the idea of preventative screening and acknowledged the benefit 
of knowing their health status to ensure they can support their families long-term.   

A range of inter-linking barriers to participation were identified amongst the Pacific non-
responders interviewed, specifically:  
 cultural opposition to bowel screening and the BSP, in particular undertaking the test 

at home and mailing a sample of their faeces 
 environmental barriers, relating to not receiving the kit which appeared to be due to 

misplacing the kit in their home or through the use of a PO Box 
 literacy and language barriers which impede understanding of the letters, BSP 

purpose, and the actions required   
 other pressing health priorities (e.g. cancer). 

Given the diversity of Pacific non-responders, a multi-faceted engagement and 
empowerment strategy is required to support Pacific people to take part in the BSP, 
including:  

 facilitative conversations with Pacific health promoters to offer a more personalised 
engagement process of face-to-face, one-on-one discussions  

 use of Pacific languages and design in pamphlets and other forms of communication  

 use of Pacific networks, churches and matai to promote the importance of BSP. 
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1.5 Implications for the Bowel Screening Pilot  

Acceptability to the target population 

BSP participants interviewed are very positive about the BSP and their screening 
experience.  For these participants, the focus is on ensuring they take part in the next 
screening round, and maintaining their already positive experience.  However, bowel 
screening and the current screening pathway is not acceptable to some Māori and Pacific 
people, which has implications for ensuring fair access to the BSP.    

Ensuring fair access to all New Zealanders 

A critical issue is ensuring Pacific people and Māori are enabled to step onto the BSP 
screening pathway.  In seeking to overcome cultural opposition to bowel screening, two 
options are evident:  
 maintaining the existing screening pathway and using a range of community awareness 

raising (CAR) and engagement/ facilitation strategies to seek to overcome concerns and 
barriers   

 amending the pathway to offer clinic-based test locations and sample drop-off choices, 
complemented with a range of CAR and engagement/ facilitation strategies.  

Changes to the screening pathway (such as offering a range of test settings and sample 
delivery methods) may not be consistent with screening principles of a single clearly 
defined process.  However, they require consideration to ensure BSP systems and 
processes are not unintentionally perpetuating existing inequalities.   

Currently, the evidence base of effective CAR and engagement/ facilitation strategies for 
bowel screening needs to be developed.  Strategies developed need to acknowledge that 
while there are similarities in the barriers to participation for Pacific people and Māori, CAR 
strategies must be tailored specifically to each group to be effective.  Further, English 
resources need to be reviewed so language is simplified and easy for those with low 
literacy levels or English as another language to understand.   

Other pressing health priorities also impede Māori and Pacific people’s participation.  This 
is particularly relevant given the existing health inequities experienced by Māori and Pacific 
people in the target age group.  It is likely that general practice may have a key role in 
supporting people with other health issues to participate in the BSP.  

In seeking to increase bowel screening participation by Pacific people and Māori, care is 
needed to balance promotional strategies with informed choice about whether or not they 
want to be screened.  The tension between promotion to achieve high participation levels 
and informed consent processes is receiving increased focus in the literature on bowel 
screening.  Strategies to promote participation therefore need to be balanced with 
information on the risks and benefits of screening.  

Ensuring no pathway gaps 

Based on the findings of the research, further investigation is required to:  
 clarify the extent to which general practices are meeting the screening pathway 

requirements, and determine the value of general practice to the BSP and the 
participant experience  
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 ensure the systems and processes supporting the BSP are set up to ensure BSP 
participants undertake further screening rounds 

 ensure the interconnectedness between the BSP and surveillance to safeguard BSP 
participants who exit into surveillance to receive appropriate support and intervention.  

1.6 Considerations for a possible national bowel screening 
programme  

At this early stage of the BSP implementation and evaluation, it is not yet known whether 
organised bowel screening could be introduced in New Zealand in a way that is effective, 
safe and acceptable for participants; equitable and economically efficient.  Early evidence 
and participation suggests a strong level of acceptability amongst some populations.  
Pacific people (in particular) and Māori are emerging as the under-screened populations for 
the BSP.  Younger men are also emerging as a potential under-screened group.  Over time, 
these participation rates may change and therefore ongoing monitoring of participation by 
ethnicity, gender, socio-economic and other variables is needed.  

As the BSP continues to be implemented, it is likely new strategies will used to increase 
participation by under-screened populations within WDHB.  The pilot therefore offers an 
ideal opportunity to assess and determine the effectiveness of strategies to ensure 
inclusion of these populations if a national roll-out occurs.  These findings will be critical in 
seeking to ensure fair access to all New Zealanders and to avoid the potential widening of 
existing health inequities in the detection and treatment of bowel cancer. 
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2. Introduction 

2.1 Background  
The Ministry of Health (‘the Ministry’) has funded Waitemata District Health Board (WDHB) 
to run a Bowel Screening Pilot (BSP) over four years from 2012–16.1  The BSP began with 
a ‘soft launch’ in late 2011, with full operation of the pilot starting in January 2012.   

Litmus and Sapere Research Group have been funded by the Ministry to undertake an 
evaluation of the BSP, including a cost-effectiveness analysis.  The evaluation will inform a 
decision about whether or not to roll out a national bowel screening programme. 

The overall goal and underlying objectives of the BSP and its evaluation are the same and 
have been defined by the Ministry.  The overall goal of both is to determine:  

whether organised bowel screening could be introduced in New Zealand in a way that 
is effective, safe and acceptable for participants; equitable and economically efficient. 

The goal comprises four key aims. 

1. Effectiveness: Is a national bowel screening programme likely to achieve the mortality 
reduction from bowel cancer for all population groups seen in international randomised 
controlled trials?  

2. Safety and acceptability: Can a national bowel screening programme be delivered in a 
manner that is safe and acceptable? 

3. Equity: Can a national bowel screening programme be delivered in a manner that 
eliminates (or does not increase) current inequalities between population groups? 

4. Economic efficiency: Can a national bowel screening programme be delivered in an 
economically efficient manner? 

A number of activities are planned for the evaluation of the BSP.2  Included in these are two 
participant pathway studies in 2012 and 2014.  In 2012, lower participation rates in the BSP 
were indicated for eligible Māori and Pacific peoples (24% participation for Pacific people, 
43% for Māori compared to 54% for the total eligible population).  Consequently, the 
Ministry agreed that participant pathway resources would be reallocated to undertake 
qualitative research with eligible Māori and Pacific people who had not responded to invites 
to take part in the BSP and who had not opted out (i.e. the under-screened – those groups 
with the lower participation in bowel screening).  The participant pathway study and 
qualitative research with eligible non-responders inform a number of evaluation questions, 
and importantly ensures the evaluation is grounded in the eligible population’s experience 
of the BSP.3   

This report presents findings from the 2012 participant pathway study and the research with 
eligible non-responders in the under-screened populations.  

                                                
1  WDHB was named as the pilot bowel screening site in December 2010 http://beehive.govt.nz/release/waitemata-named-bowel-

screening-pilot-site accessed 22 February 2012.  
2  Refer to the Evaluation Plan for the Bowel Screening Pilot 2011–2016 (Litmus and Sapere Research Group 2011) for details of 

evaluation activities. 
3  Refer Section 2.4 of the Evaluation Plan for the Bowel Screening Pilot 2011–2016 (Litmus and Sapere Research Group 2011) for 

the full list of evaluation questions. 

http://beehive.govt.nz/release/waitemata-named-bowel-screening-pilot-site
http://beehive.govt.nz/release/waitemata-named-bowel-screening-pilot-site
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The New Zealand Health and Disability Multi-region Ethics Committee granted ethical 
approval for the suite of BSP evaluation activities (reference MEC/11/EXP/119).  

2.2 Participant pathway study purpose  

The participant pathway study4 provides a detailed understanding of participants’ 
progression and experience through the BSP screening pathway, and the factors that 
facilitate or impede them along the pathway.  Participants’ experiences of the screening 
pathway were shared at a BSP provider/ participant forum.  The purpose of the forum was 
to enhance service providers’ appreciation of participants’ realities and to identify service 
improvements that enhance participants’ experiences and flow along the pathway.   

2.3 Research with non-responders in the under-screened populations 
purpose 

Qualitative research was undertaken with Māori and Pacific people who had received a pre-
invitation, invitation and reminder letters between April to September 2012, had not 
returned a completed kit, and had not contacted the Coordination Centre to opt out of the 
BSP (non-responders).  This research explores their reasons and barriers for not taking 
part in the BSP. 

2.4 Glossary of terms  

For clarification, in this report the following terms have been used as follows:  
 CAR – community awareness raising  
 CNS – clinical nurse specialists  
 CTC – computerised tomographic colonography  
 BSP – Bowel Screening Pilot  
 DHB – district health board 
 General practice – refers generically to the differing systems and models in which 

primary care is delivered 
 GP – general practitioners  
 iFOBT – immunochemical faecal occult blood test5. A single sample iFOBT test is being 

used in the BSP. The test is known as OC-Sensor.  
 MEAG – Māori Equity Advisory Group  
 Ministry – Ministry of Health  
 Non-responders – people who have received a pre-invitation, invitation and reminder 

letter between April to September 2012, had not returned a completed kit, and had not 
contacted the Coordination Centre to opt out of the BSP   

 PHO – primary health organisation  

                                                
4  The Evaluation Plan describes the ‘Participant Pathway’ as a ‘Clinical Pathway study’.  This language has been changed to reflect 

the focus on participants’ perceptions and experiences of the BSP screening pathway. 
5  Referred to internationally as Faecal Immunochemical Test for Haemoglobin (FIT) 
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 WDHB – Waitemata District Health Board  
 The Register – BSP information system 
 Under-screened populations – no definition was agreed on what constitutes an ‘under-

screened’ sub-group therefore the focus was placed on those sub-groups with the 
lowest level of participation. 
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3. Research methodology 

This section outlines the qualitative research approach used for the participant pathway 
study and the research with eligible non-responders in the under-screened populations.  
For each study, the sample, recruitment approach, interviewing, analysis and research 
limitations are noted.  

3.1 Participant pathway study 

Sample 

Face-to-face interviews were conducted with 12 purposively selected BSP participants 
covering different stages of the BSP screening pathway.  To facilitate recall of events, 
participants were recruited who have experienced that stage of the screening pathway 
within the last four months.  Recognising potential health inequalities, four Māori and four 
Pacific people were included in the participant pathway research.   

Due to the early implementation stage of the BSP, focus was placed on the early stages of 
the screening pathway.  BSP participants who had a Computerised Tomographic 
Colonography (CTC) and those diagnosed with bowel cancer and receiving treatment were 
not included.  This reflects the relatively small number of people currently going through this 
stage of the screening pathway.  Eligible participants’ perceptions of these stages of the 
screening pathway will be explored in the next participant pathway study in 2014.   Table 1 
presents the achieved purposive sample for the participant pathway study in 2012.   

Table 1: Participant pathway sample achieved  

Demographics Māori 
(n=4) 

Pacific* 
(n=4) 

Pākehā 
(n=4) 

Male 2 2 2 

Female 2 2 2 

50 – 59 years 2 1 – 

60 – 69 years 1 3 4 

70 – 74 years  1 – – 

2 year recall 1 kit 1 2 1 

2 year recall 2 kits 1 1 – 

5 year recall 1 kit  1 1 2 

Surveillance  1 - 1 
* Pacific interviewees included 1 Samoan, 1 Tongan, 1 Cook Island Māori, and 1 Niuean 
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Recruitment process 

An initial letter with an information sheet was sent out to the potential participants selected 
from the Register by the Coordination Centre.  The letter outlined the purpose of the 
evaluation and the participant pathway project.  Participants were given details regarding 
confidentiality of the research and how their contribution will be used to inform the 
evaluation and seek improvements to the BSP.  Before their contact details were forwarded 
to Litmus, participants were given the opportunity to opt out of the research by contacting 
the Coordination Centre.  Participants were called on receipt of the non-opted out 
participant list and invited to take part in the pathway study.  Once participants verbally 
confirmed their participation, a confirmation letter and consent form was sent out. 

Interviews 

The interviews were conducted between 19 and 21 September 2012. 

Māori researchers undertook interviews with Māori participants.  Pacific researchers 
undertook interviews with Pacific participants.  Māori and Pacific interviews were gender-
matched (i.e. interviewer matched with interviewee).  Each interview lasted approximately 
30 to 60 minutes and was held at a venue preferred by the participants and safe for the 
researcher.  Interviews were audio recorded.  Participants received a koha of $50 for their 
time and contribution.  They were encouraged to have a support person or people present 
during the interview.  Through the interview, participants mapped their journey of their 
screening pathway. 

Analysis 

On completion of the interviews, analysis workshops were undertaken with Māori and 
Pacific researchers (i.e. Kaipuke Consulting and Integrity Professionals) to debrief on the 
interviews and discuss key common themes arising across the interviews.   

For each participant, a deductive analysis approach was adopted.  Focus was firstly placed 
on mapping participants’ experience and perception of the screening pathway, and 
comparing it to the prescribed pathway.  Facilitators and barriers to progressing along the 
pathway were identified as well as positive and less positive service experiences.  A 
comparative analysis was then conducted across the 12 participant experiences of the 
screening pathway to identify common and differing themes.  From this analysis, six ‘typical’ 
and ‘illustrative’ experiences were mapped.  Typical pathway experiences were selected as 
they demonstrated a commonly shared experience, whereas illustrative experiences were 
selected to showcase a particular barrier or issue.  Particular focus was placed on 
understanding Māori and Pacific people’s pathway experience, as well as their enablers 
and facilitators.  

Provider/ BSP participant forum 

The second phase to the participant pathway study was a provider/ BSP participant forum.  
Following completion of the interviews and during the analysis workshop, four participants 
were identified who had indicated they would be comfortable sharing their experience at the 
provider/ BSP participant forum.  Providers from across the BSP screening pathway were 
invited to attend the workshop.   



E V A L U A T I O N  O F  T H E  B O W E L  S C R E E N I N G  P I L O T  –  E L I G I B L E  P O P U L A T I O N  P E R S P E C T I V E S  

  12 

The provider/ BSP participant forum was held on 23 October 2012.  Three participants 
attended the workshop: a Māori woman with a negative Faecal Immunochemical Test for 
Haemoglobin (iFOBT), a Pacific man with a positive iFOBT, who had a colonoscopy and 
was under a five year recall, and a Pākehā man with a positive iFOBT, who had a 
colonoscopy and was under surveillance6.  Nine providers attended the workshop with 
representation from WDHB, Coordination Centre, primary care, CAR provider and the 
Endoscopy Unit.  

The forum ran for a half day and was facilitated by Litmus, Kaipuke and Integrity 
Professionals.  

The forum was structured for the participants to share their BSP experience with 
clarification questions from providers.  Participants and providers then worked together to 
identify potential improvements to the pathway to enhance the participant experience within 
the known boundaries of the Pilot. 

BSP participants received $50 for their time and contribution, and were reimbursed for their 
travel costs.   

Thematic analysis of the forum discussion was undertaken to highlight key areas for 
improvement and enhancements for the BSP. 

Appendix 1 contains the participant pathway research and forum tools and the list of 
providers who attended the provider/ BSP participant forum.  

Research limitations 

This research offers useful insights in participants’ experiences and perceptions of the BSP 
screening pathway.  In considering the findings, the following caveats to the research need 
to be recognised: 

 Findings are dependent on participants’ recall of the order of events and experiences on 
the BSP screening pathway.  Some participants had a detailed recall which was 
supported by letters and information received from the BSP.  Others had a more limited 
recall of the sequence of events.  However, they had clear views on what was working 
well and areas for improvements.   

 Undertaking 12 interviews with participants means the diversity of Māori, Pacific and 
other people may not be covered.  On completion of the 12 interviews, no new 
substantive themes were being identified suggesting that saturation may have been 
reached. 

 Due to the small sample size, Asian people were not included therefore not all 
experiences of those participating in the BSP have been explored.   

Having noted these caveats, the Litmus Team is confident that this report accurately 
reflects the feedback and perceptions of participants who contributed to the research.  The 
findings are also consistent with BSP Patient Satisfaction Survey conducted in October 
2012 (BowelScreening 2012).  

                                                
6 One participant did not attend as they were unwell.  
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3.2 Research with non-responders in the under-screened populations 

Sample 

Face-to-face interviews were undertaken with 12 people who had received a pre-invitation, 
invitation and reminder letter between April to September 2012, had not returned a 
completed kit, and had not contacted the Coordination Centre to opt out of the BSP.  For 
the purpose of this research, this group is referred to as non-responders to differentiate 
from those who have actively opted out of the BSP.   

The sample was purposively designed to reflect the demographics of the under-screened 
population.  No definition was agreed on what constitutes an ‘under-screened’ sub-group 
therefore the focus was placed on those sub-groups with the lowest level of participation.  
Data from the BSP Register (for the period January – September 2012) highlighted Pacific 
people have a much lower participation (24%) than other groups. Māori participation at 43% 
is lower than Asian (52%) and the other population group (57%)7.   

Given Pacific people’s markedly lower participation rate, the question was raised about 
whether this research should focus solely on Pacific non-responders.  However, this 
approach would have excluded Māori non-responders.  The evaluation would therefore 
have no qualitative information on the barriers for Māori participation to inform the ongoing 
implementation of the BSP.  Given the current inequities in bowel cancer between Māori 
and non-Māori within New Zealand, such an approach was deemed inappropriate.   

It was also noted that all men aged 50 – 59 years irrespective of ethnicity have a lower 
participation than women.  While men were included in the purposive sampling, this may be 
an area for future investigation.  

Tables 2 and 3 detail the purposive sample frame for the under-screened research focusing 
on Māori and Pacific men and women across ages.  The research with Pacific people 
included people who identified as Samoan, Tongan, Cook Island Māori and Niuean, and 
two Pacific participants who identified with more than one Pacific ethnicity and other 
ethnicities.  

Table 2: Purposive sample for the under-screened Pacific population 

Pacific  Male 
(n=3) 

Female 
(n=3) 

50 – 59 years 1 1 

60 – 69 years 1 1 

70 – 74 years  1 1 

 
  

                                                
7 Section 4.3 presents the results from the first nine months of the BSP.  
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Table 3: Purposive sample for the under-screened Māori population 

Māori Male 
(n=2) 

Female 
(n=4) 

50 – 59 years 2 2 

60 – 74 years – 2 

Recruitment process 

Using the Register, WDHB identified Māori and Pacific people who had received a pre-
invitation, invitation and reminder letter between April to September 2012, had not returned 
a completed kit, and had not contacted the Coordination Centre to opt out (Māori and 
Pacific non-responders).   

WDHB sent an initial letter with an information sheet to the identified Māori and Pacific non-
responders.  The letter outlined the purpose of the evaluation and specifically this research.  
Non-responders were given details regarding confidentiality of the research and how their 
contribution will be used to inform the evaluation and seek improvements to the BSP.  
Before their contact details were forwarded to Litmus, they were given the opportunity to opt 
out of the research by contacting the Coordination Centre.  Interestingly, the research opt-
out letter sent by WDHB resulted in a few participants seeking another kit so they could 
take part in the BSP.   

Non-responders (who had not opted out of the research) were telephoned and invited to 
take part.  Feedback from recruiters highlighted that older Pacific people with English as 
another language had difficulty understanding the purpose of the research.  This finding 
reinforces that current communications relating to the BSP are likely to be impeding older 
Pacific people with English as another language from taking part.  

Interviews 

Māori researchers undertook interviews with Māori non-responders.  Pacific researchers 
undertook interviews with Pacific non-responders.  Pacific interviews were gender-matched 
(i.e. interviewer matched with interviewee).  Each interview lasted approximately 30 to 60 
minutes and were held at a venue preferred by the interviewees and safe for the 
researcher.  Interviews were audio recorded.  Interviewees received a koha of $50 for their 
time and contribution.  They were encouraged to have support person or people present 
during the interview.   

The interviews were conducted between 3 and 7 December 2012. 

Refer Appendix 2 for the research tools including information sheet, consent form and 
discussion guide.  

Analysis  

A grounded theory approach to data collection, coding and analysis was undertaken. 
Content and thematic analysis of interview notes and transcripts was undertaken to develop 
a unique analytical strategy.   
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Research limitations 

Undertaking research with Māori and Pacific non-responders offers useful insight into their 
attitudinal, environmental, behavioural and other barriers for non-participation.  This 
information can be used in determining the strategies that may encourage participation in 
bowel screening, both in the BSP and if the programme was rolled out nationally.  

While the research offers useful insights, it is acknowledged that it has its limitations, 
namely:  
 Sample size: undertaking six interviews with Māori and six with Pacific people means 

that not all reasons and barriers for non-participation will have been identified.  
However, it is anticipated that significant themes have been identified.  

 Targeted sub-groups: This approach offers no understanding of the reasons/ barriers 
for Pākehā and Asian men not participating.  Further, it also does not address the 
diversity of Māori or Pacific people eligible to participate.   

Having noted these caveats, the Litmus Team is confident that this report accurately 
reflects the feedback and perceptions of non-responders who contributed to the research.   
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4 The Bowel Screening Pilot 

This section sets the context for the research with the eligible population by presenting an 
overview of bowel cancer in New Zealand, the BSP screening pathway, and results from 
the first nine months of the BSP.  The information presented draws primarily from Ministry 
of Health and WDHB documents (specifically Ministry of Health 2011, 2012, 2012a and 
WDHB 2012).  

4.1 Overview of bowel cancer in New Zealand 

The following overview of bowel cancer in New Zealand is from the Policy and Operational 
Procedures for the BSP (Ministry of Health 2011 p12).  

Bowel cancer is the most commonly diagnosed cancer in New Zealand and the second 
most common cause of cancer death.  New Zealand’s death rate from bowel cancer is one 
of the highest in the developed world. In 2009, 2837 people were diagnosed with bowel 
cancer, and 1244 people died from the disease (Ministry of Health 2012).  New Zealand 
has the third highest mortality rate in the OECD for women and the sixth highest for men. 

There is a strong association between the stage (extent) of bowel cancer at diagnosis and 
eventual survival.  Those with localised disease have a 95 percent chance of a five year 
survival.  Those with distant spread (metastases) have only a ten percent five year survival 
rate.  There is evidence to suggest that a higher percentage of detected cancers are found 
at a more advanced stage (greater spread of cancer) in New Zealand than in several 
countries including Australia, the United States and the United Kingdom. 

Modelling has concluded that a screening programme based on a biennial iFOBT for 55 to 
74 year olds could provide a lifetime reduction in the incidence of (14.7%) and mortality 
(36%) from bowel cancer.   

An organised bowel screening programme has the potential to reduce bowel cancer 
mortality by routinely screening an entire, defined population at regular intervals.  A 
reduction in mortality at a population level depends upon high levels of coverage of the 
population, quality screening and follow-up services. 

4.2 Overview of BSP screening pathway 

The overview of BSP screening pathway is drawn from WDHB’s BSP resource for providers 
(2012).  The following stages in the pathway are summarised: identification, pre-invitation, 
invitation and participation, iFOBT test results, diagnostic testing: pre-assessment, 
colonoscopy.  Alternative investigation and treatment are not covered, as the BSP is in the 
early implementation stage.  These stages in the pathway will be explored in detail in the 
2014 participant pathway study. 
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Identification - eligibility to participate in BSP 

All men and women aged 50 to 74 who live in the WDHB area and who are eligible for 
publicly funded healthcare are eligible to participate in the BSP.  Most people in the eligible 
population will be invited to participate in two screening rounds within the four year BSP 
period.  

Those not eligible to participate in the BSP are people who have had a colonoscopy within 
the last five years, are on a bowel polyp or bowel cancer surveillance programme, have had 
or are currently being treated for bowel cancer, have had their large bowel removed, are 
being treated for ulcerative colitis or Crohn’s disease, and/or are awaiting bowel 
investigations by their doctor (WDHB 2012). 

Participation in the BSP is by invitation only.  Identification of the eligible population is 
undertaken using the BSP information system (‘the Register’).  Contact details on the 
Register are taken from National Health Index (NHI), and individuals who self-register.  

The Coordination Centre invites eligible people to participate in the BSP according to their 
birth date.  In 2012 and 2014, invitations were/ will be sent to people whose birthdays fall on 
an even date.  In 2013 and 2015, invitations will be sent to people whose birthdays fall on 
an odd date.   

The Coordination Centre’s awareness raising encourages eligible people to check that they 
are on the Register and that their details are correct.  If they are not on the Register, (which 
is a rare event), they can self-enrol. 

Māori and Pacific people who attend community awareness raising sessions can request to 
be sent their test kit immediately rather than waiting for their invitation on or around their 
birth date.  Health promoters notify the Coordination Centre and an invitation letter and 
iFOBT kit is sent out.   

Pre-invitation  

For eligible participants, the screening pathway formally commences with the pre-invitation 
letter, which: 

 notes eligibility to participate in the BSP  

 includes a generic endorsement by their GP8  

 advises an invitation and an iFOBT kit will be sent unless they notify the Coordination 
Centre they do not want to take part  

 includes a booklet about the BSP to enable informed decision making about taking part  

 sets out who should not take part and asks them to contact the Coordination Centre.  

                                                
8  GP endorsement is omitted for people not registered with a GP.  
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Invitation and participation  

Four weeks after the pre-invitation letter, the Coordination Centre sends an invitation letter 
to eligible people who have not opted out.  The invitation letter is accompanied by: 

 a leaflet to assist in making an informed decision about participating  

 an iFOBT kit 

 a consent form 

 a Freepost envelope to send their sample to LabPLUS. 

People may opt out the BSP at any stage by advising the Coordination Centre or their 
general practice.   

Participants take a single sample at home, using the iFOBT kit.  Participants post the 
sample to LabPLUS for testing, using the Freepost envelope provided.  They must include 
their completed consent form. 

Follow-up 

If a sample is not received by LabPLUS within two or four weeks and the person has not 
opted out of the BSP, active follow-up is triggered.   

 After two weeks, Māori, Pacific and Asian people are followed up by telephone if the 
phone number is accessible – if not then a reminder letter is sent by community 
awareness raising (CAR) personnel.  CAR personnel are able to visit people in their 
home if this is requested to provide further explanation and/or support about the 
process for sample taking. 

 After four weeks, everyone else is sent a reminder letter from the Coordination Centre.   

iFOBT test results  

LabPLUS tests iFOBT samples and sends all results (positive, negative or spoilt) to the 
BSP Register and participants’ general practice within three working days of receipt.  
Results are not sent to participants’ general practice if they have indicated they do not wish 
their GP to be notified on their consent form, or where the participant does not have an 
identified GP.   

For a positive iFOBT result, general practice must contact the BSP participant within ten 
working days of receiving a positive result from LabPLUS to: 

 inform the BSP participant of the result 

 discuss the implications of the result 

 provide counselling and advice 

 refer the BSP participant to the Endoscopy Unit for a screening colonoscopy. 
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Participants with a positive result who do not have an identified GP or who have not 
been contacted by their general practice within the ten day period, are contacted by the 
WDHB BSP Endoscopy Clinical Nurse Specialists (CNS) within 15 working days of a 
positive result.  Extensive efforts are made by the CNS to contact the participant using a 
range of strategies including: 

 phoning at different times of the day and week 

 finding other contact numbers such as work number or mobile 

 phoning their general practice for up-to-date contact details 

 using community support workers or interpreters, if appropriate.  

If the Endoscopy Unit is unable to contact a participant with a positive iFOBT, the CNS 
sends the participant a letter, outlining the positive result and encouraging the participant to 
contact their GP or the Coordination Centre.  If no contact is made, the participant is placed 
on the iFOBT recall system and remains on the BSP Register. 

For a negative iFOBT result, participants are notified in writing by the Coordination Centre 
within 15 working days of the result being received on the BSP Register.  They are advised 
they will be recalled to screening in two years, if still eligible.  GPs are sent negative results 
but are not required to do anything. 

Diagnostic testing – pre-assessment 

All participants with positive iFOBT results are referred for a colonoscopy pre-assessment 
which occurs within 15 working days of iFOBT testing.  BSP participants come into the 
Endoscopy Unit via three entry points: a GP referral, an alert on the BSP information 
system that a referral for a positive result is overdue, or from the Register if there is no GP 
involvement.  In the latter situations, one of the WDHB BSP CNS contacts the participant to 
notify them that they have had a positive result and to, subsequently, undertake a pre-
assessment for colonoscopy.   

The pre-assessment provides the participant with full information about colonoscopy and 
assesses their fitness to undergo the procedure.  Pre-assessments include an assessment 
of participants’ medical conditions and bowel condition, discussion of the bowel preparation 
process, and checking for cultural, mobility or transport problems.  If an interpreter is 
needed, this is noted on the pre-assessment form and the BSP administrator organises an 
interpreter for the day of the procedure. 

Pre-assessments are conducted by phone unless the participants’ clinical condition 
requires further investigation.  If the participant requires a pre-assessment outpatient 
consultation, the nurse will arrange this with the participant and the Lead Endoscopist.  
Telephone pre-assessments are conducted by a CNS or endoscopy nurse.  

If a participant declines to have a colonoscopy, the participant and the participant’s GP will 
receive a letter to confirm the decision to decline the colonoscopy and to inform them that 
the participant may contact the BSP or their GP at any time in the future, if they wish to 
have the procedure.  Otherwise they will be re-invited to participate in the pilot in two years.  

Participants deemed fit for colonoscopy are offered an appointment for the procedure 
during pre-assessment.  Colonoscopy must be completed within 50 working days of the 
positive iFOBT result.  Participants not deemed fit for colonoscopy (and those who have 
failed a colonoscopy) are referred for an alternative diagnostic investigation - CTC. 
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Participants assessed as fit and who consent to colonoscopy are given: 

 an appointment 

 bowel preparation instructions 

 information about the procedure 

 culturally appropriate support to attend, if required 

 information on links to local support services. 

Diagnostic testing: colonoscopy  

BSP colonoscopies are undertaken at the Endoscopy Unit at Waitakere Hospital. The 
procedure is as follows: 

 An endoscopy nurse goes through the pre-procedure checklist with the BSP participant. 

 The endoscopist meets with the BSP participant to get their consent for the procedure. 

 The participant’s nurse, who will be in the endoscopy room during the procedure, 
introduces themself, checks the participant’s identity and brings the BSP participant into 
the endoscopy room. 

 The colonoscopy is conducted under ‘conscious sedation’; usually there are two nurses 
and an endoscopist in the room. 

 The BSP participant is taken to Recovery where they are kept under observation for a 
period - the endoscopist usually meets with the participant at this time to discuss the 
results; the endoscopist will always meet with a participant if the result is abnormal. 

 The participant’s nurse reiterates the results and talks with the participant about post-
operative risks and what they need to do in the immediate post-operative period. 

Specimens from colonoscopy are sent to LabPLUS, and histopathology results are required 
within ten working days.  Histopathology results are reviewed by the BSP Clinical Director 
and Lead Endoscopist and a report is prepared that outlines a management / treatment 
plan.  A copy of the histology report goes to the participant, WDHB patient notes, and the 
referring GP.  The BSP Endoscopy Unit calls a GP directly if a cancerous polyp has been 
found. 

Colonoscopy outcomes: 

 Participants with normal colonoscopies do not need to undergo another iFOBT 
screening episode for five years and are referred back to their GP.  

 Participants diagnosed with bowel cancer or high-risk polyps are referred for treatment 
with surgical services. Participants’ GPs are notified and these participants are 
considered to have exited the BSP. 

 Participants diagnosed with polyps or other bowel disease requiring ongoing 
surveillance, have their care handed over to the gastroenterology service.  Participants’ 
GPs are notified and these participants are considered to have exited the BSP. 

 Participants who have a failed colonoscopy are scheduled for a repeat colonoscopy if the 
failure is due to inadequate bowel preparation; otherwise they are referred for a 
computerised tomographic colonography (CTC) or colonoscopy under a general 
anaesthetic. 
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Figure 1: Overview of the BSP screening pathway9 

 
  

                                                
9 50 days currently includes the 10 days to GPT (general practice team).  Source: Waitemata DHB (2012).  
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4.3 Results from the first nine months of the BSP 

The results from the first nine months of the BSP are presented below to provide a context 
for the findings of the eligible population research.  The results have been sourced from the 
Ministry of Health website10.  Appendix 3 contains the complete list of the BSP’s monitoring 
indicator results from January to September 2012 (Ministry of Health 2012e).    

Participation in the BSP 

Between January and September 2012, 38,725 people in the appropriate age range (50-74 
years) were invited to take part in the BSP.  Of these, 20,919 returned an iFOBT kit to be 
tested by the laboratory.  A single sample iFOBT test is being used in the BSP. The test, 
known as OC-Sensor, is an iFOBT widely used in screening programmes internationally. 

Over this time, the average participation rate was 54%.  The New Zealand participation 
rate is already higher than what is considered internationally to be the minimum 
participation rate.   

The European Guidelines for Quality Assurance in Colorectal Cancer Screening and 
Diagnosis (Segnan et al 2010 p84) notes a minimum participation of at least 45% is 
acceptable but recommends aiming for a rate of at least 65% (Faivre et al 1991; Zorzi et al 
2008).  A randomised controlled trial (RCT) of faecal-occult-blood screening for colorectal 
cancer demonstrated a mortality reduction with 60% participation (Hardcastle et al 1996).  
Reflecting the European Guidelines and the RCT findings, the Ministry has set the desirable 
participation rate at 60%.    

Figure 2: Participation rate for the Bowel Screening Pilot, January to September 2012 

 

Source: The New Zealand Bowel Screening Pilot IT system 

                                                
10 http://www.health.govt.nz/our-work/diseases-and-conditions/cancer-programme/bowel-cancer-programme/bowel-screening-

pilot/bowel-screening-pilot-results/bowel-screening-pilot-january-september-2012-results accessed 13 May 2013.  The interim 
report, due in late 2014, will contain the detailed epidemiological analysis.  

http://www.health.govt.nz/our-work/diseases-and-conditions/cancer-programme/bowel-cancer-programme/bowel-screening-pilot/bowel-screening-pilot-results/bowel-screening-pilot-january-september-2012-results%20accessed%2013%20May%202013
http://www.health.govt.nz/our-work/diseases-and-conditions/cancer-programme/bowel-cancer-programme/bowel-screening-pilot/bowel-screening-pilot-results/bowel-screening-pilot-january-september-2012-results%20accessed%2013%20May%202013
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Based on the first nine months of operation, not all population groups are participating in 
the pilot in equal measure.  Pacific people have a much lower participation than other 
groups, and Māori participation is lower than Asian and the other population group.  
Between January and September 2012, the average participation rate for:  

 Pacific people was 24%  

 Māori was 43% 

 Asian was 52%  

 Other population group was 57%.  

Figure 3: Participation rate for the Bowel Screening Pilot by ethnic group, January to 
September 2012 

 

Source: The New Zealand Bowel Screening Pilot IT system 

Those in the younger age ranges are less likely to participate than those who are older, and 
women are more likely to take part than men. 
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Figure 4: Participation rate for the Bowel Screening Pilot by sex and age group, 
January to September 2012 

 

Source: The New Zealand Bowel Screening Pilot IT system 

Positive iFOBTs 

About 7% of all participants who correctly complete their iFOBT kit show a positive 
result11.  This is within the expected range when compared with other international bowel 
screening pilots (Colorectal Cancer Screening Advisory Group 2006; Segnan et al 2010). 

Between January and September 2012, 1,545 people were identified as having an 
abnormal result. 

Number of colonoscopies performed 

Between January and September 2012, 886 people had a colonoscopy following a 
positive iFOBT through the BSP.  As required in the screening pathway, participants are 
generally being offered a colonoscopy within ten weeks of the laboratory identifying that 
their test was positive.   

Number of cancers found 

As at 30 September 2012, 31 people had been diagnosed with cancer.  This number is 
within the expected range when compared with international bowel screening programmes 
(Segnan et al 2010).  When a cancer is diagnosed, the participant is referred on for 
appropriate treatment and care.  

                                                
11  Refer Appendix 3 for the detailed set of BSP monitoring indicators.  



E V A L U A T I O N  O F  T H E  B O W E L  S C R E E N I N G  P I L O T  –  E L I G I B L E  P O P U L A T I O N  P E R S P E C T I V E S  

  25 

In addition to finding cancers, the Pilot is also finding that many participants have non-
cancerous polyps called adenomas.  These polyps are removed at colonoscopy.  These 
participants will require regular bowel checks by colonoscopy (i.e. surveillance) in the 
future. 

Complications following colonoscopies 

Between January and September 2012, 28 BSP participants were admitted to hospital 
within 14 days after undergoing a colonoscopy to have further treatment or 
monitoring.  Most of these admissions were for complications that were not considered to 
be serious12 and involved a short stay in hospital for observation. 

 

                                                
12  Serious adverse events include bowel perforation or major bleeding after colonoscopy and are more likely to be associated with an 

intervention such as removal of bowel polyps.  Serious (major) adverse events are as defined in the UK NHS BSCP Quality 
Assurance Guidelines for Colonoscopy (Chilton and Rutter 2011).    
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5. Participant pathways 

This section presents the perceptions and experiences of the BSP screening pathway by 
BSP participants who were interviewed.  This section offers:  

 an overview of key findings across the 12 participants’ experiences and perceptions of 
BSP across the screening pathway.  Particular focus is placed on presenting key 
differences in experiences and perceptions for Māori, Pacific and Pākehā participants   

 illustrative examples of Māori, Pacific and Pākehā participants’ experiences across the  
screening pathway are presented 

 reflections from the provider/ BSP participant forum.  

Note: Reference to BSP participants in this report refers to those who took part in the 
research and mapped their screening pathway experience. 

5.1 Overview participant experiences of BSP pathways 

Overall impressions   

Māori, Pacific, and Pākehā BSP participants interviewed were very positive about bowel 
screening and their experience of the BSP.  Participants interviewed acknowledged the 
importance of the BSP in identifying bowel cancer early, and expressed their gratitude that 
the BSP was introduced.  Those aware that the BSP was only available in the WDHB 
region felt fortunate to be living in this district.  

Māori, Pacific, and Pākehā BSP participants interviewed consistently described the BSP as 
relevant, convenient, simple and easy to do, the process was described as timely and 
respectful, particularly if a colonoscopy was undertaken.   

“It all seems straightforward.”  (Māori, male, two year recall) 

“Initiatives like this are really really important. I don’t want my kids to have 
problems like we have now and have no cure.” (Pacific, male, two year recall) 

[So the instructions were clear?]  “Yes, just follow whatever they say in that sheet 
and send it straight away.  That’s the thing, I was really happy for that.  I said to 
my granddaughter, ‘I wonder who organised this thing’.  They say,’ why you say 
that mama?’.  ‘Because it’s a smart person, you know, you don’t have to waste 
your time catching the bus and waste your petrol trying to run around.  You do it 
right here.’  And that we are not far away from the mailbox, just chuck it in and 
go.  And then about a week or so and I received my result and I was really happy 
for that too. I didn’t hear bad news that disappointed me.” (Pacific, female, two 
year recall) 

“It blew me away.  It was just so simple.  I heard word of the test and you think 
what will I have to go through.  But it is just so simple to check for something so 
important.”  (Pākehā female, two year recall)   
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Pre-invitation  

Awareness of the BSP before receipt of the pre-invitation letter was mixed.  Māori and 
Pacific participants had low awareness and knowledge, while Pākehā had tended to have 
heard of the BSP. 

 Māori participants had not heard about the BSP through community newsletters and 
other print media before receiving the pre-invitation letter.   

One Māori participant had attended a kaumātua/kuia health forum at a Māori health 
provider where the BSP Māori CAR co-ordinator talked about bowel screening and the 
BSP.  The Māori BSP CAR co-ordinator offered to “put her name in a book” to receive 
an invitation to participate in the BSP.   

In general, Māori communities did not appear to be discussing the introduction of the 
BSP.  As discussed in sections 6.2, this is likely to reflect that the topic is culturally 
sensitive.  

 Pacific participants were not aware of bowel screening or the BSP.  Based on the 
small number of interviews, it appears that Pacific communities were not discussing 
bowel screening or the BSP.  It is likely this is due to cultural sensitivities.  

 Pākehā participants tended to be aware of the BSP through community newsletters 
and word of mouth or had become aware through their husbands/ wives being invited to 
take part.  As a result of hearing about the BSP, two Pākehā participants took proactive 
steps to take part.   

- One approached their GP to request being part of the BSP as they had been waiting 
more than six months for a colonoscopy.  They perceived (incorrectly) that their GP 
was able to get them on the BSP, and thus they received the pre-invitation letter.  

- The other called the Coordination Centre to see if they could get a kit sent out.  The 
invitation process was explained and they were happy to wait for their invitation. 

Some Pākehā women noted a ‘growing excitement’ amongst their friends and family 
about the Pilot.  Family and friends were talking about receiving and doing kit and 
sharing hints and tips on completing and returning the kit (e.g. post the kit off 
immediately).  

On prompting, most Māori, Pacific, and Pākehā participants recalled receiving the pre-
invitation letter.  For Māori and Pākehā participants receiving the pre-invitation letter 
triggered their decision making process on whether or not they would take part.  
Participants described three key actions:  

 An immediate decision to take part due to a family history of bowel or other cancer, or 
being aware that a friend had cancer or had died from cancer.  

 Discussions with family, in particular their husband or wife, about whether or not to take 
part.  Partners tended to be supportive and encouraged participation.  Discussions 
tended to stress the importance of health and being around long-term for the family/ 
whānau. 

 Discussion with their GP about whether or not to take part.  Those who consulted their 
GP at this stage, were supported and encouraged to complete the kit when it arrived. 

While supportive of the idea of BSP, for some the receipt of the pre-invitation letter created 
anxiety and uncertainty about how the test could be done at home.  
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“Yes I suppose it was my husband.  He was the one who got on to me, he is key 
to me to checking out my health and stuff.  He does not open my mail, but he 
said you check that mail, it had something to indicate it was to do with my health 
check.  Like for my breast screening all those sorts of things, he is like have a 
look at that mail because it is important.”  (Māori, female, two year recall) 

“I wonder whether it would be like a midstream urine sample.” (Pākehā, female, 
two year recall) 

Amongst Pacific participants, the pre-invite letter did not appear to trigger the decision 
process.  This differing response may reflect their uncertainty about receiving the letter and 
the information not being easy to understand when unaware of bowel screening or the BSP.   

Invitation and participation – primed, prompted, and proficient  

Across the BSP participants, three key factors tended to drive the completion and return of 
the kit.  Participants were primed through their life context to be favourable to the 
idea of bowel screening, they had the ability to understand and complete the kit, and 
they were prompted to act to complete the kit.   

Primed  

Across BSP participants, it was evident that their life and environmental context meant they 
were favourable to the idea of bowel screening, more specifically they were:   

 Worried about cancer due to a family history of bowel or other cancer, or had a friend/ 
acquaintance who had or had died from bowel or other cancer.  These participants were 
aware of the devastating nature of cancer if not caught early, and were therefore keen 
to be checked.  For the Pacific participants, knowledge of cancer in general was a 
driving factor in their decision to participate.  

 Wanting to check their bowel health due to previous bowel issues (e.g. diverticulitis) 
or previous colonoscopies.  These participants were keen to receive reassurance that 
all was well with their bowel. 

 Wanting another important health check.  These people had a proactive approach to 
their health and wellbeing, or they had a previous health scare.  All had a positive and 
supportive long-term relationship with their GP.  For women, in particular, there was a 
belief in the benefits of screening created by a history of breast and cervical cancer 
screening. 

 Acting for their family/ whānau.  These people had a strong focus on their family/ 
whānau health and wellbeing, and the importance of remaining healthy so they can 
enjoy and support their family/ whānau and grandchildren.  While a strong trigger for 
most participants, it was a particular driver for Māori and Pacific participants.  

“She [wife] said, ‘Look, with all the issues you’ve had, why not just check your 
bowel?’  And I was more apprehensive with the fact that I was scared that 
[name]’s side of the family had cancer… I thought to myself, right and I want to 
be around for my moko.” (Māori, male, surveillance) 
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“I wanted to take this thing because I felt it necessary and it was relevant to take 
this to make sure that I was ok.  Because if I don’t do that and something 
happens I won’t be able to see my mokopuna or grow old with my family.  So you 
know I just thought it was another avenue to making sure to tick off another list.  
Done my breast cancer, done my bowel screening, what else, done my blood, my 
cholesterol.  So I have done that.” (Māori, female, two year recall) 

“To do it for the sake of the family” (Pacific, female, two year recall) 

 Having a free and convenient test.   
“And so you see, just do it, it doesn’t cost you anything. That thing could help 
you, do it straight away and you get help. You won’t get any help if you just sit 
there, and you will know that feeling inside when I read the letter, and you say all 
those signs, I got to do it.”  (Pacific, female, two year recall) 

Prompted  

Some participants were very committed to completing the test promptly.  These 
participants tended to have an immediate experience of loss or suffering from cancer, or a 
previous experience of faecal testing.  Alternatively, they were very matter of fact about 
dealing with faecal products.  

Prompts to act were important to move other participants from intent to action.  While 
some were keen to take part in the BSP, actually getting around to completing the kit was 
challenging due to day-to-day demands and other priorities in their life.  The delays in 
completion also reflect the perceived unpleasantness of having to ‘handle’ faecal matter.  

[How did you feel when you got the kit?] “Yeah, it’s a bit uncomfortable.  
Because, not having done it myself, it’s usually in hospital and they do all that 
type of testing for you.  I though oh - how am I going to do this?  But one of the 
things that helped me was my husband had done it but he did it at the laboratory 
at Med Lab, through the doctor. So he had that experience so he told me how he 
did it, and that’s how I managed to do it.” (Pacific, female, two year recall) 

[Kit?] “It was strange.  I didn’t like doing it, but did it because my husband died 
from bowel cancer.  Easy enough to understand. You just have to pull your nose 
up.” (Pākehā, female, five year recall) 

Prompts to act included:  

 Encouragement from family/ whānau, in particular the support of husbands/ wives/ 
partners. 

 Hearing that friends had completed the kit.  This reflects Pākehā more than Māori and 
Pacific participants’ experience as culturally Māori and Pacific communities appear less 
likely to discuss bowel screening due to cultural taboos.  Pākehā men interviewed also 
noted this would not be something discussed easily with male friends. 

 The reminder letter from the BSP Coordinator Centre which was described by one 
Pacific participant as a gentle telling-off and a reminder to act. 

 Encouragement and support from the Māori CAR Coordinator. 

[Reason for doing test?] “Mum said to! That and the fact of what I had gone 
through over the last couple of years - some major operations, and in 2011 I was 
barely walking.”  (Māori, male, surveillance) 
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“Somebody phoned me just to give me a gentle reminder.  ‘Are you still wanting 
to do the test?’  I said ‘yes but I have just been a bit of a lazy bugger and I have 
not followed through, but I have it and I will get it done.  So thank you very 
much’… [Good reminder] because it could of just sat there... I think I picked it up 
again and I had a look at it and then I thought to myself that I better do that.” 
(Māori, female, two year recall)  

“It is a Kaumatua/Kuia ropu we are attached to [name].  I can’t remember the 
gentleman’s name but he came in and gave us a talk about the bowel screening 
programme.  A lot of people had the option of putting their names forward, phone 
number and address as usual that sort of thing.  And he asked the question is 
there any members of the family who have had bowel problems?  I piped up ...  
So anyway he sent this book around for people to put their names in it and when 
it came to me I thought well why not?  About three weeks later I got the kit.  It 
was quite funny, because I did what I was supposed to do.”  (Māori, female, five 
year recall) 

“Men don’t talk about these things!” (Pākehā, male, surveillance) 

Proficient  

Literacy and self-efficacy are required to take part in the BSP.  Those who receive BSP 
invitations need to be able to understand the information and have confidence that they can 
undertake the test in their own home.  

BSP participants interviewed liked the ability to do the test in their home.  For some 
this reflected their busy lives and that their general practice may not be convenient to 
access due to transport or cost issues.   

On reflection, most participants were surprised and pleased with how easy it was to 
complete the kit.  However, there was acknowledgement that completing the kit 
requires a level of literacy, organisation and planning on the part of the participant.  
While the participants all were able to read and understand the material provided (i.e. the 
pre-invitation and kit material), all felt there was much to read and take in.  The use of 
pictures was particularly helpful in understanding how to complete the test, particularly for 
those with English as another language.   

“Dead easy, dead easy [to understand].” (Māori, male, surveillance) 

“I had filled in the things first.  I did all that first before I followed through with the 
task because I wanted to make sure that it was secure, straight into the bag all 
done, zip, zip all done.  Then put it into the post.” (Māori, female, two year recall) 

“Plastic bottle and scoop easy to use.  Not unduly messy.”  (Pākehā male, five 
year recall) 

Māori and Pacific participants acknowledged that while they understood the written material 
received, within their family/ whānau some would not open the letters received and others 
would not understand the information.   

[How would whānau feel?] “Really they will feel dumb and won’t want to ask 
anything because they are not going to come forward and ask any questions. 
You have to have an example from a family and use it, you know this is how they 
did it.  And using examples will be realistic for them to understand and they don’t 
feel whakama, or embarrassed or shy, just a community person to go in and talk 
to the family about what bowel screening is all about.   
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Or drawing that whole group of people together after the letters have gone out, if 
you have got a cluster of people in a certain area say like six of them pull them in 
with their family if you can and then sit down and talk about it, not to be 
embarrassed not to be whakama about the process. So you can have someone 
with that family to take responsibility and take it further.  You have got someone 
who takes the responsibility who has the letter, and they can walk alongside 
them.” (Māori, female, two year recall) 

BSP participants’ reflections on the kit completion offer some insights into the areas that 
may prove more challenging for others: 

 Identifying the best day of the week to take the sample and send off to avoid the 
kit arriving at the weekend at the lab.  Participants were keen to ensure that the 
sample does not get spoiled.  As a result, it appears many are completing the kit early 
in the week.   

 Completing the consent and appropriate documentation required a level of skill 
and concentration.  As explained by one participant, they carefully laid out all the 
documentation and completed this before taking the sample.  In contrast, another 
participant described the realities of taking the sample early in the morning before work, 
in a poorly lit bathroom, with no glasses (didn’t want them to fall in the toilet) and then 
trying to complete the forms.   

 Using the test kit was seen as fiddly, and required a level of dexterity.  The paper 
over the toilet was described as flimsy and had the instructions written on it.  Some 
participants also assumed a large amount of faecal matter was required, and perceived 
therefore the scoop was not strong enough.  Others were guided by ‘hints and tips’ from 
partners (e.g. put an empty ice-cream container in the toilet, another caught the stool in 
toilet paper in their hand). 

“Fantastic – no problem with the test… you just follow the arrows.”  (Pacific, 
female, two year recall) 

“I got the kit, I found the kit was okay and I read it, I could understand 
everything. But the only problem I actually had with it was trying to work out 
how I was going to, to actually use it, to get from the beginning to into the 
bottle type of thing.  [So that wasn’t clear?] Well, it was, but I still found it a 
bit tricky.” (Pacific, female, two year recall) 

For most BSP participants posting the sample was acceptable and convenient.  
Some Māori and Pacific participants were uncomfortable about posting faecal matter but 
proceeded with it.  As discussed in sections 6.2 and 7.2, posting a faecal sample was a key 
barrier for Māori and Pacific non-responders.  In relation to posting the sample, BSP 
participants raised concerns about: 

 the security of posting the sample  

 the infrequent collection of rural mail 

 the risk of forgetting to post.   

- One participant noted that a family member was given the specimen to post and 
forgot until a week later.  The participant called the Coordination Centre and was 
informed to send in as it should be okay, and if not they would recontact if another 
sample was required.   
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“Yes, although it felt strange sending it by post.  But all that part of it was very 
straightforward, packaging it and putting it through.  But I had to laugh to myself 
as it went through, I said little do you know what you’re getting.  But no, that was 
fine.” (Pacific female two year recall) 

iFOBT test results  

Negative iFOBT  

People with a negative iFOBT were pleased and relieved when they promptly received a 
letter informing them no blood had been detected.  The letter was easy to understand and 
very reassuring.   

Two participants discussed this result the next time they visited their GP: one GP praised 
the participant for completing the test, while the other said the participant was supposed to 
do the test through the general practice.  The latter indicating the need for ongoing 
education in primary care.  

Positive iFOBT  

Of the six BSP participants interviewed with a positive iFOBT: 

 One was contacted by their general practice’s practice nurse and informed about 
the positive test result (Pacific participant).   
- The participant appreciated the call from the practice nurse.  They were reassured, 

offered an appointment with their GP to discuss the results, and informed about the 
colonoscopy and the likely time frame for an appointment13.   

 Four participants (on prompting) commented that they did not receive the 
positive result (as intended) via a phone call from their general practice.   
- Three participants recalled receiving a call from the Endoscopy Unit informing them 

they had a positive iFOBT, followed by a letter.   

- One participant recalled receiving a phone call and a letter, although they were 
unsure the order in which they occurred.     

For two participants, the reasons their general practice did not contact them within the 
specified timeframe is unclear, especially as all had long-term positive relationships with 
their GP.   

For the other participants, it appears that their general practice did not receive their 
results as they had inadvertently ticked the box on the consent form.  These participants 
had assumed that by ticking this box, they were giving permission for their GP to 
receive their results.   

One participant called their GP on receiving the results from the Endoscopy Unit to 
discuss and seek reassurance about the results and get more information about the 
colonoscopy.  The other participants did not contact their GP, as they assumed their GP 
would receive the test results and would contact them to discuss if they were 
concerned.  

                                                
13  GP involvement in bowel screening has been shown to have a positive impact on FOBT screening participants, although this is 

subject to high variability (Federici et al 2006, Koo et al 2010, Power et al 2009).  
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 One participant received a letter informing them about their positive iFOBT.  On 
receipt of the letter, they contacted the Endoscopy Unit to set up an appointment time 
for their colonoscopy.  They commented their action reflected their anxiety about the 
positive result.  It is assumed this scenario arose as their general practice and then the 
Endoscopy Unit where unable to contact the participant by phone within the allocated 
15 days and thus a letter was triggered as per the screening pathway requirements.  

At first glance, the lack of contact by general practice for five participants suggests this part 
of the screening pathway may not be working as intended.  However, as suggested the lack 
of contact by general practice may be due to other reasons part from not acting within the 
specified timeframe (i.e. incorrect consent completion by participants, and not being able to 
contact the participant).  Positively, the fail-safe mechanisms are working to ensure these 
participants with a positive iFOBT are being informed, and offered a colonoscopy.   

Given the uncertainty of the reasons for general practice not informing these patients, this is 
an important area for further investigation.  As indicated by participants, they value the 
reassurance and guidance offered by their GP when a positive test is received due to the 
immediate concerns that the result may indicate they have cancer.   

“I think we got the results letter and there was a phone number to ring and he 
rang that straight away.  He had to choose from a couple of dates and one meant 
he had to wait a couple of weeks, he was like nah he will have that one, he didn’t 
want to wait.”  (Māori, male (wife speaking), surveillance) 

“If there was an issue my doctor would have contacted me because he is an 
awesome doctor.”  (Māori, female, two year recall) 

“I always tick it down that I want them to let my GP know … I have a good doctor, 
very good doc…. whatever I do I want them to know too so they don’t ask me 
questions, they know everything on a computer screen.”  (Pacific, female, two 
year recall) 

“Good to talk to the GP as they give a second opinion which offers peace of mind 
that nothing is wrong – no big deal just a check-up.  Good it was so quick as your 
mind plays tricks the longer you wait the more you worry.” (Pākehā, male, 
surveillance) 

(Results letter) “Tone of the response was sufficiently reassuring the test was just 
a precaution.”  (Pākehā, male, five year recall) 

Diagnostic testing  

Pre-assessment  

All participants recalled promptly receiving the pre-assessment phone call from the 
Endoscopy Unit nurse and being asked many question about allergies and their health.  
Participants noted and praised the level of flexibility in the process, for example being able 
to ask for and get a female doctor and participant convenient dates.   

Participants also appreciated that the nurse called the day before their colonoscopy to 
check they understood how to take the bowel preparation mixture.   

Overall, participants were satisfied with the pre-assessment phase, although some 
suggestions were highlighted to strengthen this part of the screening pathway:  
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 Enhancing the communications between Coordination Centre and Endoscopy Unit.  
One participant called the Coordination Centre to inform them that they had an infection 
which the Endoscopy Unit needed to be aware of; on arrival for the colonoscopy this 
information had not been passed on.   

 Ensuring prompt response to queries when participants are commencing or undertaking 
their bowel preparation; one participant had concerns about a potential allergy to the 
bowel preparation mixture and a slow response resulted in delayed commencement of 
the bowel preparation.   

 Having letters that participants can give to their employers to get time off work.  

 Managing the need to reschedule an appointment in a more positive manner; one 
participant had to reschedule and felt the Endoscopy Unit was not happy with this 
request. 

“Yes she asked me what medications I was on and what other issues did I have 
… You know even over the phone I was able to tell her what medications that I 
am on, and tell her that I was [XX] and I said it is pretty much under control.”  
(Māori, female, five year recall)  

Colonoscopy  

Overall, participants were very positive about their colonoscopy experience.  They 
described the procedure as respectful and relatively pain free.  Doctors and nurses were 
described as supportive and responsive to participant requests.  Participants liked receiving 
results on the day of the procedure.  Participants interviewed did not have cancer therefore 
the results received were a great relief.  

Some one-off suggestions to further enhance the participant experience are:  

 Ensuring effective communication about any delays in having the colonoscopy14.  One 
participant had to wait from 11am to 5pm to have their colonoscopy.  They noted a lack 
of communication about the delays which increased their anxiety15.   

 Requesting whether participants want to receive the pictures of their colonoscopy.  One 
participant, while appreciative of the results on the day, did not want a copy of the 
pictures. 

The challenge of undertaking colonoscopies in a surgical setting was also highlighted by 
one participant’s experience.  The participant did not want to remove all her clothes and 
could not understand why she could not keep her bra and top on.  Further, the removal of 
glasses can mean that participants are unable to read or watch TV to pass the time if any 
delays occurred.  

Other feedback highlights the challenges, particularly for those with no partner or limited 
local support, in getting to Waitakere Hospital and the need for someone to stay overnight 
after the colonoscopy.  As one participant described, their family lives outside of Auckland 
therefore they had to ask an elderly friend to assist and as they live in a one bedroom 
house the friend had to sleep on the floor. 

                                                
14  With colonoscopy lists delays can occur where a significant number of polyps are found and need to be removed or other 

unexpected complications arise. 
15 Feedback from the Endoscopy Unit highlights they are aware of this issue and they have instigated strategies to address. 
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“The way they have got it is really down pat.  They can’t help you enough, they 
just about bend over backwards to make sure you have an understanding of what 
is going on and the importance of taking the preparation stuff.  Everything is 
beautifully explained.  Easy, well I found it easy to follow.”  (Māori, female, five 
year recall)  

“Impressed from start to finish… absolutely no problems from A to B.” (Pākehā, 
female, five year recall) 

Positive experiences of the colonoscopy and Endoscopy Unit are reflective of the 
participant survey undertaken by the Coordination Centre in October 2012.  In June 2012, 
all participants who had a colonoscopy and completed the survey rated their overall 
satisfaction with their experience at the endoscopy unit as good or very good (refer figure 
5).   

Figure 5: Participant satisfaction with how they were treated at the endoscopy centre 

 
Source: Coordination Centre Participant Satisfaction Survey (BowelScreening, October,2012)  

Base: 78 respondents completed the survey out of a potential 110 who had a colonoscopy in June 2012.  
A response rate of 71% (96% men and 46% women).   
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Next steps – screening round 2 

Negative iFOBT  

Those with a negative iFOBT are relieved by the finding.  However, there is mixed 
awareness about whether or not they will need to repeat the test in two years.  Of the six 
participants with a negative iFOBT, two had some awareness that they would need to 
repeat the test in two years, the others did not know what happened next.  

“I’d definitely do it again – so simple – mad not to.  Without it we’d not have 
picked up him [husband].  Simple, easy and information okay – can’t see what is 
complicated.”  (Pākehā, female, two year recall) 

Positive iFOBT 

Feedback from the six participants with a positive iFOBT indicates a lack of understanding 
about the next steps.  Of the four participants to be recalled in five years: 

 one knew they would be tested in five years, although they were uncertain whether this 
would be iFOBT or colonoscopy 

 two perceived they would be asked to do another test in two to three years 

 one did not know.  

The two participants under surveillance were also uncertain about the next steps, although 
they felt something would happen.   

While participants are mainly uncertain about what happens next, they are not concerned. 
This lack of concern reflects their immediate relief about not having cancer.  However, it 
does reinforce that for the BSP to be effective beyond the first screening round requires 
effective recall systems.   

The uncertainty of surveillance participants about what happens next highlights a potential 
area for further exploration.  In the review of the Evaluation Plan for the BSP, Professor 
Scott Ramsay the international peer reviewer, noted that consideration needs to be given to 
evaluating the system impact of surveillance procedures for patients who are found to have 
polyps. 
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5.2 Māori, Pacific and Pākehā participant maps 

Reading the maps 

Participant maps presented below were generated from discussions with BSP participants.  
Some maps are detailed and precise, while others are more high level.  The extent of detail 
provided is determined by a number of factors, including the ability of the participant to 
recall details of the BSP process. 

Each participant map is prefaced by a contextual overview (e.g. age, gender, ethnicity, 
family/ whānau support, attitude to BSP, other relevant health, family or environmental 
information), what the participant thought went well with the pathway, what the participant 
felt could be improved and perceptions of outcomes.  Participants’ experience and 
feedback are presented against the simplified BSP pathway (refer figure 6).  To assist with 
readability, services are colour-coded as follows: 

Figure 6: Simplified BSP Screening Pathway and colour codes 
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Māori experiences of BSP pathways 

Māori male, one kit, surveillance  

Context: 
 Male, 50 – 55 years old, Māori. 
 Well connected to primary care.  
 Supportive of BSP due to family history of cancer.  
 Had major health scares in last few years requiring surgery. 
 Concerned to take care of his health for his wife, son and mokopuna. 

Aspects of pathway went well: 
 Generally happy with information and pathway, but was worried when informed of need 

for colonoscopy. 
 Despite being happy with BSP, was worried waiting for outcome of colonoscopy. 

Improvement areas: 
 Sample bottle was too small.  
 Not a major issue, but was concerned to get a letter so that he could inform his 

employer of time required off work.  

Outcome: 
 Satisfied with the negative outcome (post colonoscopy) and BSP.  

Figure 7: Māori male, surveillance 
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Māori female, one kit, two year recall 

Context: 
 Female, 50-55 years old, Māori. 
 Family history of cancer. 
 Whānau health conscious and proactive about taking a personal responsibility for health 

(e.g. discussing the importance of screening and life-style choices). 
 Professional employment where health and fitness is a prerequisite.  
 Well connected to primary health services – long-term relationship with GP and high 

level of trust that GP would contact her personally if anything was amiss.  

Aspects of pathway working well: 
 Generally happy with information and pathway.  Found instructions very clear and easy 

to understand.  Considered the kit to be well designed. 
 Māori CAR Coordinator called to remind and encourage her to do the test.  

Improvement areas: 
 No recommended areas for improvement for her personally. 
 Felt literacy would be a barrier for other whānau members.  Considered face-to-face 

and whānau focused would be best approach for a sizeable segment of the Māori 
population.  

Outcome: 
 Satisfied with the screening process. 
 Found it difficult to recall exactly what follow up had been recommended.  

Figure 8: Māori female, two year recall  
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Pacific experiences of BSP pathways 

Pacific male, one kit, five year recall 

Context: 
 Male, 55-60 years old, Pacific.   
 Professional occupation. 
 Family very health conscious.  

Aspects of pathway working well: 
 Reminder letter as gentle prompt. 
 Experience in endoscopy unit. 
 Timely results.  

Improvement areas: 
 None personally. 
 For extended family, letters need to be simplified. 

Outcome: 
 Next steps in screening round not clear.  

Recommendations to promote to other Pacific people 
 Use of trusted community leaders to promote BSP.  

Figure 9: Pacific male, five year recall 
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Pacific female, one kit, two year recall 

Context: 
 Female, 65–70 years old, Pacific.  
 Grandmother who stays at home to look after grandchildren.  
 Concerned about getting cancer. 
 Lives in house with extended family. 
 Long-term relationship with GP.  

Aspects of pathway working well: 
 Liked doing test in home and posting as busy looking after grandchildren and GP is two 

bus rides away. 
 Free and no hidden costs to completed (i.e. transport costs). 

Improvement areas: 
 None as experience all good. 

Outcome: 
 Not aware will be screened again in two years. 
 Trying to encourage husband to complete. 

Recommendations to promote to other Pacific people 
 Pacific radio.  
 Pacific language resources and having the invitation letter in simple words. 
 Talking to Pacific people and giving examples of people who have done the test.  

Figure 10: Pacific female, two year recall 
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Pākehā experiences of BSP pathways 

Pākehā male, one kit, surveillance  

Context: 

 Male, 60-70 years old, Pākehā. 
 Lives with wife who has had a colonoscopy in the past so supportive.  
 Family history of cancer.  
 Has a GP who he sees regularly. 

Aspects of pathway working well: 
 Kit easy to use and all equipment needed provided. 
 Letter with positive iFOBT result had a reassuring tone – precautionary test.  

Improvement areas: 
 Improve communications between Coordination Centre and Endoscopy Unit.  

Other comments  
 Lot of information to read which may be an issue for others.  

Outcome: 
 Relieved; lack of clarity about what happens next.  

Figure 11: Pākehā male, surveillance 
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Pākehā female, five year recall 

Context: 
 Female, 60-70 years old, Pākehā. 
 Lives alone. 
 Family history of bowel cancer. 
 On waiting list for colonoscopy for more than six months as had symptoms.  
 Has a GP; sees regularly. 

Aspects of pathway working well: 
 Quick to get an appointment.  
 Asked for female doctor to do colonoscopy and got one. 
 Told on day of colonoscopy that everything is normal. 

Improvement areas: 
 Tiny capsule – fiddly.  
 Having to go to Waitakere Hospital for colonoscopy not convenient.  
 Not having to prove New Zealand citizenship. 

Other comments  
 Didn’t understand why had to take all clothes off – wanted to keep top on.  
 Had to get friend to help with transport and staying over that night– not sure reason why 

friend had to stay overnight, difficult as only one bedroom house. 
 GP didn’t contact after positive iFOBT test. Not concerned. 
 Questioned reasons people with no symptoms are being tested quickly when those with 

symptoms had to wait. 

Outcome: 
 Relieved everything okay.  

Figure 12: Pākehā female, five year recall  
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5.3 Workshop reflections 

The provider/ BSP participant forum was held on 23 October 2012.  Three participants 
attended the forum: a Māori woman with a negative iFOBT, a Pacific man with a positive 
iFOBT, who had a colonoscopy and was under a five year recall, and a Pākehā man with a 
positive iFOBT, who had a colonoscopy and was under surveillance.   

Based on discussions at the workshop, the key areas of reflection were: 

 Timing between receiving the pre-invitation letter and the invitation with the kit. 
Consensus at the workshop between providers and participants is the time could be 
reduced to two instead of four weeks. 

 The importance of the reminder letter and follow-up phone call as a prompt to action.  

 Review of communications material (pre-invitation and invitation) to ensure 
understanding and participation across a wider spectrum of people (e.g. simplification of 
form, larger print, fewer words, information in different language):  

- Research is currently under way to review the communications material in particular 
the information and consent form at the invitation stage.  

 Strategies to ensure the inclusion of eligible Māori and Pacific participants.  Currently, it 
is unknown what CAR strategies and tactics work best for eligible Māori and Pacific 
participants with regard to bowel screening, and this is an area for further research and 
investigation.  Based on other population health programmes, e.g. the HPV 
immunisation programme (Litmus 2011), it cannot be assumed that what works well for 
Māori will be effective for Pacific people and vice versa.   

Suggestions discussed at the participant forum included: 

- Family approach for Pacific people.  The importance of having a trusted 
knowledgeable family member who is fluent in English, involved in the process.   

- Advertising through radio and media potentially targeting younger Pacific people to 
ensure that the message gets through to older eligible Pacific people. 

 Effective communications between participants, the Coordination Centre and 
Endoscopy Unit. 

- A review is needed to ensure closure of communications loops between 
participants, the Coordination Centre and Endoscopy Unit.  

Barriers noted by providers that may impede improvements to the BSP include:  

 The fundamental service delivery model is locked in for the first two years.  
Consequently, there are limited areas in which the BSP can be changed. 

 Not having phone numbers of eligible participants restricts cost-effective strategies that 
can be used to follow-up and encourage action.  

 The tension between ensuring participants have all the information to make a fully 
informed consent versus the need to simplify and clearly present information to enable 
those with low levels of literacy or English as another language to participate. 
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 Tension between strategies that are perceived to encourage participation in the BSP 
versus those that are perceived to be coercive.  This tension particularly highlights 
differing cultural lens in seeking to support and encourage participation.  For some 
strategies that are deemed culturally appropriate and inclusive for Māori are perceived 
to be inappropriate based on Pākehā principles of informed consent.   

In summary, reflecting that the screening pathway is in the main being undertaken as 
expected, the key areas of improvement are: 

 Ensuring eligible participants ‘step on’ to the screening pathway, in particular Pacific 
people and Māori, and in this context identifying effective and culturally appropriate 
CAR strategies for Pacific people and Māori. 

 Investigating the role of general practice in the BSP to clarify their current behaviour 
and identify their value.  

 Ensuring participants in surveillance are aware of the pathway they are now on, as they 
have exited from the BSP.  

 Having a system in place to ensure participants step back on to the screening pathway 
in round two.  

5.4 Summary of findings  

Figure 13: Overview of strengths and improvement areas across the screening 
pathway  
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Consistency of findings with wider literature 

The findings of this research are in the main consistent with the international literature.  As 
highlighted by Weller et al (2009), Senore et al (2010) and Reeder (2011), multiple factors 
influence screening participation, including cancer characteristics, screening test 
characteristics, individual factors, and the health system context.  While international 
research offers evidence on which factors influence participation, to date the relative weight 
of these are not known in achieving or improving participation in bowel screening (Senore 
et al 2010).  

Reviews undertaken by Senore et al (2010), Power et al (2009) and Christou et at (2010) 
identified a number of determinants and barriers to participation in bowel screening, 
summarised below, and are reflective of the feedback from BSP participants interviewed. 

Table 4: Summary of enablers and barriers to participation  

Level  Factors that increase participation  Factors that decrease participation  

In
di

vi
du

al
 

Perceived benefits of screening  Lack of confidence in screening 
effectiveness 

Perceived risk of bowel cancer Anxiety about test, results, fatalistic attitude  
Previous participation in screening  Low levels of literacy, health literacy and/ or 

self-efficacy 
Health motivation in practising health 
promoting behaviours or by avoiding 
unhealthy lifestyles  

Cultural beliefs – faecal taboos 

Having a partner who encourages and 
supports healthy behaviours  

Presence of co-morbidities 

Sy
st

em
 

Support from health care providers/ GP, 
particularly for those with low levels of 
literacy and less likely to read information 
provided 

Lack of culturally appropriate health 
promotion material  

Letter sent from GP Distrust of the health system 
Advance notification of screening (may 
increase participation) 

 

Reminders to take part (with telephone 
being the most effective and costly) 

 

Involvement of community workers in kit 
distribution and collection following some 
general training. 

 

Sources: Senore et al 2010, Power et al 2010, Christou et at 2010. 

Of the BSP participants interviewed, their reasons for taking part in the BSP are also 
consistent with the health belief model developed to promote health screening behaviours 
in public health (Strecher Rosenstock 1997; in Causey and Greenwald 2010), specifically:  
 perceived susceptibility (the belief that they are vulnerable to the disease) 
 perceived severity (the belief there are consequences to having the disease) 
 perceived benefit (the efficacy of the recommendations to reduce the seriousness of the 

disease) 
 perceived barriers (the cost to participate in screening) 
 cues to action (strategies to promote readiness to take part) 
 self-efficacy (the confidence to take the recommended action).   
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6. Eligible Māori non-responders 

This section presents the findings from the interviews with six Māori who received a pre-
invitation letter, kit and reminder letter and decided not to opt out or take part in the BSP.  It 
offers suggestions from Māori non-responders on strategies that may enable them or others 
to take part in BSP.  Across these interviews, a consistency of themes was evident 
particularly with regard to the cultural barriers to take part in the BSP.  It is acknowledged 
that other barriers may exist that have not been identified in this research, given the 
diversity of Māori.  

Note: The term ‘Māori non-responders’ used in this section refers only to those who took 
part in an interview.  

6.1 Knowledge of bowel screening and BSP  

Māori non-responders were aware of bowel cancer and were aware of whānau who had or 
have bowel cancer or other cancers.   

All recalled receiving the pre-invitation letter and kit, and the reminder letter, and most had 
read it to some extent.  Across Māori non-responders, most appeared to have some 
understanding that the purpose of the BSP was to test for bowel cancer.  

“Yeah I got all the information, it was a difficult read I think… [Was there anything 
in the letter that didn’t make sense?] No I am not a dummy or anything… When I 
got the last letter I thought I might as well.  There is nothing wrong with me but it 
is always good to check.  [Why didn’t you do it in the end?] I don’t know.” (Māori 
male) 

“I have heard about it.  I remember it and the pack they sent me.” (Māori female) 

In receiving the material, a few men discussed the BSP with their wives who were 
supportive of them completing the kit.  However, as discussed below cultural barriers to 
undertaking the test impeded action.  Others commented that they did not discuss the BSP 
with other people as this was not appropriate.  

“I talked to my wife about it, she told me to do it.  She hassled me about it but I 
ignored her.” (Māori male) 

“It is not something I would talk about with other people.  Nobody has mentioned 
it to me.” (Māori female)  

Māori non-responders had not discussed whether or not to take part in the BSP with their 
GP.    

Across the six Māori non-responders interviewed, the decision about whether or not to take 
part in the BSP was an active one (i.e. no one said they did not complete the test because 
they did not get round to it).  The decision to take part or not was made fairly quickly on 
receiving the BSP invite letters due to cultural barriers.  

Two Māori non-responders commented the Māori CAR Coordinator had tried to contact by 
phone to encourage them to take part.  One got the phone call when he was overseas.   
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One of the Māori interviewed had had colonoscopy in the past.  Māori women interviewed 
had participated in breast and/or cervical screening.  

6.2 Barriers to participation  

For Māori non-responders, the overarching reason for not taking part in the BSP was they 
are culturally opposed to the overall concept of bowel screening or the process being used 
to do the screening.  Other barriers noted relate to perceptions and experiences of the 
health system, more pressing health priorities, and misinterpretation of their eligibility to 
take part.  

These barriers are discussed further below.  

Culturally opposed  

Māori view all tissue and body fluids as taonga (to be treated as a treasure).  However, 
body fluids and tissues are also regarded as tapu (sacred, and therefore need to be treated 
with caution) rather than noa (neutral).  This distinction is important, since biological 
specimens must be treated with great care (Sporle and Koea 2004).  Further, faecal matter 
and the buttocks area in particular is viewed as damaging tapu (for example a person 
should not sit on a pillow – the pillow is a resting place for a person’s head, which is very 
sacred).  Interviews with Māori non-responders highlighted that the request for a sample of 
bowel motion and the processes to manage this sample create significant cultural barriers 
and whakamā (embarrassment) to participate in the BSP. 

Five out of the six Māori non-responders highlighted objections to the BSP based on their 
cultural beliefs.  The strength of cultural opposition ranged from those who found the overall 
concept of bowel screening culturally abhorrent to those who appreciated the benefits of 
bowel screening but found the idea embarrassing or whakamā and in particular, they 
strongly oppose the delivery process of the sample.  Across the interviews, few Māori non-
responders made direct reference to bowels, and tended to talk around the subject.  

Culturally abhorrent – Two Māori non-responders found the whole process, including 
receiving a letter in the post about this type of screening offensive.  During the interview, it 
was evident that discussing this topic was particularly uncomfortable, and had to be 
handled very sensitively to avoid distress.   

For these participants, it is highly unlikely that they can be encouraged or supported to take 
part in the BSP.  

“It was like ‘oh my God they are sending out letters about taking samples of your 
poo…who would send something like this in the mail to you?’  This made me feel 
quite uncomfortable.”  (Māori female) 

“I was more scared than anything. I thought it might be embarrassing... [Anything 
encourage you to do test?]  No! It is undignified.” (Māori male) 
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Culturally inappropriate sample management.  Three Māori non-responders appreciated 
the benefits of screening and acknowledged the importance of screening for bowel cancer.  
However, the process of doing the test was seen as embarrassing and intrusive.  A 
particular concern was posting the sample of their faeces which was perceived as highly 
inappropriate.  The women who identified this barrier had undertaken cervical and/or breast 
screening.  

Part of the opposition to posting the sample were Māori cultural beliefs that other people 
should not be dealing with or handling their faeces.  Some also noted their fear that in 
posting the sample there was greater risk of the sample getting lost or mixed up with others 
therefore raising concerns that they could receive the wrong results.  

“I kind of put it aside because like I say it is a bit intrusive.  I understand that is 
how we are as a people but the bottom line is I suppose you should get these 
things done.”  (Māori male) 

“The main reason I didn’t do anything was for culture reasons.  I didn’t fancy 
putting my poo in the mail.  That was my real reason, because I am Māori.  I 
didn’t mind if I had to take it somewhere, but actually sticking it in the mailbox, 
who knows who is going to pick it up.  I don’t mind having to go to a hospital or 
lab, but actually putting it in a bottle and putting it in mailbox I didn’t want to do. 
It’s not the right thing to do, this is sort of a bad thing in our way of thinking.  You 
keep those things tidy and away.”  (Māori female) 

“I didn’t want to put my poo in an envelope and send it away to anybody.  It was 
like ‘Oh my God, what if somebody else got a hold of it?’” (Māori female) 

Some Māori non-responders indicated that they would have been more comfortable and 
reassured to drop the sample at a lab, their general practice or the hospital.  Other non-
responders stated they would have been more comfortable undertaking the procedure at 
their general practice.  For these Māori non-responders with the appropriate approach and 
process, they may be supported to take part in the BSP.  

“It was the idea of me putting it in the mail box was the main reason for not doing 
it….The biggest one is the cultural barrier of putting sample in the mail box. I 
don’t mind taking it there myself.” (Māori female) 

“I would have been more inclined for the doctor to do it than me because it would 
have stayed there.” (Māori female) 

“He [her husband] talked to me.  I wanted him to get it over with.  I wasn’t that 
keen to package up the kit, he wasn’t that keen.  I think it would work better if 
they would call you in to do it, like a blood test, where there are professional 
people.  We both got a little bit whakamā.” (Māori male, wife speaking) 

Other priority health issues 

While cultural barriers to participate in the BSP are forefront, some Māori non-responders 
were also coping with other more pressing health issues (e.g. cancer or heart disease).  As 
a result, bowel screening was not a priority at this time.  These people indicated that they 
may consider bowel screening at a later date once their health is more settled.  

“At the same time, I discovered I had a tumour so that put me off doing it as I was 
having to deal with the tumour.  The tumour was my first priority.” (Māori woman)  
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“When he had the heart attack that drove everything else out of his mind because 
it was pretty serious.  Really the whole year has been on this.” (Wife of an eligible 
Māori male) 

Don’t perceive the health system as legitimate 

For some a key barrier to participating in the screening was the lack of legitimacy of the 
health system for Māori.  With a more culturally appropriate approach to create 
understanding and action, these Māori may consider undertaking the BSP.   

“Not all Māori people will agree to this.  You are going to come across people that 
will say ‘na bro’.  The way that the system is at the moment, because the majority 
of the medical system are white faces, a lot of brown Māori people get whakamā.  
Having the European people saying ‘if you don’t do it, blah blah blah’, where it 
should be the one-to-one with our Māori people, having the kōrero with them to 
help them through the procedures.”  (Māori female) 

Previous negative experience of the health system in relation to issues to do with their 
bowels and other health experiences as well as negative health outcomes for whānau with 
cancer also created significant barriers to the BSP.   

“With this cancer thing, because I have lost so much of my whānau it’s hard for 
me to go through that procedure again… When my dad, my mum and my 
brothers were dying from similar illness, because I was always present to see 
what they went through.  With that knowledge I have to be honest with you I am 
scared in a way.  When I saw what they sent out to me I knew straight away what 
it was and thought no.”  (Māori female) 

In contrast, another Māori woman was wary of the medical model and preferred self-
reliance and personal health management (e.g. eating well, keeping healthy).  She had a 
strong holistic view of her health, noting that spiritual health was just as important as 
physical health.  This Māori woman believed that because she ate the right foods that this 
should assist her bowel health (e.g. eating fibre, not eating meat, and eating whole foods 
and organic foods).  She felt that the BSP test was invasive and not in line with her 
approach to her health management.   

‘Not for me’ - misinterpretation of the letter 

Two Māori non-responders interpreted the information in the pre-invitation letter as 
indicating they did not need to take part in the BSP.  One woman had had a polyp and 
therefore interpreted the letter as saying she did not need to do the test.  The letter 
recommends eligible participants to call the Coordination Centre in this case.  Another had 
previously had a colonoscopy so assumed they did not need to undertake the test.   

“No, but I had something that went quite near to the bowel and a polyp by my 
lower bowel.  I never had it removed, they just watched it and it went away.  That 
was one of the reasons I didn’t do anything, because it said if you have had any 
bowel things done then don’t use that kit.” (Māori woman) 
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6.3 Enabling participation  

For Māori non-responders who were strongly put off by bowel screening per se, it seems 
unlikely that any strategies will be successful in overcoming the cultural barriers to 
participation.  However, for others there appears to be some opportunities to encourage 
and support them to take part.  This potential to overcome cultural barriers was evident at 
the close of the research interview, where due to the process of reflection, three Māori 
pondered whether they should take part in the BSP16.   

The feedback also reflects discussions with the Māori CAR Coordinator who acknowledged 
the existence of significant cultural barriers to participation by Māori.  In the early BSP 
implementation stages, the Māori CAR Coordinator undertook follow-up calls and face-to-
face visits with Māori non-responders to sensitively reflect on bowel screening and to 
support completion of the kit.  His experience demonstrated that via kanohi-ki-te-kanohi 
(face-to-face or phone reflections and discussions) these barriers can be addressed and 
Māori can be supported to act.  This process was also demonstrated in the interviews with 
Māori BSP participants.  This strategy may have positively contributed to the current 
participation levels by Māori.  

Kanohi-ki-te-kanohi is therefore central to encourage and support Māori non-responders 
to participate in the BSP.  In this context, quality face-to-face or phone engagement with 
a Māori health promoter is key in addressing cultural sensitivities in a way that is affirming 
and empowers action  

“Of course people find it embarrassing.  We need more of this Māori engagement 
in our community [referring to the visit by the researcher]. When you come across 
a GP that is not of your culture that you don’t understand, it makes it difficult for 
us. I get a bit whakamā about this…I truly support what your whānau is doing for 
our people, because there are a lot of them out there who do not want Pākehā 
procedures with their body.”  (Māori female) 

“The choice is the individuals.  They have to decide for themselves.  Because of 
the professional way you have identified things and asked the questions, and 
been honest with me it is the best feedback I could have had. It is making me 
think I should have done it but I thought I didn’t want to because so much has 
happened to me.” (Māori female) 

Other strategies suggested to encourage participation by Māori to overcome the cultural 
barriers of posting their sample include:  

 reviewing the process of sample delivery and determining whether it would be feasible 
to drop samples off at a lab, hospital or their general practice 

 being able to do the test at a clinic setting. 

Other strategies suggested to encourage participation by Māori are:  

 reviewing pre-invitation, invitation and reminder letters so language is culturally 
appropriate and easy to understand  

 having their GP verbally endorsing the BSP 

 holding community events to highlight the importance of the bowel screening and 
generate more community awareness.  

                                                
16 Recommendations were given to contact their GP or call the Coordination Centre, and BSP brochures were handed over.  
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“Getting a letter from the GP.  It is more private at the GP.”  (Māori male) 

6.4 Summary of findings  

Figure 14 summaries the barriers for Māori non-responders together with identified 
facilitators.  It is acknowledged that screening requires a clearly defined organised and 
focused pathway (Ministry of Health 2011).  The suggestion therefore of having a range of 
delivery methods and test settings is inconsistent with these screening principles.  
However, given the focus on ensuring fair access for all New Zealanders, these 
suggestions require consideration in seeking to increase Māori participation in the BSP.   

Figure 14: Overview of barriers and facilitators for Māori non-responders 
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Consistency of findings with wider literature 

Few studies were found that focused specifically on Māori participation in bowel screening.   

International literature highlights low levels of participation by certain ethnic and minority 
groups in other countries’ implementation of bowel screening programmes (Christou et al 
2010).  Lower participation is also noted among the less educated, lower income groups 
and those from non-English speaking backgrounds.  Studies controlling for income and 
other factors show that race and ethnicity are independent predictors of screening 
participation.   

Christou et al (2010) identified a range of barriers to participation which are reflected in this 
study, specifically low awareness of cancer and screening services, low levels of literacy 
and health literacy, low priority of screening and presence of other co-morbidities, distrust of 
mainstream providers, and a lack of culturally relevant educational resources.   

Drawing from the wider literature, Christou et al (2010) put forward a range of strategies to 
improve access and participation for indigenous Australians, including:  

 alternate means of distributing and returning test kits  

 use of general practice to promote bowel screening  

 improve health promotion and availability of cultural relevant educational materials  

 more community-based research into indigenous understandings and perceptions of 
bowel cancer.  

In 2010, the Ministry undertook a literature review of the interventions that optimise 
participation of Māori and Pacific people entering and continuing through the bowel 
screening pathway.  The review highlighted that the most successful programmes for Māori 
and Pacific people are systematic, intensive, multi-faceted and/ or multi-disciplinary 
(Ministry of Health 2010).   

The report made a number of recommendations focused on structural, organisational, 
behavioural and other strategies to optimise participation of Māori and Pacific people 
entering and continuing through the screening pathway, specifically: targeted resourcing, 
commitment to equity in the programme at leadership and provider levels, community 
engagement and education with Māori and Pacific populations before mailing out the invite, 
a systematic reminder system, monitoring, and use of participant navigation.  A number of 
these recommendations have been incorporated into the BSP.  

As noted by Senore et al (2010), the participation rate in bowel screening is a critical 
determinant on the magnitude of the screening impact on bowel cancer incidence and 
mortality.  Recent literature raises concerns about the potential conflict between promoting 
high participation rates and the need to enable people to make an informed choice about 
whether or not they want to be screened.  As noted by Weller et al (2009), strategies to 
promote participation need to be balanced with information on the risks and benefits of 
screening.   
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7. Eligible Pacific non-responders 

This section presents the findings from the interviews with six Pacific people who received a 
pre-invitation letter, kit and reminder letter and decided not to opt out or take part in the 
BSP.  It offers suggestions from Pacific non-responders on strategies that may enable them 
or other Pacific people to take part in BSP.  

This research offers insight into the reasons and barriers for non-participation for Pacific 
people interviewed.  Across these interviews, a diversity of themes is evident.  It is 
acknowledged that the research does not incorporate the diversity of Pacific experience of 
BSP, and it is highly likely other barriers exist that have not been identified.  

Note: The term ‘Pacific non-responders’ used in this section refers only to those who took 
part in an interview.  

7.1 Knowledge of bowel screening and BSP  

Across Pacific non-responders, awareness and knowledge of bowel cancer and bowel 
screening is mixed.  Two Pacific men and one Pacific woman interviewed had no or very 
little knowledge about bowel cancer.   

“Never heard, is this [BSP] run by the health board?  It should be a little bit more 
advertised.” (Pacific male) 

“I thought that bowel could have something to do with ladies only…certain part of 
their body to store certain amount of things.  They have babies and that sort of 
carry-on so I thought it may have something to do with that?”  (Pacific male) 

“Never heard of bowel cancer only kidneys.” (Pacific female) 

Discussions with Pacific non-responders highlighted differing constructs of health and 
illness, and service availability between the Pacific Islands and New Zealand.  As a result, 
for some there appears to be a fear of illness due to the historical perception that no 
treatment was available.  

“…my dad was always a sick man…always sick, complaining about his 
stomach... before I was even born, he was suffering from that…I don’t even know 
why he died... you thought when you grew up, that was life.  My dad was really 
frightened by this illness… there was no treatment for it in those days” (Pacific 
male) 

“A lot of people are sick in the Islands but you don’t know what the sickness is, 
until you are here in New Zealand, a lot of people have the same symptoms and 
all of a sudden you retrace your mind back…” (Pacific male) 
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Pacific non-responders aware of bowel cancer tended to have a history of previous bowel 
issues or a family member or friend had bowel cancer.  Two Pacific non-responders had 
heard about BSP through a community meeting at their church where West Fono gave a 
Pacific-language presentation.  They were therefore aware of bowel screening before they 
received their invitation letter.  They had also watched a documentary where participants 
were endorsing bowel screening.  While the fono increased awareness and understanding 
of the bowel screening, for one Pacific woman it also highlighted her preference to do the 
test at a hospital.   

“If you act early enough to prevent it, then we’ve got a chance”.  (Pacific male) 

“The women who sat beside me said that it should be done at a hospital.  That’s 
what I think, that’s the place to do it there.”  (Pacific female)  

When the BSP was explained, Pacific non-responders were in favour of the preventive 
focus of screening, in particular the importance of knowing their health status for the benefit 
of their families.   

“If you love your family and love your kids, you have to do this [undertake 
screening].”  (Pacific male) 

“It’s an interesting topic, who knows, I might have that [bowel cancer]?...Who 
knows, maybe my son, my daughter.  At least you have some kind of information 
to share.”  (Pacific male) 

“If they can detect it early enough, they can fix it”  (Pacific male) 

“I think it is a very good concept, caught early, something can be done with them, 
it is a major operation, and I’d hate to have, if you do go with it early on in life, can 
cope much better” (Pacific female)  

“I’ve learnt, how very lucky to be picked up early [referring to Breast Cancer 
process]… You’ve got nothing to lose by doing the screening” (Pacific female)  

The Pacific women interviewed acknowledged that they received the three BSP letters.  All 
had read the first letter, and made an active decision not to take part in the BSP (i.e. no one 
said they did not complete the test because they did not get round to it).  In contrast, the 
Pacific men did not recall receiving the BSP letters, or did not receive the kit.  
Consequently, due to this lack of information, they were unable to make an active decision 
on whether or not to take part (discussed further in section 7.2).  

None of the Pacific non-responders’ GPs had mentioned the BSP or encouraged them to 
take part.   

Pacific non-responders did not discuss the kit with their partners or family.  As one Pacific 
woman explained she tried to discuss the test with her husband “but he didn’t want to hear 
those things.” 

7.2 Barriers to participation  

Interviews with the six Pacific non-responders identified a number of barriers to 
participation.  Cultural opposition was evident amongst Pacific women interviewed, while for 
men not receiving their invitation was their key barrier to action.  
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Culturally opposed 

Cultural opposition to bowel screening and the BSP were strongly evident in the interviews 
with the three Pacific women.  Two had a strong and immediate aversion to the idea of 
doing the bowel screening test.  On receiving the first letter they decided not to take part, 
and therefore did not read any further BSP mail received.   

Pacific non-responders also mentioned the cultural stigma of the handling of human waste 
in the home environment.  As a result Pacific non-responders (both men and women) noted 
a preference to do their sample in a clinical setting.  Preference for a clinical setting is also 
due to concerns about the home not being set up for such tests in relation to hygiene.   

Pacific non-responders (both men and women) also noted a strong dislike for posting faecal 
matter.  Some would have preferred to drop off the sample at the lab or their general 
practice.  

Cultural stigma/ abhorrence 

“Saw the letter, the word bowel, absolutely hit me hard and I thought no, my 
instant reaction was no, I don’t want anything to do with it…That didn’t really sit 
too well with me.  My daughter, she got the same, she had the same reaction, 
‘I’m not doing that’ and it wasn’t the fact that she wanted not to do the test, it was 
the fact that she was not going to do ‘that’… her exact words, I’m not sending my 
shit in the post, … she was really upset.” (Pacific female) 

“Private area ‘ they don’t talk about it’ because that is the bad thing to talk about 
our bum… The people very shame to talk about it… ‘Oh I got the cancer, but not 
say where’, they don’t tell…Some people may have it, they shy, they don’t want 
to tell that they sick, they don’t know it’s a good thing to check aye?” (Pacific 
female)  

“I think I can’t do that, if they said to go to the hospital and do it there, I can do it 
but at home, I don’t know what to do [nervous laughter]  …. [Didn’t open the 
second and third letters]…  “but I just leave it there and think, how can I do it? 
Send – you know… No don’t feel like to do it, it’s alright to do it in the hospital” 
(Pacific female)   

Culturally inappropriate sample management 

Setting  

“Health facility that coped with that, people do urine specimens, and they’re quite 
used to it, will do it. But a lot of the times you do it at the surgery, you don’t 
actually do it in the home.  You only do it in the home if you’re in an outpatient, 
but that’s not very nice doing it in the home and carrying it around…I think it’s 
quite acceptable to do things in medical areas, it’s just they find it hard to cope 
with doing it in their own, you know, their own environment, I don’t know what it 
is.” (Pacific female) 

“It’s easier for these things if people go straight away over there (hospital or GP 
clinic) and do it over there and give it instead of doing it at home…at the toilet.” 
(Pacific male) 
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Posting the sample  

“It was the mailing it, the actual thought that you mailed it off somewhere, it didn’t 
sit right, I think if you, ah, had to drop it off somewhere, it would’ve been a better, 
drop it off to a depot, or drop it off somewhere.  You may get half the people, half 
wouldn’t do.  It’s the fact you have to touch, people don’t think, you can use 
rubber gloves.  I said to (daughter), you don’t have to put hands on it, aw, all I 
want to do with that stuff is put it down the toilet…I don’t want to handle it… 

I just think, it really upset her that it, the thought it was going to go through the 
mail, I don’t know, it’s just, it’s just such a personal thing I think, I don’t know, it’s 
just something people don’t do, it’s as she said, it’s sending your shit through the 
mail.” (Pacific female) 

“Mail it?  The thing might go off!” (Pacific male) 

“Good to do it on a Monday or Tuesday because if you do it on a Friday, your poo 
might stay in the post and cook in the sun” (Pacific male) 

Other health priority  

One Pacific woman said she and her husband did not take part as they had other more 
pressing health issues they were currently dealing with.  Both supported the idea of bowel 
screening and said they were not put off by doing the test at home or posting a sample.  
Simply, they did not have the energy to deal with another health issue.  At the end of the 
interview, the Pacific women indicated they may do the test after current health issues are 
addressed.  

Another Pacific woman also reiterated this sentiment noting that her sons were unlikely to 
take part as he was about to have an operation.  

“Hubby has had enough… [comment on specific health issues], he didn’t want to 
go with this bowel testing.  Husband almost did the test, but overcome with own 
health issues… I have to have radiotherapy in a few weeks, when that came that 
was enough, I had the operation, start radiation in a couple of weeks, you just 
have to take what is dished out.”  (Pacific female)  

[If dealing with one issue, then get a letter] “makes it very hard to take another 
one on board.  It makes you reluctant to, because sometimes people are only 
coping with what is in their lives at that time, healthwise, and another thing just, 
you know, may be the straw that breaks the camel’s back, sort of thing, oh, I just 
can’t do it, yeah” (Pacific female) 

Not for me – know the symptoms 

While screening was viewed positively, one Pacific woman believed that she would know if 
something was wrong with her bowels and would then see her GP.  On this basis, she did 
not see a need to do the BSP test.  This Pacific woman regarded herself healthy as she 
had changed her dietary habits and exercise on the advice of her doctor.  Her family have a 
history of long life with her grandmother and grandfather living to over 100.  

“They healthy, stay in the islands, but they healthy.  In the Islands we drink water, 
eat vegetables and fruit, not eat meat much.”  (Pacific female)  
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Environmental barrier – not receiving the BSP invite letter with the kit  

The three Pacific men did not recall receiving the invite with the kit.  Two recalled receiving 
the pre-invitation and one the reminder letter.   

One Pacific man recalled receiving the invite and reminder letters but could not recall 
receiving the kit.  During the interview he noted that two children and their respective 
families were living in his house.  One was running a business from home and there was a 
possibility that the kit letter may have got ‘lost’ in the business mail.  Also, at the time the kit 
letter was sent out, his wife was undergoing health tests.  This Pacific man is waiting, as 
instructed by the first letter, for another kit to arrive.  His wife has returned a specimen.   

“When I got the reminder letter, I said to myself, how did I miss the kit, cos I’ve 
been waiting for it…whether I misplaced the envelope?... Maybe I should have 
rang when I got the letter?” (Pacific male) 

The home environment was also a barrier for another Pacific man, who did not recall 
receiving the letter.  However, the interviewer did spot the pre-invitation letter on one of the 
many piles of paper.  It is possible therefore that the letters arrived but became misplaced 
in the home.  

The third Pacific man did not receive any BSP letters.  This may be due to having a PO Box 
and not a physical postal address.17 

“When I read ‘District Health Board’, I felt, why me?  Why did they have my 
phone number?  How did they know me?” (Pacific male) 

By the end of the interview, all three Pacific men wanted to take part in the BSP.  This 
decision to participate may be due to the opportunity to reflect on and discuss the bowel 
screening and the BSP with another Pacific person eager to listen which may have helped 
to overcome cultural barriers.  While the three men were keen to be part of the BSP, they 
did not know the steps to take to be involved (i.e. they were not aware that they could ring 
the 0800 number).  At the end of the interview, they were given BSP pamphlets and 
advised to contact the 0800 number so a kit would be sent out.   

Literacy and language barriers 

Comprehension of communications received can be particularly challenging for Pacific 
people where English is another language.  Amongst the Pacific men, two recalled 
receiving the pre-invitation letter but were unsure why they were receiving them and who 
was sending them.  They queried the different organisations involved in the BSP and the 
role of each organisation, including Litmus.  As one Pacific non-responder highlighted he 
had to read the letter several times to try and understand its purpose, and even then it was 
unclear.   

“What does DHB stand for?  I’m trying to figure the connections of me and the 
interview and the District Health Board…I read the letter four to five times…when 
I look at the name, it is serious stuff…”  (Pacific male) 

                                                
17 These participants were able to take part in the interview as recruitment was done via phone.   
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7.3 Enabling participation  

Pacific non-responders were encouraged and supported to identify ideas that may enable 
them and other Pacific people to take apart in the BSP.   

As evident by the strategies below, a multi-pronged strategy is required to increase 
awareness of the BSP and support Pacific people to participate.  Feedback from other 
stakeholders suggest that Pacific people may be slower to adopt a new screening 
programme.  However, the cultural, literacy and language, environmental and other barriers 
identified reinforce the need for a strategic and evolving community awareness raising and 
action strategy (i.e. it is not simply about raising awareness but ensuring systems and 
processes are in place to support action).  

Key suggestions for encouraging and supporting Pacific non-responders are listed below.  

Facilitative conversations  

Three Pacific people highlighted their strong belief that letters and phone calls are not 
effective for Pacific people.  They advocated for a more personalised engagement process 
of face-to-face, one-on-one discussions (similar to the interview).  The sharing of 
information in a safe and acceptable way that enables Pacific people’s decision making to 
complete the kit.  

“A letter is very weak, I’m sorry, that’s my own opinion… or even phone, phone 
and letter I think similar, very, on one or two (out of five), whereas approach at 
the door, or to a group, or even a letter to a group, that would make all the 
difference you know, and even if you have a few examples of people who got in 
there early, and example of people that got there too late…What might help – a 
visit (face to face), a letter they’ll get their daughter or sons to read it and leave it, 
their leaders (churches).  Approach them at home or approach groups, have 
somebody talk to these ladies, question their elderly parents or in-laws.” (Pacific 
female)  

One Pacific non-responder identified two important principles to improve the participation 
rate for Pacific people (which had resonance with other Pacific non-responders’ feedback): 

 People need to feel important.  They need to know that it is crucial they are in good 
health and how important it is to look after their families.  One-on-one, face-to-face 
discussions were noted as creating this sense of importance.  

“…explain to the person, this is what could happen if you don’t do this…how are 
you going be around to have an impact on the upbringing of your families” 
(Pacific male) 

 Health organisations need to explain the value of the BSP.  The interviewee believed 
that people should not only be told the message but “also the outcome of the message”.  
Reinforcing the family benefit was also highlighted.    

“Would you like to be involved when your kid got married?  When your kids 
graduate from University?  Would you like to be around?” (Pacific male) 
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Pacific language pamphlets  

The use of Pacific languages in pamphlets and other forms of communication as well as 
using people of Pacific ethnicity to communicate messages was advocated.  

Pamphlets design needs to reflect Pacific design (i.e. use Cook Island designs for Cook 
Island pamphlets).  The feedback highlights that communications and health promotion 
developed for one group is not necessarily transferrable to another.  As noted in Phoenix 
(2004), communications work best when they reflect the values of the target group (i.e. if I 
cannot see myself then the message is for others). 

Existing English language letters and pamphlets also need to be simplified.  

Churches 

Pacific non-responders mentioned the importance of churches to improve the participation 
rates for Pacific people.  Church is a place that the majority of older Pacific people frequent 
and when used properly, can have a major effect on the health of its congregation and 
wider community.  As one Pacific woman noted it is not appropriate for messages on bowel 
screening to be discussed in front of both men and women – separate fono are required.  

“Somehow Pacific people take note of what they [Ministers and other key church 
people] say”.  (Pacific male) 

“In the churches, people inspire each other, if you do it, I will do it”.  (Pacific male) 

General practice or mobile BSP coordinators  

Pacific non-responders suggested a nurse or someone similar visits houses to show people 
how to take samples and to collect samples.  Alternatively to avoid mailing the sample, it 
was suggested that the sample could be handed into their general practice, lab or at a drop 
off centre.  

Promotion by their GP was also suggested.  None of the Pacific people’s GPs had 
mentioned the BSP or encouraged them to take part.   

“It’s easier for the nurse just to go around in the car and give to the man and the 
man go to the toilet and do it”.  (Pacific male) 

“It mightn’t be a 100 percent workable, if you had a depot where you could drop it 
off, and like the bags had printing, that said your name, whatever, and you could 
just drop it off somewhere, that might appeal to people more than posting it” 
(Pacific female)  
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Existing Pacific networks 

Using Pacific cultural networks was also advocated.  One Pacific non-responder had been 
bestowed a ‘Matai’ title and is willing to talk to community groups and his own family about 
bowel cancer and screening.  He has spoken about mental illness and suicide to these 
groups and is willing to do the same for the BSP.  He also noted that other Matai would be 
willing to do the same if they were approached.   

Using ethnic specific Pacific organisations such as the Cook Island Health Network to target 
individual groups was also recommended.  

“The only way to spread the news to the other Pacific people is by using existing 
Pacific Island networks.” (Pacific male) 

Encouraging family to support participation in the BSP was also suggested, although some 
acknowledged potential inter-generational tensions.   Children in particular were seen as 
being potential enablers and motivators to take part.    

“Old people just stop you at the door, no no it’s fine, we’re good, goodbye, shut 
the door, you get through to the children like my age, they’ll talk to them (Pacific 
female)  

Health promotion activities  

Pacific non-responders suggested a range of other health and community awareness 
raising activities and channels including:  

 Training Pacific people (community members or leaders) in bowel screening and these 
people then talking to their congregation or community. 

“Sometimes you get some people who don’t get the message across…whether 
it’s a language barrier?”  (Pacific male) 

 Using ambassadors such as Michael Jones or other Pacific ambassadors to get 
messages across.   

“They have powerful words”. (Pacific male) 

 Health awareness programme run by West Fono. 

 Pacific radio messages especially for people in the 70 plus age group.  
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7.4 Summary of findings  

Figure 15 summaries the barriers for Pacific non-responders together with identified 
facilitators.  It is acknowledged that screening requires a clearly defined organised and 
focused pathway (Ministry of Health 2011).  The suggestion therefore of having a range of 
delivery methods and test settings is inconsistent with these screening principles.  
However, given the focus on ensuring fair access for all New Zealanders, these 
suggestions require consideration in seeking to increase Pacific participation in the BSP.   

 

Figure 15: Overview of barriers and facilitators for Pacific non-responders 
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Consistency of findings with wider literature 

Few studies were found that focused specifically on Pacific participation in bowel screening.   

International literature highlights low levels of participation by certain ethnic and minority 
groups in other countries’ implementation of bowel screening programmes (Christou et al 
2010).  Lower participation is also noted among the less educated, lower income groups 
and those from non-English speaking backgrounds.  Studies controlling for income and 
other factors show that race and ethnicity are independent predictors of screening 
participation.   

Christou et al (2010) identified a range of barriers to participation which are reflected in this 
study, specifically low awareness of cancer and screening services, low levels of literacy 
and health literacy, low priority of screening and presence of other co-morbidities, distrust of 
mainstream providers, and a lack of culturally relevant educational resources.  Todd and 
Hoffman-Goetz (2011) showed that printed health material in first languages rather than 
second can have a positive impact on (but not completely eliminate) health literacies 
difficulties.   

Drawing from the wider literature, Christou et al (2010) put forward a range of strategies to 
improve access and participation for indigenous Australians, including:  

 alternate means of distributing and returning test kits  

 use of general practice to promote bowel screening  

 improve health promotion and availability of cultural relevant educational materials  

 more community-based research into Indigenous understandings and perceptions of 
bowel cancer.  

In 2010, the Ministry undertook a literature review of the interventions that optimise 
participation of Māori and Pacific people entering and continuing through the bowel 
screening pathway.  The review highlighted that the most successful programmes for Māori 
and Pacific people are systematic, intensive, multi-faceted and/ or multi-disciplinary 
(Ministry of Health 2010).   

The report made a number of recommendations focused on structural, organisational, 
behavioural and other strategies to optimise participation of Māori and Pacific people 
entering and continuing through the screening pathway, specifically: targeted resourcing, 
commitment to equity in the programme at leadership and provider levels, community 
engagement and education with Māori and Pacific populations before the mailing out the 
invite, a systematic reminder system, monitoring, and use of participant navigation.  A 
number of these recommendations have been incorporated into the BSP.  

As noted by Senore et al (2010), the participation rate in bowel screening is a critical 
determinant on the magnitude of the screening impact on bowel cancer incidence and 
mortality.  Recent literature raises concerns about the potential conflict between promoting 
high participation rates and the need to enable people to make an informed choice about 
whether or not they want to be screened.  As noted by Weller et al (2009), strategies to 
promote participation need to be balanced with information on the risks and benefits of 
screening.   
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8. Future directions 

This section draws together preliminary considerations for the BSP, and for a national 
bowel screening programme (should one be rolled out).  

8.1 Considerations for the BSP   

Enhancing a positive experience  

Overall, Māori, Pacific and Pākehā BSP participants who were interviewed had a very 
positive experience of the BSP screening pathway.  The BSP was seen as a very important 
initiative for WDHB in ensuring people with potential bowel cancer were identified early and 
received the appropriate treatment and support.  The screening pathway was consistently 
described by BSP participants as convenient, easy to do, timely, and respectful.   

Acceptability to the target population 

For BSP participants interviewed, the BSP is acceptable in its current form.  However, as 
evident from non-responders, bowel screening and elements of the screening pathway, 
(undertaking the test at home and mailing a faecal sample), are not acceptable to some 
Māori and Pacific people.  This lack of acceptance has implications for ensuring fair access 
to the BSP, as Pacific people and Māori are emerging as under-screened populations.  A 
critical issue therefore is ensuring Pacific people and Māori can step onto the BSP 
screening pathway.  Strategies seeking to increase participation in bowel screening need to 
be balanced by enabling people to make an informed choice about whether or not they 
want to be screened.   

Ensuring fair access to all New Zealanders 

In seeking to overcome cultural opposition to bowel screening and components of the 
screening pathway, two options are evident:  

1. maintaining the existing screening pathway and using a range of CAR and 
engagement/ facilitation strategies to seek to overcome concerns and barriers   

2. amending the pathway to offer clinic-based test locations and sample drop-off 
choices, complemented with a range of CAR and engagement/ facilitation 
strategies.  

Changes to the screening pathway (such as offering a range of test setting and sample 
delivery methods) may not be feasible.  However, they require reflection to ensure systems 
and processes are not unintentionally perpetuating inequalities.   

Currently, the evidence base of effective CAR and engagement/ facilitation strategies for 
bowel screening needs to be developed.  Strategies developed need to acknowledge that 
while there are similarities in the barriers to participation for Pacific people and Māori, it is 
critical that CAR strategies implemented are tailored specifically to each group, and 
respectful of informed consent processes.   
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For Māori non-responders, the key strategy to address cultural opposition to the BSP 
is kanohi-ki-te-kanohi.  Quality face-to-face or phone engagement with a Māori health 
promoter can enable sensitive discussions about bowel screening that can empower and 
prompt Māori to action.  It is acknowledged that not all Māori will need this intensive level of 
engagement.  Focus could therefore be placed on targeting Māori living in high deprivation 
areas so support and encouragement is offered to those more likely to also have other 
participation barriers (e.g. those who have difficulty understanding the BSP invitation).   

Acknowledging the diversity of Pacific non-responders, a multi-faceted engagement 
and empowerment strategy is required to encourage Pacific people to take part in 
BSP, including:  

 facilitative conversations with Pacific health promoters to offer a more personalised 
engagement process of face-to-face, one-on-one discussions  

 use of Pacific languages and design in pamphlets and other forms of communication  

 use of Pacific networks, churches and matai to promote and advocate the importance of 
BSP. 

For Māori and Pacific people, other shared barriers include literacy and language barriers 
and other pressing health priorities.  To increase awareness and knowledge of BSP for 
Māori, Pacific and other population, English resources of the pre-invitation, invitation and 
reminder letters need to be reviewed so language is simplified and easy to understand.  It is 
possible that general practice may have a key role of supporting people with other health 
issues to participate in the BSP.  

Ensuring no pathway gaps 

Based on the findings of the research, further investigation is required to:  

 Clarify the extent to which general practice is meeting the screening pathway 
requirements, and determine the value added to the BSP and the participant 
experience.  

 Ensure the systems and processes supporting the BSP are set up to drive round two of 
screening for BSP participants. 

 Ensure the interconnectedness between the BSP and surveillance to safeguard BSP 
participants who exit into surveillance receive appropriate support and intervention.  

8.2 Considerations for a possible national bowel screening 
programme 

At this early stage of the BSP implementation and evaluation, it is not yet known whether 
organised bowel screening could be introduced in New Zealand in a way that is effective, 
safe and acceptable for participants; equitable and economically efficient.  Early evidence 
and participation suggests a strong level of acceptability amongst some populations.  
However, Pacific people (in particular) and Māori are emerging as the under-screened 
populations for the BSP.  Younger men are also emerging as a potential under-screened 
group.  Over time, these participation rates may change and therefore ongoing monitoring 
of participation by ethnicity, gender, socio-economic and other variables is needed.  
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As the BSP continues to be implemented, it is likely new strategies will be used to increase 
participation by under-screened populations within WDHB.  The pilot therefore offers an 
ideal opportunity to assess and determine the effectiveness of strategies to ensure 
inclusion of these populations, if a national bowel screening programme is implemented.  
These findings will be critical in seeking to ensure fair access to all New Zealanders and to 
avoid the potential widening of existing health inequities in the detection and treatment of 
bowel cancer.   
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Appendices 

Appendix 1: Participant pathway tools  

Letter of introduction  
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Information sheet 

Thank you for your interest in this project. Should you decide to take part, your information will help 
in understanding peoples’ experiences of the Bowel Screening Pilot, being trialled in Waitemata 
District Health Board.  

What is the purpose of 
the project? 
 

Litmus (an evaluation company) has been asked by the Ministry of Health to 
find out how the Bowel Screening Pilot is working in Waitemata DHB. The 
purpose of the project is to find out if organised bowel screening could be 
introduced to all of New Zealand in a way that is effective, safe and 
acceptable. 

What will people be 
asked to do? 

We would like to talk with people who decided to take part in the Bowel 
Screening Pilot. We would like to understand step-by-step their experience of 
the Pilot – what worked well and what could have been done better. The 
interview will take about 60 minutes and will be face-to-face. There are no 
right or wrong answers. 

At the end of the interview some people may be asked if they would like to 
take part in a workshop with health providers involved in the Pilot. The 
workshop will involve sharing experiences and working together to improve 
the service. 

Most people will only take part in the first interview. Only those who are 
comfortable and keen will be asked whether they want to take part in the 
workshop.  

What types of questions 
will you ask? 

 

In the interview we will talk step-by-step about peoples’ experience of the 
Bowel Screening Pilot, their views of the service they received, and what 
helped or hindered that. 

People will not have to answer any questions that they feel uncomfortable 
with. 

Who will be asked to 
participate? 

We would like to speak with people who have taken part in the Bowel 
Screening Pilot. The Pilot is being trialled in Waitemata DHB and includes 
people aged 50 to 74 years. We want to talk to a range of different people. 

How will the evaluators 
ensure personal 
information is kept 
confidential? 

Litmus will ensure peoples’ contributions are kept confidential. What 
people say in the interview will be written down, with their permission. Notes 
will be kept securely for up to 2 years, and then securely destroyed.   
Names and addresses and any other identifying information will not be used 
in any report. 

Can people change 
their mind and withdraw 
from the project? 

Participants may stop the interview at any time. They will not need to give 
a reason and there will be no disadvantage to them of any kind. 

Who is doing the 
evaluation? 

The evaluation is being done by Litmus, an independent research and 
evaluation company. For more information about Litmus go 
to www.litmus.co.nz.  

This project has been reviewed and approved by the Ministry of Health’s 
Multi-Region Health and Disability Ethics Committee. 

What if I have any 
questions? 

If you have any questions about this project, please contact: Michele Grigg, 
Principal Consultant, Litmus, ph 04 473 3880, michele@litmus.co.nz  

http://www.litmus.co.nz/
mailto:michele@litmus.co.nz


E V A L U A T I O N  O F  T H E  B O W E L  S C R E E N I N G  P I L O T  –  E L I G I B L E  P O P U L A T I O N  P E R S P E C T I V E S  

  71 

Confirmation letter 

Dear [name] 

Confirming your participation in an interview  

Thank you for agreeing to take part in an interview for the evaluation of the Bowel 
Screening Pilot that is being trialled in the Waitemata District Health Board (DHB) area. 
Your feedback will help the DHB make decisions about how to improve client experiences. 
Litmus, an independent evaluation company, is undertaking the evaluation for Waitemata 
DHB and the Ministry of Health. 

The attached information sheet explains more about the evaluation and gives Litmus’ 
contact details. You will have an opportunity to ask any questions before the interview 
begins. You will also be asked to sign a consent form saying that you agree to take part in 
the evaluation. 

Your interview details are: 

Date: 

Time: 

Place: 

Interviewer: 

The interview will take one hour. You do not need to prepare anything beforehand. You are 
welcome to have a support person with you. You will receive $50 in thanks for your time 
and contribution. 

Litmus very much looks forward to meeting you and hearing your views. In the meantime, if 
you have any questions about the evaluation or your interview, please contact me. 

Warm regards 

 

 

[signatory] 
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Consent form  

Evaluation of the Bowel Screening Pilot 

Your experience of the Bowel Screening Pilot - Consent Form 

 

I (write name) ……………………………………………………………………………………. 

of (write address) ……………..…………………………………………………………………. 

agree to participate in this project for the evaluation of the Bowel Screening Pilot, as 
outlined in the information provided to me by Litmus (the evaluation company). I understand 
that: 

 I do not have to take part in the interview.  

 I can choose not to answer any questions I do not wish to answer (without saying why). 

 I can stop the interview at any time without saying why I no longer want to take part. 

 Litmus will keep my information confidential. That is, I will not be named in the final report.  

 Whether or not I participate will not affect any current or future health care I receive from 
Waitemata DHB or my doctor.  

 The interview will be recorded with my permission, and I can ask for the recording to be 
stopped at any time during the interview. 

 After the interview, I can ask to have my information removed from the evaluation at any time 
before the report is written. 

 Recordings, notes, and summaries will be stored securely at Litmus and will not identify me 
by name. They will be kept for two years and then securely destroyed. 

 I may be asked to take part in a follow-up workshop with health providers involved in the 
Bowel Screening Pilot. I am aware that I do not have to part in the workshop if I don’t want to. 

 I will be asked whether or not I wish to be involved in this workshop at the end of the 
interview. 

I have read the information sheet and this consent form, and have been given the 
opportunity to ask questions and have them answered. I give my consent to participate in 
this evaluation.  

Participant’s signature:  __________________________  

Date:  _________________ 
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Information sheet – recruited participant 

Thank you for your interest in this project. Your information will assist in understanding peoples’ 
experiences of the Bowel Screening Pilot, being trialled in Waitemata District Health Board. Please 
read this information carefully before deciding whether or not to take part.  

What is the purpose of 
the project? 
 

Litmus (an evaluation company) has been asked by the Ministry of Health to 
find out how the Bowel Screening Pilot is working in Waitemata DHB. The 
purpose of the project is to find out if organised bowel screening could be 
introduced to all of New Zealand in a way that is effective, safe and 
acceptable. 

What will I be asked to 
do? 

We are talking with people who decided to take part in the Bowel Screening 
Pilot. We would like to understand step-by-step your experience of the Pilot – 
what worked well and what could have been done better. The interview will 
take about 60 minutes and will be face-to-face. There are no right or wrong 
answers. 

At the end of the interview you may be asked if you would like to take part in a 
workshop with health providers involved in the Pilot. The workshop will 
involve sharing experiences and working together to improve the service. 

Most people will only take part in the first interview. Only those who are 
comfortable and keen will be asked whether they want to take part in the 
workshop.  

What types of questions 
will you ask me? 

 

In the interview we will talk step-by-step about your experience of the Bowel 
Screening Pilot, your views of the service you received, and what helped or 
hindered you. 

You do not have to answer any questions that you feel uncomfortable with. 

Why have you asked 
me to participate? 

We are speaking with people who have taken part in the Bowel Screening 
Pilot. The Pilot is being trialled in Waitemata DHB and includes people aged 
50 to 74 years. We want to talk to a range of different people. 

How will the evaluators 
ensure my personal 
information is 
confidential? 

Litmus will ensure your contribution is kept confidential. What you say in 
the interview will be written down, with your permission. Notes will be kept 
securely for up to 2 years, and then securely destroyed.   
Your name and address and any other identifying information will not be used 
in any report. 

Can I change my mind 
and withdraw from the 
project? 

You may stop the interview at any time. You do not need to give a reason 
and there will be no disadvantage to you of any kind. 

Who is doing the 
evaluation? 

The evaluation is being done by Litmus, an independent research and 
evaluation company. For more information about Litmus go 
to www.litmus.co.nz.  

This project has been reviewed and approved by the Ministry of Health’s 
Multi-Region Health and Disability Ethics Committee. 

What if I have any 
questions? 

If you have any questions about this project, please contact: Michele Grigg, 
Principal Consultant, Litmus, ph 04 473 3880, michele@litmus.co.nz  

 

http://www.litmus.co.nz/
mailto:michele@litmus.co.nz
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Discussion guide  

This guide is indicative of the relevant subject matter to be covered. It is designed to allow freedom 
to explore any additional relevant topics that may arise during the interview discussion. The 
questions asked will be tailored to participants’ position on the Bowel Screening Programme 
pathway. 

1. Introduction  

 Introduce self/Litmus. 

 Evaluation purpose: To find out if organised bowel screening could be introduced to all of New 
Zealand in a way that is effective, safe and acceptable. 

 Interview purpose: To understand participants’ experience going through the Bowel Screening 
Pilot. This will help the Ministry of Health and Waitemata DHB improve the Pilot.  

 Informed consent/time. 

2. Client mapping 

Please share with me what happened with the Bowel Screening Pilot after you were first sent a 
letter explaining that you were eligible to take part.  

Using these post-it notes, pens and sheet of paper, we will draw a visual map of the path that you 
took on the Pilot.  

There are no wrong answers, and it doesn’t matter if you don’t remember everything. Let’s begin at 
the time you received the first letter and I will guide you through the exercise. 

i) Participant writes each event (eg, received pre-invitation letter, received kit, received reminder(s), 
returned kit, received results etc) on a separate post-it note. 

Facilitator will prompt the client to remember key events relating to: 

 Receiving information about screening  (what, from who, useful) 

 Receiving, using and returning the kit  

 Receiving results (GPs/Coordination Centre)  

 Pre-assessment with the endoscopy unit 

 [if relevant for participant] Colonoscopy (incl. appointment process) 

 [if relevant for participant] Alternative investigation  

ii) Participant places post-it notes on flip chart in an order that makes sense to them – eg, on a 
horizontal timeline continuum, quadrant or mind map. 

iii) Participant adds any other explanatory detail to the map, as they see iFOBT with colours, 
pictures, words, using additional post-it notes or pens (eg, events that went well, were frustrating, 
etc).   
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3. Analysis of client map 

Looking at your map is there anything that has been missed off, hasn’t been captured or isn’t right? 
If so, let’s add some more detail or correct things. 

 What events went particularly smoothly, if any? 

 What events were particularly frustrating, if any? 

 How could the process have been improved, if at all? 

 Was there any other/different information that you needed? If so, what? 

4. Close 

 What other comments would you like to make about the Bowel Screening Pilot?  

 Thanks; koha; next steps. 

Explain Part 2 of client mapping phase (stakeholder workshop) - invite participation and outline 
logistics, if appropriate. 
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Letter about forum   

Confirming your participation in a workshop  

Thank you for agreeing to take part in a follow-up workshop for the evaluation of the Bowel 
Screening Pilot that is being trialled in the Waitemata District Health Board (DHB) area. The 
experience you outlined in the first-stage interview was informative and useful. We are 
pleased you are happy to feed back to the health professionals involved in the Pilot.  

Litmus, an independent evaluation company, will run the half-day workshop and we will 
make sure your information is presented to health professionals in a safe way. 

The attached information sheet explains more about the workshop and gives our contact 
details if you need to get in touch with us beforehand.  

The workshop details are: 

Date: 

Time: 

Place: 

Please note that the workshop runs for half a day. We will provide refreshments. You will 
receive $50 in thanks for your time and contribution and an additional $20 to cover travel 
expenses.  

You do not need to prepare anything beforehand and you are welcome to bring a support 
person with you. We will contact you again before the workshop to confirm details. 

We very much look forward to meeting with you again and to working with you to share your 
story. In the meantime, if you have any questions about the evaluation or the workshop, 
please contact me. 

Warm regards 

 

Michele Grigg 

Principal Consultant 

Phone: 04 473 3880, Email: michele@litmus.co.nz 
  

mailto:michele@litmus.co.nz
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Consent form for forum   

Your experience of the Bowel Screening Pilot – Workshop Consent Form 

 

I (write name) ……………………………………………………………………………………. 

of (write address) ……………..…………………………………………………………………. 

agree to participate in this project for the evaluation of the Bowel Screening Pilot, as 
outlined in the information provided to me by Litmus (the evaluation company). I understand 
that: 

 I do not have to take part in the workshop.  

 I can choose not to answer any questions I do not wish to answer (without saying why). 

 I can stop participating in the workshop at any time without saying why I no longer want to 
take part. 

 Litmus will keep my information confidential. That is, I will not be named in the final report.  

 Whether or not I participate will not affect any current or future health care I receive from 
Waitemata DHB or my doctor.  

 After the workshop, I can ask to have my information removed from the evaluation at any 
time before the report is written. 

 Recordings, notes, and summaries will be stored securely at Litmus and will not identify me 
by name. They will be kept for two years and then securely destroyed. 

I have read the information sheet and this consent form, and have been given the 
opportunity to ask questions and have them answered. I give my consent to participate in 
this evaluation.  

Participant’s signature:  __________________________  

Date:  _________________ 
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Information sheet about forum   

Your experience of the Bowel Screening Pilot – Workshop Information Sheet  
Thank you for your interest in this project. Your information will assist in understanding peoples’ 
experiences of the Bowel Screening Pilot, being trialled in Waitemata District Health Board. Please 
read this information carefully before deciding whether or not to take part.  

What is the purpose of 
the project? 
 

Litmus (a research company) has been asked by the Ministry of Health to 
find out how the Bowel Screening Pilot is working in Waitemata DHB. The 
purpose of the project is to find out if organised bowel screening could 
be introduced to all of New Zealand in a way that is effective, safe and 
acceptable. 

What will I be asked to 
do? 

There are two stages to this part of the evaluation, You have already taken 
part in the first-stage interview where you discussed your experience of the 
Pilot. This second stage involves a face-to-face workshop with health 
professionals (such as doctors and hospital staff) to hear participants’ 
experiences and to work together to identify improvements to make the 
service better for others.  

The workshop will take half a day. There are no right or wrong answers. 

What types of questions 
will you ask me? 

 

In the workshop you will be asked to share your experience of the Bowel 
Screening Pilot and your ideas on improvements. The ideas that you share 
will be those that you have already discussed in the first stage of the project.  

You do not have to answer any questions that you feel uncomfortable with. 

Why have you asked 
me to participate? 

We have asked you to take part in the workshop as this is an important way 
for health providers to understand participants’ experiences.  

You are welcome to bring a support person with you to the workshop.  

How will the evaluators 
ensure my personal 
information is 
confidential? 

Litmus will ensure your contribution is kept confidential. What you say in 
the workshop will be written down, with your permission. Notes will be kept 
securely for up to two years, and then securely destroyed.   
Your name and address and any other identifying information will not be 
used in any report. 

Can I change my mind 
and withdraw from the 
project? 

You can withdraw at any time and you do not need to give a reason to 
withdraw. If you decide to take part and then change your mind for any 
reason, please let us know so we can ask someone else to take part. 
All participants will be given an information pack, containing sources of 
further information on where you can get appropriate advice or support. 

Who is doing the 
evaluation? 

The evaluation is being done by Litmus, an independent research and 
evaluation company. For more information about Litmus go 
to www.litmus.co.nz.  

This project has been reviewed and approved by the Ministry of Health’s 
Multi-Region Health and Disability Ethics Committee. 

What if I have any 
questions? 

If you have any questions about this project, please contact: Michele Grigg, 
Principal Consultant, Litmus, ph 04 473 3880, michele@litmus.co.nz  

 

http://www.litmus.co.nz/
mailto:michele@litmus.co.nz


E V A L U A T I O N  O F  T H E  B O W E L  S C R E E N I N G  P I L O T  –  E L I G I B L E  P O P U L A T I O N  P E R S P E C T I V E S  

  79 

Agenda for forum 

Clinical Pathway Workshop Agenda 

23 October 2012 
9.15am – 1.00pm 

Fairway Lodge, Argus Place, North Shore Events Centre, Takapuna, Auckland 
Attendees: 
3 people who have taken part in the Bowel Screening Pilot  
Bowel Screening Pilot stakeholders: 
 Gaye Tozer, Programme Manager 
 Mr Mike Hulme-Moir, Clinical Lead 
 Thelma Turner, Clinical Nurse Specialist (and one other) 
 Selena Griffith, Quality Lead 
 Elizabeth Brown, Community Awareness Coordinator 
 Sally Dalhousie, Community Services Manager, West Fono 
 Michelle Bonnici, Procare PHO, GP 
 Communications manager 

Researchers: 
 Liz Smith, Litmus 
 Lisa Davies, Kaipuke 
 Namouta Poutasi, Integrity Professionals 

 
9.15am Tea/coffee on arrival Roles  
9.30am Welcome and introductions 

Introduction to participant pathway mapping 
Agenda for the morning  
Ground rules – listen and respect 

Liz Smith, Litmus 

9.45am Sharing participant experiences  
 

 
Lisa 
Liz  
Namouta 

10.45 -11 am Morning Tea  
11 am Identifying best practice participant 

pathways, including barriers and facilitators 
to improvement 

Group work 

11.45 am Key learnings/ wrap-up Group 
discussion led by 
Liz Smith, Litmus 

12 noon – 1 pm Lunch  
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Appendix 2: Under-screened research tools  

Letter of introduction  

Dear [name] 

Evaluation of the Bowel Screening Pilot  

Earlier this year a four year Bowel Screening Pilot started in the Waitemata District Health Board 
(DHB) area.  To take part in bowel screening, people receive a kit in the post that they complete at 
home.  People have a choice about whether or not they want to take part in bowel screening.  

The Ministry of Health fund the Bowel Screening Pilot and want to find out whether bowel 
screening could be introduced to all of New Zealand.  The Ministry of Health has asked Litmus, an 
independent evaluation company, to talk to people who have decided not to take part in bowel 
screening, and understand their reasons for not wanting to take part.   

We are aware that you received a bowel screening kit and have decided not to return it.  We invite 
you to take part in this research as your feedback will help to improve bowel screening in 
Waitemata.   

If you agree, one of the Litmus interviewers would like to meet with you. The interview will last 
about 60 minutes, and be at a time and place that suits you. You do not need to do anything to get 
ready for the interview. In thanks for your time you will receive $50.  

You do not have to take part in the research, if you don’t want to. If you don’t want Litmus to 
call you about this or other research about bowel screening, phone us on 0800 924 432 within 
seven days from the date on this letter. We will make sure your name and details are removed 
from the list sent to Litmus. Deciding not to take part will have no effect on you.  

If we do not hear from you, your name and details will be sent to Litmus.  A Litmus interviewer may 
contact you to ask if you are happy to meet with them. If you change your mind, you can say no 
when Litmus calls. 

Thank you reading this letter. It is with the help of people like you that the Bowel Screening Pilot 
can be improved for everyone. 

Yours sincerely 

 

 
Mike Hulme-Moir 
Clinical Director 
Bowel Screening Programme 
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Information sheet 

 
Evaluation of the Bowel Screening Pilot 

Your views on the Bowel Screening Pilot - Information Sheet  
Thank you for your interest in this project. If you decide to take part, your information will help us to 
improve the Bowel Screening Pilot being carried out in the Waitemata District Health Board region. 
It is important that people have a choice about whether to take part in bowel screening or not.  To 
be interviewed by Litmus, you do not need to have taken part in bowel screening.  

What is the purpose of 
the project? 
 

Litmus (an evaluation company) has been asked by the Ministry of Health to 
find out how the Bowel Screening Pilot is working in Waitemata DHB. The 
purpose of the project is to find out if organised bowel screening could 
be introduced to all of New Zealand in a way that is effective, safe and 
acceptable. 

What will people be 
asked to do? 

The aim of the project is to find out how the bowel screening is working in 
Waitemata. It is important that we hear from people who have not taken part 
in bowel screening so we can understand the reasons why people choose 
not to be involved. This research is an important part of the wider evaluation 
of the Bowel Screening Pilot.  
The interview will take about 60 minutes and will be face-to-face. There 
are no right or wrong answers.  

What types of questions 
will you ask? 
 

In the interview we will ask people about their thoughts on bowel 
screening and the Bowel Screening Pilot (don’t worry if you haven’t heard of 
the Pilot). We are also interested in hearing their reasons for not taking 
part and what would encourage people to take part in the Bowel Screening 
Pilot. 
People will not have to answer any questions that they feel uncomfortable 
with. 

Who will be asked to 
participate? 

We would like to speak with people who have not taken part in the Bowel 
Screening Pilot. The Pilot is being carried out in the Waitemata DHB region 
and people aged 50 to 74 years are invited to take part in it. We want to talk 
to a range of different people. 

How will the evaluators 
ensure personal 
information is kept 
confidential? 

Litmus will make sure all feedback is kept confidential. What people say in 
the interview will be written down, with their permission. Notes will be kept 
securely for up to two years, and then securely destroyed.   
Names and addresses and any other identifying information will not be used 
in any report. 

Can people change 
their mind and withdraw 
from the project? 

Participants may stop the interview at any time. They will not need to 
give a reason and there will be no disadvantage to them of any kind. 

Who is doing the 
evaluation? 

The evaluation is being done by Litmus, an independent evaluation 
company. For more information about Litmus go to www.litmus.co.nz.  
This project has been reviewed and approved by the Ministry of Health’s 
Multi-Region Health and Disability Ethics Committee. 

What if I have any 
questions? 

If you have any questions about this project, please contact: Liz Smith, 
Litmus Partner, ph 04 473 3885, liz@litmus.co.nz   

 

 
  

http://www.litmus.co.nz/
mailto:liz@litmus.co.nz
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Confirmation letter 

Dear [name] 

Confirming your participation in an interview  

Thank you for agreeing to take part in an interview for the evaluation of the Bowel 
Screening Pilot being carried out in the Waitemata District Health Board (DHB) region. Your 
feedback will help to improve bowel screening in Waitemata. Litmus, an independent 
evaluation company, is undertaking the evaluation for the Ministry of Health. 

The attached information sheet explains more about the evaluation and gives our contact 
details. You will have an opportunity to ask any questions before the interview begins. You 
will also be asked to sign a consent form saying that you agree to take part in the 
evaluation. 

Your interview details are: 

Date: 

Time: 

Place: 

The interview will be conducted by a Litmus evaluator and will take one hour. You do not 
need to prepare anything beforehand. You are welcome to have a support person with you. 
You will receive $50 in thanks for your time and contribution. 

We very much look forward to meeting you and hearing your views. In the meantime, if you 
have any questions about the evaluation or your interview, please contact me. 

Warm regards 

 

Liz Smith  

Litmus Partner  

Phone: 04 473 3885, Email: liz@litmus.co.nz   

 

  

mailto:liz@litmus.co.nz
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Consent form  

Your views on the Bowel Screening Pilot - Consent Form 

 

I (write name) ……………………………………………………………………………………. 

of (write address) ……………..…………………………………………………………………. 

agree to participate in this project for the evaluation of the Bowel Screening Pilot, as 
outlined in the information provided to me by Litmus (the evaluation company). I understand 
that: 

 I do not have to take part in the interview.  

 I can choose not to answer any questions I do not wish to answer (without saying why). 

 I can stop the interview at any time without saying why I no longer want to take part. 

 Litmus will keep my information confidential. That is, I will not be named in the final report.  

 Whether or not I participate will not affect any current or future health care I receive from 
Waitemata DHB or my doctor.  

 The interview will be recorded with my permission, and I can ask for the recording to be 
stopped at any time during the interview. 

 After the interview, I can ask to have my information removed from the evaluation at any time 
before the report is written. 

 Recordings, notes, and summaries will be stored securely at Litmus and will not identify me 
by name. They will be kept for two years and then securely destroyed. 

I have read the information sheet and this consent form, and have been given the 
opportunity to ask questions and have them answered. I give my consent to participate in 
this evaluation.  

Participant’s signature:  __________________________  

Date:  _________________ 

 
  



E V A L U A T I O N  O F  T H E  B O W E L  S C R E E N I N G  P I L O T  –  E L I G I B L E  P O P U L A T I O N  P E R S P E C T I V E S  

  84 

Information sheet – recruited participant 

Your views on the Bowel Screening Pilot - Information Sheet  
Thank you for your interest in this project. Your information will help us to improve the Bowel 
Screening Pilot being carried out in the Waitemata District Health Board region. It is important that 
people have a choice about whether to take part in bowel screening or not. To be interviewed by 
Litmus, you do not need to have taken part in the Bowel Screening Pilot.  

What is the purpose of 
the project? 
 

Litmus (an evaluation company) has been asked by the Ministry of Health to 
find out how the Bowel Screening Pilot is working in Waitemata DHB. The 
purpose of the project is to find out if organised bowel screening could be 
introduced to all of New Zealand in a way that is effective, safe and 
acceptable. 

What will I be asked to 
do? The aim of the project is to find out how the Bowel Screening Pilot is working 

in Waitemata. It is important that we hear from people who have not taken 
part in bowel screening so we can understand the reasons why people 
choose not to be involved. This research is an important part of the wider 
evaluation of the Bowel Screening Pilot.  

The interview will take about 60 minutes and will be face-to-face. There are 
no right or wrong answers.  

What types of questions 
will you ask me? 
 

In the interview we will ask about your thoughts on bowel screening and 
the Bowel Screening Pilot (don’t worry if you haven’t heard of the Pilot). We 
are also interested in hearing your reasons for not taking part and what 
would encourage people to take part in the Bowel Screening Pilot. 

You do not have to answer any questions that you feel uncomfortable with. 
Why have you asked 
me to participate? We are speaking with people who have not taken part in the Bowel 

Screening Pilot. The Pilot is being carried out in the Waitemata DHB region 
and people aged 50 to 74 years are invited to take part in it. We want to talk 
to a range of different people. 

How will the evaluators 
ensure my personal 
information is 
confidential? 

Litmus will make sure all feedback is kept confidential. What you say in the 
interview will be written down, with your permission. Notes will be kept 
securely for up to two years, and then securely destroyed.   
Your name and address and any other identifying information will not be used 
in any report. 

Can I change my mind 
and withdraw from the 
project? 

You may stop the interview at any time. You do not need to give a reason 
and there will be no disadvantage to you of any kind. 

Who is doing the 
evaluation? The evaluation is being done by Litmus, an independent evaluation company. 

For more information about Litmus go to www.litmus.co.nz.  

This project has been reviewed and approved by the Ministry of Health’s 
Multi-Region Health and Disability Ethics Committee. 

What if I have any 
questions? 

If you have any questions about this project, please contact: Liz Smith, 
Litmus Partner, ph 04 473 3885, liz@litmus.co.nz  

  

http://www.litmus.co.nz/
mailto:liz@litmus.co.nz
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Discussion guide  

Under-screened Interview Guide 

This guide is indicative of the relevant subject matter to be covered. It is designed to allow freedom 
to explore any additional relevant topics that may arise during the interview discussion. 

5. Introduction  

 Introduce self/Litmus/Kaipuke/Integrity Professionals. 

 Evaluation purpose: To find out if organised bowel screening could be introduced to all of New 
Zealand in a way that is effective, safe and acceptable. 

 Interview purpose: To understand the reasons eligible people decide not to take part in the Bowel 
Screening Pilot. This will help the Ministry of Health assess whether the Pilot is delivered in a way 
that is acceptable to clients, and to identify potential improvements that may enhance participation in 
bowel screening.  

 Only right answers 

 Informed consent/time 

 Context about the family/ whānau  

6. Knowledge, awareness and understanding of bowel screening and BSP  

 Where have we heard or seen any information about bowel screening?  

 What do we know about bowel screening?  

 What are the good things about bowel screening? Not so good things? 

 [If not mentioned] What do we know about the Bowel Screening Pilot in Waitemata? 

 What worries or concerns do you have about bowel screening? Or about the Pilot? 

7. Barriers to participation  

 Earlier this year, did you receive a letter in the mail inviting you to take part in the Bowel 
Screening Pilot programme? And the testing kit? And a reminder letter? 

 How did you feel when you received the letter inviting you to take part?  

 What if anything did you do after receiving this letter?   

 How did you feel when you received the testing kit? 

 What if anything did you do after receiving the testing kit?   

 How did you feel when you received the reminder letter?  

 What if anything did you do after receiving the reminder letter?   

 How did you decide whether or not to take part? [Was it an active decision?] 

 Who did you talk to in deciding whether to do the bowel screening test?  

 For what reasons did you decide not to do the screening test? 

 What made it difficult or got in the way of doing the test and/or participating in the Pilot?  



E V A L U A T I O N  O F  T H E  B O W E L  S C R E E N I N G  P I L O T  –  E L I G I B L E  P O P U L A T I O N  P E R S P E C T I V E S  

  86 

 What if anything put you off taking part? Or made you worried about doing the test? 

 What are your family and friends saying about bowel screening?  

8. Enabling participation  

 What other information or things would encourage you to participate in the Bowel Screening 
Pilot in the future?  

 The Ministry is keen to support Māori/Pacific people to take part in bowel screening, what 
things could the Ministry or Waitemata DHB do to support more Māori/Pacific people to take 
part? What things should they not do in case they put people off? 

9. Anything else  

 What else would you like to add that we haven’t discussed?  

10. Close 

 Thanks; koha. 

Provide Bowel Screening Pilot materials and Coordination Centre contact details as appropriate. 
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Appendix 3: BSP monitoring indicators  

The Ministry developed a detailed set of monitoring indicators (the Indicators) have been 
drawn up to monitor and evaluate the progress of the BSP.  Not all of the Indicators can be 
calculated at present, as some can only be completed at a later stage in the Pilot. 

The Indicators were developed using recommendations and standards set out in the 
European Guidelines for quality assurance in colorectal cancer screening and diagnosis.   

The monitoring indicator results for between January and September 2012 are summarised 
below (Ministry of Health 2012e).  
 

Indicator 
Number 

Indicator 
Description 

Evidence Target Value (January 
to September 
2012) 

1 Overall 
participation  

This is the % of people with a final 
FIT result (+ve or –ve) out of all 
those invited by the programme 
(adjusted for undelivered kits and 
letters, those meeting exclusion 
criteria) for the first and subsequent 
screening round. 

60% first 
screen 

54 % 

2 Coverage This is the % of eligible people in 
Waitemata DHB who were invited 
to participate during the first 
screening round. 

>95% Calculated at 
end of pilot 

3 Time to 
colonoscopy 

This is the % of people who are 
offered a colonoscopy within 10 
weeks of the laboratory identifying 
a positive FIT result (excludes 
persons who decline colonoscopy).  

>95%  within 
10 weeks 

88.7% 

    This is the % of people who are 
offered a colonoscopy within 4 
weeks of the laboratory identifying 
a positive FIT result (excludes 
persons who decline colonoscopy). 

>50%  within 4 
weeks 

13.9% 

4 Proportion of 
individuals with 
a positive 
screening test 
undergoing 
colonoscopy  

This is the % of screened people 
with a positive FIT result who 
undergo a colonoscopy. 

>90% undergo 
colonoscopy 

92.7% 

5 Colonoscopy 
completion rate 

This is the % of completed 
colonoscopies (reaching the 
caecum). 

Acceptable 
>90% 
Desirable > 
95% 
completion to 
the caecum 

98.6% 

6 Colonoscopy 
complication 
rate for 
perforation or 
bleeding 

This is the number of people 
requiring admission to hospital for 
an intermediate or serious adverse 
event related to perforation or 
bleeding occurring within 14 days 
of colonoscopy, per 1000 of those 
who had a colonoscopy during the 
first and subsequent screening 

<10 per 1000 
colonoscopies 
* 

5.6 per 1000 
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Indicator 
Number 

Indicator 
Description 

Evidence Target Value (January 
to September 
2012) 

round. 
7 Colonoscopy 

complication 
rate for events 
other than 
perforation or 
bleeding 

This is the number of people 
requiring admission to hospital for 
other intermediate or serious 
adverse events not related to 
perforation or bleeding occurring 
within 14 days of colonoscopy, per 
1000 of those who had a 
colonoscopy during the first and 
subsequent screening round. 

No agreed 
international 
standard 

3.4 per 1000 

8 Positivity rate This is the % of people with a 
positive FIT during the first and 
subsequent screening round. 

6-8% first 
screen 

7.40% 

9 Colorectal 
Cancer (CRC) 
detection rate  

This is the number of people 
diagnosed with any CRC per 1000 
screened with a FIT result available 
for the first and subsequent 
screening round. 

First screen 
1.8-9.5 per 
1000  

Approximately 
2.8 per 1000 

      (Range from population 
screening programmes with FIT) 

      Second screen 
1.3 per 1000 

N/A 

10 Colorectal 
Cancer (CRC) 
Stage at 
diagnosis 
(including polyp 
cancers) 

This is the TNM staging for CRC detected at the first 
and subsequent screening round. In cases where 
more than one staging was given for an individual 
only the most serious staging result is included. 

Stage 1: 43.3% 

Stage 2: 26.6% 

Stage 3: 25.3% 

Stage 4: 6.7% 
11 Advanced 

Adenoma 
detection rate 

This is the number of people 
diagnosed with any advanced 
adenoma (villous or tubulovillous 
or, high grade dysplasia or, greater 
than or equal to 10 mm in size) per 
1000 screened with a FIT result 
available for the first and 
subsequent screening round. 

No agreed 
international 
standard 

Approximately 
20.8 per 1000 

12 Adenoma 
detection rate 

This is the number of people 
diagnosed with any adenoma per 
1000 screened with a FIT result 
available for the first and 
subsequent screening round. 

13.3-22.3 per 
1000 (Range 
from 
population 
screening 
programmes 
with FIT) 

Approximately 
38.7 per 1000 

13 Positive 
predictive value 
of FIT for 
cancer 

This is the % of people with a 
malignant outcome in those with a 
positive FIT who went on to 
colonoscopy for the first and 
subsequent screening round. 

PPV Cancer 
first screen 
4.5%-8.6%  

Approximately 
3.8% 

14 Positive 
predictive value 
of FIT for 
advanced 

This is the % of people with any 
advanced adenoma in those with a 
positive FIT who went on to 
colonoscopy for the first and 

No agreed 
international 
standard 

Approximately 
30.5 % 



E V A L U A T I O N  O F  T H E  B O W E L  S C R E E N I N G  P I L O T  –  E L I G I B L E  P O P U L A T I O N  P E R S P E C T I V E S  

  89 

Indicator 
Number 

Indicator 
Description 

Evidence Target Value (January 
to September 
2012) 

adenoma  subsequent screening round. 
15 Positive 

predictive value 
of FIT for 
adenoma 

This is the % of people with any 
adenoma in those with a positive 
FIT who went on to colonoscopy for 
the first and subsequent screening 
round. 

PPV adenoma 
first screen 9.6 
– 40.3% 

Approximately 
57.6% 

16 Time to FSA This is the length of time taken for a 
participant referred urgently with a 
high-suspicion of cancer to have 
their first specialist assessment. For 
Pilot participants the colonoscopy 
date is used as the referral date. 

Within 14 days Data will be 
available from 
mid-2013 

17 Time from 
decision-to-treat 
to first treatment 

This is the length of time taken for a 
participant with a confirmed 
diagnosis of cancer to receive their 
first cancer treatment (such as 
surgery) or other management 
(such as palliative care) from 
decision-to-treat 

Within 31 days 
** 

Data will be 
available from 
mid-2013 

18 Time to first 
treatment 

This is the length of time taken for a 
participant with a confirmed 
diagnosis of cancer to receive their 
first cancer treatment (such as 
surgery) or other management 
(such as palliative care) from 
urgent referral. For Pilot 
participants the colonoscopy date is 
used as the referral date.  

Within 62 days Data will be 
available from 
mid-2013 

* This number was calculated on the expected number adverse event rates reported in the UK Bowel 
Cancer Screening Programme Quality Assurance Guidelines for Colonoscopy and based on the fact 
that 70% of Pilot participants proceeding to colonoscopy are identified to have had a lesion. 

** Faster Cancer Treatment Indicators: Data definitions and reporting for the Indicators, Ministry of 
Health, October 2012. 

Note: Unless otherwise stated, all Indicators are based on the European Guidelines for Quality 
Assurance in Colorectal Cancer Screening and Diagnosis. 
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