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1.  Introduction 

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

Litmus Limited and Sapere Research Group have been funded by the MoH 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. 

A number of activities are planned for the evaluation of the BSP.2 Included in these are 
surveys with the eligible population (in WDHB and nationally) and surveys with providers 
within WDHB, which Litmus was contracted to undertake and report on under contract 
596157/339650/00 with the MoH.  

As part of that contract, Litmus is required to provide an annual report outlining the 
following: 

 high level findings from the surveys 

 any recommendations on the ongoing evaluation and refinements to the BSP 
Evaluation Plan 

 direction to the MoH on areas of the BSP that require focus for the ongoing 
implementation of the BSP. 

This is the annual report. It includes the following sections: 

 a summary of activities completed during the reporting period 

 key findings from those evaluation activities 

 implications for the BSP and the BSP Evaluation 

 activities planned for the next reporting period. 

  

 

                                                 
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, 2011) for details of evaluation activities. 

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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2. Activities completed during reporting period 

The following activities were completed during the period November 2011 to March 2012: 

 preparation of a survey project plan 

 two baseline quantitative population surveys (one of the eligible population in the 
WDHB region and one of the eligible non-WDHB population) 

 supplementary qualitative interviews with eligible Māori and Pacific peoples living in 
WDHB 

 a quantitative baseline survey of providers in WDHB 

 analysis and reporting of each of these activities. 
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3. Key findings 

This section presents findings from the population surveys (including the supplementary 
qualitative interviews) and the provider survey. 

3.1 Population survey findings 

The population surveys aim to measure baseline awareness, knowledge and attitudes 
towards bowel cancer and the BSP. Two baseline population surveys were undertaken 
among 50–74 year olds (ie, the eligible screening population) – one within WDHB and one 
outside of WDHB (referred to as the ‘National’ survey). In addition, information was 
obtained from a small number of qualitative interviews undertaken with Māori and Pacific 
peoples living in WDHB. The purpose of these interviews was to determine if face-to-face 
data collection resulted in information different from that collected in the surveys. The 
interviews also sought more explanatory information of responses to the surveys. A follow-
up telephone survey within WDHB will be undertaken in 2013, which will enable changes in 
awareness, attitudes and knowledge to be tracked over time.  

Methodology 

The baseline surveys were conducted before promotions of the BSP became widespread. 
Questionnaires were developed incorporating advice from a range of experts. These were 
also pretested and piloted with members of the public (living outside WDHB).  

The surveys were administered using computer-assisted telephone interviewing over a 
three-week period in November–December 2011. Randomised samples of 500 eligible 
respondents, plus booster samples of 100 Māori and 100 Pacific eligible respondents, were 
interviewed in each of the two surveys. Survey weights were applied to the data to ensure 
population sub-groups were represented in the correct proportions in the survey results.  

Key findings 

Findings from the two surveys provide indicative and useful information in an area where 
little is currently known about New Zealanders’ attitudes towards, and awareness of, bowel 
cancer and bowel cancer screening. Key findings from the baseline surveys are as follows. 

 There is a moderate level of knowledge of bowel cancer prevalence in New 
Zealand, especially for cancers affecting men. Cervical cancer is perceived to be the 
second most diagnosed cancer among women in New Zealand (rather than bowel 
cancer). There is no significant variation by ethnicity, age or gender within WDHB. 

 There is variable awareness of bowel cancer risk factors, with awareness being 
highest of the influence of fibre and family history on bowel cancer and lowest about 
the impact of moderate exercise and eating fruit and vegetables. Māori and Pacific 
peoples in WDHB have particularly low awareness of the influence of exercise, fibre 
and a diet high in fruit and vegetables on a person’s chance of developing bowel 
cancer. Pacific peoples, however, have a high awareness of the impact of being 
overweight on bowel cancer. 
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 There is variable awareness of bowel cancer symptoms and relatively low 
confidence in being able to recognise a symptom (although confidence is higher among 
women). The majority are aware that blood in the bowel motion is a symptom of bowel 
cancer. Men, Pacific peoples, low-income household residents and those with no family 
history of bowel cancer are more likely than their counterparts not to know of any bowel 
cancer symptoms. 

 People are more aware of colonoscopies than of faecal occult blood tests 
(FOBTs). Women and those in the Other ethnic group (ie, not Māori, Pacific or Asian) 
are more likely than their counterparts to name colonoscopies (unprompted and 
prompted). Levels of awareness are also significantly higher among those who have 
previous experience of a bowel screening test. Awareness of the BSP is low and there 
is minimal awareness of other test kits available at pharmacies. 

 Unprompted mention of having done a bowel screening test is low (one in 10 
people). Just over one in five have a family history of bowel cancer. This group is more 
likely than those with no family history to have had a doctor suggest they do a test to 
check for bowel cancer. Māori and Pacific respondents are the least likely to have a 
doctor suggest this. WDHB respondents are significantly more likely than National 
respondents to have done an FOBT, while experience of colonoscopy was similar in 
both surveys. 

 Perceived risk of developing bowel cancer is low (one in 10), although this is higher 
among Pacific respondents in WDHB than in other ethnic groups and higher among 
those with a family history.  

 Perceptions of FOBTs and colonoscopies vary. Half of respondents are either 
unsure or don’t know if the FOBT is inaccurate or messy. The colonoscopy is less likely 
to be seen as inaccurate but more likely to be viewed as painful, embarrassing and 
inconvenient. 

 Around three-quarters of respondents indicate they are very or quite likely to 
participate in a bowel screening programme. There were no significant differences 
between key demographic groups, such as ethnicity and gender.  

 Recognition of the importance of bowel screening is high overall, although there 

are some differences between ethnic groups. Pacific respondents in WDHB are 
significantly less likely than those from the Other ethnic group to agree that early 
treatment of bowel cancer increases a person’s odds of survival, but they are 
significantly more likely to agree that it is important to check for bowel cancer even if 
symptoms are not present. Pacific and Māori respondents from WDHB are significantly 
less likely than the Other ethnic group to disagree that at-home FOBTs are more 
trouble than they are worth.  

 At the time of the survey, one person in WDHB had received an invitation letter from 

the BSP. None had received an FOBT kit. An additional 16 people commented that 
someone else in their household had received a letter or kit. 

3.2 Provider survey findings 

The purpose of the provider survey is to assess the awareness and knowledge of the BSP, 
attitudes towards the BSP and its delivery mechanisms, and perceived impact of the BSP 
on normal services amongst general practitioners (GPs), practice nurses, endoscopy staff 
and radiology staff in WDHB. The survey also aims to measure attitudes towards a possible 
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national roll-out of a bowel screening programme. The baseline survey of providers was 
conducted in late 2011 and early 2012 before the full implementation of the BSP. Follow-up 
provider surveys will be undertaken in 2013 and 2015, which will enable changes in 
providers’ awareness, knowledge, attitudes and perceptions to be tracked over time. 

Methodology 

The baseline provider survey was conducted before the full implementation of the BSP. 
Questionnaire development incorporated advice from a range of experts. Draft 
questionnaire content was pretested with primary care and endoscopy staff. The 
questionnaire was structured to enable different providers to answer different questions, 
relevant to their roles. 

The survey was delivered online over a nine-week period from November 2011 to January 
2012. Providers were emailed a link to complete the survey. A total of 88 GPs, 88 practice 
nurses, eight other general practice staff, 21 endoscopy staff and 30 radiology staff took 
part in the survey.  

Key findings 

Findings from the baseline provider survey provide indicative and useful information about 
awareness, knowledge and attitudes to the BSP among WDHB health providers, before the 
BSP was fully implemented. Key findings from the baseline provider survey are as follows. 

 There is high awareness of the BSP across WDHB GPs, practice nurses, endoscopy 
and radiology staff. However, many providers feel that they are not well informed about 
the BSP. 

 Most GPs and practice nurses are aware of the different roles of general practice in 
the BSP. However, among GPs, there is less certainty that the following are general 
practice roles: encouraging eligible patients to remain within the public system for 
bowel screening; liaising with the BSP Coordination Centre about being unable to 
contact patients with a positive immunochemical faecal occult blood test (iFOBT); and 
managing or recalling patients if they are found to be at increased risk of bowel cancer 
through the BSP. Of particular note is that not all GPs are aware of their key role of 
notifying patients who receive a positive iFOBT. 

 Most endoscopy staff are aware of the different roles of the Waitakere Hospital 
Endoscopy Unit in the BSP. Key areas for enhanced understanding are notifying 
patients who receive a positive iFOBT if they have not been notified by general practice 
and referring patients for a CT colonography if a colonoscopy is not suitable for them. 

 Most GPs, practice nurses and endoscopy staff feel confident explaining the BSP to 
patients. However, many radiology staff do not. Similarly, most GPs, practice nurses 
and endoscopy staff believe that they have an important role in the BSP. Radiology 

staff are less certain of the importance of their role.  

 Awareness of the role of the New Zealand Familial Gastrointestinal Cancer 
Registry is not high across all health providers. 

 Almost all health providers surveyed view New Zealand’s bowel cancer death rate as 

a significant health concern.  
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 There is near universal support among health providers for the BSP in WDHB and for 
a national bowel screening programme. Support for use of the iFOBT in the BSP is 

less consistent, with some GPs and many radiology staff unsure about the iFOBT. 

 All provider groups expect that the BSP will increase their workload. Views on service 
capacity for the BSP are mixed, with provider groups tending to rate the capacity of 
their own service more highly than the rating given by other groups. GPs, in particular, 
noted concerns about the capacity of colonoscopy, CT colonography and secondary 
care services in relation to the BSP.  

 Overall, GPs, practice nurses and endoscopy staff rate their expected performance 
delivering BSP activities highly. For GPs, the areas where expected performance is 

not rated as highly are encouraging eligible patients to remain within the public system 
for bowel screening and liaising with the BSP Coordination Centre about being unable 
to contact patients with a positive iFOBT. 

 Currently, there is uncertainty about the effectiveness of interfaces between the 

different service providers in the BSP. This is not surprising, given the BSP is at the 
very early stages of implementation.  



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 R O G R A M M E  –  A N N U A L  R E P O R T  

  9 

4. Implications for the Bowel Screening Pilot  
and Bowel Screening Pilot Evaluation 

4.1  Implications for the Bowel Screening Pilot  

Results from the population surveys provide indicative information to inform ongoing 
development of the BSP. The following implications have been identified for early BSP 
operations. 

 Knowledge of bowel cancer prevalence is not high and neither is awareness of the full 
range of bowel cancer risk factors and symptoms. Increasing awareness of risk factors 
among Māori and Pacific residents within WDHB will be important, along with 
increasing knowledge of bowel cancer symptoms among men, Pacific peoples and low-
income households. This presents a health promotion opportunity for the BSP.  

 Low baseline awareness of the BSP and the FOBT indicates that promotions of the 
BSP and the test will be important for the duration of the first screening round. Health 
promotion materials will need to clearly articulate what is required of participants when 
undertaking the FOBT, including reassurances about the accuracy of the test and how 
to do the test without creating a mess.  

 Aside from these factors, there appears to be a positive predisposition towards doing 
the at-home FOBT test as part of a bowel screening programme. It is unclear, however, 
the extent to which this will convert to action. Uptake rates will require close monitoring.  

Overall, the provider survey indicates high baseline levels of awareness, knowledge and 
support for the BSP among general practice, endoscopy and radiology staff. The findings 
also highlight a number of areas for potential improvement, the most important of these 
being knowledge, interface and capacity. 

 Enhancing knowledge of BSP roles across the different providers: Consideration is 
needed as to whether existing communication strategies with providers will address 
identified knowledge gaps, or if these strategies need revision. The MoH may also wish 
to address knowledge gaps about the role of the New Zealand Familial Gastrointestinal 
Cancer Registry, which has an important interface with the BSP. 

 Increasing understanding of provider interfaces on the BSP pathways to ensure eligible 
patients have a seamless, safe and acceptable experience of the BSP. While it is 
acknowledged that this survey was conducted in the very early stages of the BSP 
implementation, the challenge of ensuring a seamless pathway for patients has been 
indicated. Quality assurance mechanisms are in place to minimise the risk to patients 
not progressing appropriately along the BSP pathways. However, consideration is 
needed as to whether further strategies are required at this stage to address this 
potential issue.  

 Capacity to service the BSP is a key concern for some providers, particularly GPs. 
Widespread and ongoing perceptions of inadequate service capacity or increased 
workload may damage the support currently demonstrated by providers and potentially 
undermine GPs’ willingness to encourage patients to remain in the BSP. Reflecting that 
Waitakere Hospital Endoscopy Unit has been working to clear the waiting list for 
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colonoscopies, the MoH and WDHB need to consider whether this information will go 
some way to addressing capacity concerns in the immediate term.  

4.2 Implications for the Bowel Screening Pilot Evaluation 

The baseline population surveys provide a snapshot measure of awareness, knowledge 
and attitudes towards bowel cancer and the BSP. They are unable to provide any depth of 
information, however, about the reasons behind people’s responses. The set of qualitative 
activities, as outlined in the BSP Evaluation Plan3 and in Section 5, will be important for 
helping to explain reasons behind uptake of the BSP (or non-participation) and the drivers 
for these. 

A repeat survey is planned for 2013, which will measure changes in awareness, knowledge 
and attitudes over time within the WDHB. Should budget become available in intervening 
years, it remains a recommendation that a national follow-up survey be conducted at that 
time to assist with projecting possible uptake of a national bowel screening programme. 

The baseline provider survey, while indicative, provides an important baseline measure of 
health providers’ knowledge, attitudes and perceptions relating to the BSP. The 2013 and 
2015 provider surveys will assess changes in provider knowledge of BSP roles and 
responsibilities, including interfaces with other providers, as well as provider confidence in 
BSP service capacity. 

Qualitative research in 2012 will provide an important opportunity to explore provider 
interfaces, understanding and implementation of roles and responsibilities, drivers of 
attitudes and behaviours, and initial impact of the BSP on provider services.  

 

                                                 
3
  Litmus Limited (2011) Evaluation Plan for the Bowel Screening Pilot 2011–2016. 
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5. Evaluation activities during next reporting period 

Activities planned for the next 12- to 14-month period are highlighted in Table 1 below. A 
summary of each of these activities is provided in Table 2. 

Table 1: Evaluation activities planned for the next 12- to 14-month period 

BSP Evaluation  and cost-effectiveness analysis: Design overview 

 2011/12 2012/13 2013/14 2014/15 2015/16 

EVALUATION PLANNING, REVIEW AND FEEDBACK LOOPS 

Evaluation planning   – – – – 

Evaluation review and feedback  –     

DATA SOURCES AND METHODS 

Eligible population and participants 

Quantitative WDHB survey of awareness, 

attitudes and knowledge (supplemented with 

qualitative interviews with Māori and Pacific 

peoples) 

 –  – – 

Quantitative national population survey of 

awareness, attitudes and knowledge  
 – – – – 

Clinical pathways study –  –  – 

Qualitative research with under-screened 

population (if needed) 
–  – – – 

Providers and stakeholders  

Quantitative survey of awareness, attitudes and 

knowledge  
 –  –  

BSP immersion visit  –   –  

BSP programme and register data 

Epidemiological analysis  – –  –  

Quality monitoring –     

Cost-effectiveness and costing analysis 

Costing analysis  – –  –  

Cost-effectiveness analysis  – – – –  

Note: WDHB = Waitemata District Health Board; BSP = Bowel Screening Pilot  

5.1 Evaluation review and feedback 

In seeking to ensure that evaluation findings inform the implementation of the BSP, Litmus 
will hold an annual day-long Empowerment Evaluation Workshop with WDHB and BSP 
stakeholders. The purpose of the workshops will be to: 
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 present key evaluation findings to date 

 facilitate discussion with stakeholders about possible operational factors influencing 
and/or explaining the findings (including successes and challenges) 

 seek ideas and advice about mechanisms to facilitate performance and address issues 

 discuss suggested areas of enhancement for the BSP 

 further inform analysis and reporting writing for the evaluation. 

Following the Empowerment Evaluation Workshop, an annual Future Focus Workshop 
will be conducted with the MoH and key BSP business owners to present the response 
from stakeholders and to agree on potential refinements to the BSP and/or the evaluation 
plan. 

These workshops will be held towards the end of the financial year (June 2012 and June 
2013). 

 Workshops in June 2012 will focus on sharing the findings from the baseline population 
and provider surveys.  

 Workshops in June 2013 will focus on sharing the findings from the data collection and 
analysis undertaken by Litmus and Sapere Research Group for that financial year.  

5.2 Clinical pathways study 

The purpose of the clinical pathways study is to provide a detailed understanding of 
participants’ progression through the BSP screening pathways and the factors that facilitate 
or impede them along the journey. Clinical pathways studies comprise two components: the 
creation of clinical pathways maps with BSP participants and a stakeholder–BSP participant 
forum.  

Face-to-face interviews will be conducted with 24 purposively selected BSP participants 
who represent differing stages of the screening pathway. Participants will map their journey 
of their screening pathway from first contact with the BSP through to treatment or 
surveillance.   

Participant pathways are then shared at a BSP stakeholder–participant forum (with 
participant’s permission) to enhance service providers’ appreciation of participants’ realities 
and to identify service improvements that enhance participants’ experiences and flow along 
the pathways.  

The stakeholder–BSP participant forum will be attended by a relevant range of service 
providers (eg, BSP Coordination Centre personnel, general practice teams (GPTs), other 
providers, community organisations, hospital specialists and so on) and BSP participants. 
The forum will run for a half day and will be facilitated by Litmus.  

The clinical pathways study will be conducted in mid-to-late 2012. 
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5.3 Qualitative research with the under-screened 

If initial (2012) uptake of the BSP is lower than expected, a portion of resources from the 
clinical pathways research will be used to undertake research with the under-screened 
population. In this scenario, only 12 clinical pathways interviews will be undertaken and 
12 in-depth qualitative interviews will be completed with eligible people not participating in 
the BSP (ie, the under-screened).  

Twelve face-to-face interviews will be undertaken to explore the reasons eligible people do 
not participate in the BSP. The sample will be purposively designed to reflect the 
demographics of the under-screened population. Previous research and key stakeholder 
feedback indicate this may be Māori and Pacific peoples and men. The exact sample frame 
will be based on the demographic uptake profile. This research will not focus on those who 
have opted out of the BSP Register. It is focused on those who have not responded to 
follow-up requests to complete the FOBT.  

The qualitative research with the under-screened will be conducted at the same time as the 
clinical pathways study in mid-to-late 2012. 

5.4 Bowel Screening Pilot immersion visit 

The 360-degree immersion approach will be used for the immersion visits, whereby the 
Litmus team visits WDHB to observe service delivery in action, holds face-to-face 
interviews and facilitates small group discussions. The purpose of the 360-degree 
immersion visits is to ‘walk’ the screening pathways from the perspective of stakeholders 
and providers and to gather a richness of detail and insights about the implementation of 
the BSP from those who are involved with its implementation and day-to-day operations. 
Focus will be placed on what is working well, not so well, targeting and involving the under-
screened populations and key process improvements to achieve the BSP’s goal and aims.  

A key consideration of ‘walking’ the screening pathways is to gain a more in-depth 
understanding about the interfaces and to assess the effectiveness of participant transfer 
and referral between providers. This focus acknowledges that the use of GPTs is a unique 
element of the BSP, therefore, their involvement and contribution needs to be understood 
within the wider context of the BSP.  

Findings from the immersion visit will also enable greater understanding of the context of 
the findings and perspectives gleaned from the clinical pathways research.  

The evaluation team will visit for a five-day period for each immersion visit. Each visit will 
involve a combination of interviews and group discussions. Interviews and group 
discussions will last 30–60 minutes and be conducted at workplaces or neutral venues 
provided by WDHB or the BSP Coordination Centre.  

Up to 50 stakeholders and providers will be interviewed who are involved or engaged in the 
implementation and delivery of the BSP across the BSP implementation areas (refer to 
Table 2).  

The immersion visit will be conducted in July–August 2012. 
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Table 2: Immersion visit – proposed stakeholders and providers to be interviewed 

Proposed sample for immersion visit 

Implementation area Stakeholder group  

Leadership, governance and 
management 

MoH, including but not limited to business owner, clinicians leader, 
programme manager, BSP Quality Assurance Group and BSP Quality 
lead 

WDHB, including but not limited to business owner, Steering Group, 
clinical lead, communications manager 

Regional coordination Coordination centre  

PHO liaison advisors and general practitioners and practice nurses  

Practice managers and administrators 

Register MoH (senior analyst and other relevant information technology and/or 
data staff) 

Coordination centre  

Screening Pathway 1: iFOBT kit 
sent  

Coordination centre  

Community awareness raising providers  

PHO liaison advisors and general practitioners and/or practice nurses  

Practice managers and administrators 

Screening Pathway 2: iFOBT 
result – laboratory and BSP 
Coordination Centre 
management of iFOBT kits and 
results 

LabPlus staff 

Coordination centre  

PHO liaison advisors and general practitioners and/or practice nurses 

Practice managers and administrators 

Screening Pathway 3: Pre-
assessment  

Endoscopy staff and consultants who work at Waitakere Hospital  

General practitioners and/or practice nurses 

Practice managers and administrators 

Screening Pathway 4: 
Colonoscopy 

Endoscopy staff and consultants who work at Waitakere Hospital  

Pathology 

General practitioners and/or practice nurses 

Screening Pathway 5: 
Alternative investigation 

Staff who work in the endoscopy unit at North Shore Hospital  

Surveillance Coordination centre  

Gastroenterology consultants 

Treatment  Consultants 

Note: MoH = Ministry of Health; BSP = Bowel Screening Pilot; WDHB = Waitemata District Health Board; 
PHO = Primary Health Organisation; iFOBT = immunochemical faecal occult blood test  

5.5 Quality monitoring 

Quality monitoring involves the ongoing evaluation and review of the MoH and WDHB’s 
quality systems. This monitoring will cover governance, reporting and modifications 
undertaken in response to ongoing monitoring of the BSP programme at both the national 
and WDHB levels.  

Litmus will not be undertaking any data collection in relation to monitoring of the quality of 
the BSP. This is the role of the MoH and WDHB. Rather, Litmus will be assessing the 
structure and operation of the quality system, including its responsiveness in terms of 
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ongoing development of the BSP. Therefore, the purpose of the quality monitoring is to 
undertake an assessment of the processes used by the MoH and WDHB to monitor quality 
standards.  

Information gathering to inform Litmus’s quality monitoring will be undertaken as part of the 
immersion visits (described above). Interviews and discussions with national and regional-
level stakeholders will also seek to collect information and feedback on quality monitoring 
processes. 

The first round of quality monitoring will be undertaken in August–September 2012. 

5.6 Epidemiological analysis 

Although intensive epidemiological analysis will not occur until the 2013/14 year, the Litmus 
team will be undertaking a data familiarity exercise during 2012/13. This will require liaising 
with the MoH to access anonymised BSP Register data in April–May 2012.  

Record linkage between the BSP Register and WDHB population survey responses (for 
those respondents who agreed to have their details linked) will also be tested at this time. 

The data familiarity exercise and record linkage between the survey and BSP Register will 
be undertaken in May–June 2012. 
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