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ABSTRACT

Objectives The study explored patient experiences of
the Call for a Kit (CFAK) intervention, a community-based
initiative designed to improve bowel cancer screening
uptake and examined the mechanisms that may support
participation among non-responders.

Design A convergent parallel mixed-methods design was
employed, combining quantitative surveys and qualitative
interviews.

Setting The evaluation was conducted in general
practices across Lancashire and South Cumbria, Northwest
England, where GFAK clinics were delivered by an external
health promotion team based within the Community
Voluntary Services. These clinics target practices with low
screening uptake.

Participants A total of 113 CFAK attendees aged 54 and
above, and who had missed their most recent screening
invitation, completed a patient experience survey. 12
participants were purposively sampled for follow-up
interviews.

Outcome measures Statistical analyses examined
associations between patient experience and screening
behaviours, including kit ordering and intention to
complete the screening kit. Thematic analysis explored
barriers and facilitators to participation, as well as
experiences of CFAK clinics.

Results Patient experience scores were significantly
higher among women than men and were positively
associated with intention to complete the kit, though not
with kit ordering. Qualitative findings indicated that CFAK
addressed key barriers such as low awareness, confusion
and emotional discomfort by providing personalised
education, reassurance and culturally sensitive support.
Participants particularly valued the relational aspects of
the intervention, including the face-to-face delivery and
communication in preferred languages.

Conclusions CFAK clinics appear to enhance
psychological capability and motivation for bowel
screening by offering tailored, inclusive and supportive
care. These findings highlight the value of patient-centred
approaches in addressing inequalities in cancer screening
and offer insights for the design of future community-
based interventions.
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study employed a mixed-methods design,
combining quantitative and qualitative data to
provide a comprehensive understanding of patient
experiences.

= The evaluation was embedded within routine ser-
vice delivery, enhancing ecological validity and rele-
vance to real-world practice.

= Recruitment was conducted across multiple gen-
eral practitioner practices in Lancashire and South
Cumbria, enhancing contextual relevance but limit-
ing geographic diversity.

= Data collection tools were co-developed with stake-
holders to ensure relevance and clarity.

= Limitations include potential selection bias due to
voluntary participation and limited generalisability
beyond the study population.

INTRODUCTION

Colorectal cancer (CRC), also known as
bowel cancer, is the fourth most common
cancer in the UK and was the second leading
cause of cancerrelated death between 2017
and 2019." Although many CRC cases are
preventable through early detection, diag-
noses often occur at a symptomatic stage,
when the disease is more advanced and treat-
ment is less effective. In the UK, the National
Bowel Cancer Screening Programme (BCSP)
aims to detect CRC early, before symptoms
develop, by offering all adults aged 50-74a
home-based stool sampling test, the faecal
immunochemical test (FIT). The FIT was
introduced in 2019 as a more userfriendly
test than its predecessor: the faecal occult
blood test (FOBt).

Since the introduction of the FIT, screening
uptake in England has improved to 70.2%
(2022-23).>  However, regional dispari-
ties persist. Uptake in Northwest England
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remains slightly lower (68.2%), with pronounced vari-
ation between the most deprived areas (57%) and the
least deprived areas (77.1%).” At the local level, uptake
varies widely between Primary Care Networks and general
practitioner (GP) practices, with some reporting levels as
low as 35%.* These inequalities are influenced by socio-
demographic factors, with lower participation observed
among ethnically diverse communities, individuals living
in deprived areas and vulnerable groups.”®

To address these disparities, NHS England North-
west commissioned a community engagement initiative
in 2015 called ‘Call for a Kit’ (CFAK). CFAK targets GP
practices with screening uptake below 60%, contacting
non-responders by phone and offering them a consulta-
tion, either in person or remotely, to discuss barriers to
screening participation and provide the opportunity to
order a replacement kit. Quantitative evaluations have
shown CFAK to be effective, with over 14% of targeted
non-responders requesting, completing and returning a
kit.”

Despite evidence of CFAK’s impact on uptake, its effec-
tiveness from the patient perspective has not yet been
explored. Evaluating patient experience is essential for
understanding how interventions are received, partic-
ularly in underserved populations where trust, cultural
relevance and communication barriers may influence
engagement.” Insights into patient perspectives can
inform improvements to service delivery and support
the equitable implementation of screening programmes.
Understanding how patients experience CFAK may offer
insights into why the intervention works for some individ-
uals and not others and inform improvements or adapta-
tions for other cancer screening programmes.

This study aimed to explore patient experience of
CFAK using a convergent parallel mixed method design
with a quantitative and qualitative part chosen to capture
both the measurable outcomes of patient experience and
the nuanced, contextual factors that influence screening
behaviours. This design enables a more comprehensive
understanding of how CFAK operates and for whom it is
most effective through collecting different but comple-
mentary data relating to patient experience.

Research questions

The research was guided by the following research

questions:

1. Quantitative component: Is patient experience of
CFAK associated with ordering and intention to com-
plete a kit?

2. Quantitative component: Are there differences in pa-
tient experience scores by sociodemographic charac-
teristics?

3. Qualitative component: How does CFAK address barri-
ers to participation in bowel cancer screening?

4. Mixed-methods comparison: How do interviews with
CFAK attendees explain the associations between pa-
tient experience and ordering and intent to complete
a kit?

5. Mixed-method comparison: How do interviews with
CFAK attendees explain differences in patient experi-
ence by sociodemographic characteristics?

METHODS

Design

A convergent parallel mixed-methods evaluation was
conducted with CFAK clinic attendees between January
and May 2024 to explore patient experience of the inter-
vention. A pragmatic epistemology'’ was employed to
gain a better understanding of CFAK delivery to evaluate
patient experience outcomes using quantitative and qual-
itative data collection methods. Quantitative data were
collected via patient experience surveys and qualitative
data were gathered through semistructured interviews.
For both parts, data were collected during the same time
period, analysed independently, then results triangulated
to provide a comprehensive understanding of how CFAK
supports bowel screening uptake from patient perspec-
tives. The manuscript was drafted using the Strengthening
the Reporting of Observational Studies in Epidemiology
(STROBE),"" COnsolidated criteria for REporting Qual-
itative research (COREQ)' and Good Reporting of A
Mixed Methods Study (GRAMMS)"® reporting guidelines
and checklists, to ensure thorough reporting of the quan-
titative and qualitative elements and the overall mixed-
method design (online supplemental tables 1-3).

Setting

The evaluation was conducted across GP practices in
Lancashire and South Cumbria, Northwest England,
identified as having CRC screening uptake rate below
60%. These practices were part of the regional imple-
mentation of the CFAK intervention, commissioned by
NHS England Northwest to improve screening partic-
ipation among non-responders. In England, the CRC
screening episode automatically closes after 13 weeks if
the individual does not return their screening kit. Their
GP practice is informed of the non-participation, and a
non-responder read code is added on the patient’s elec-
tronic health record. When health promotion officers
(HPOs) start working with a low uptake GP practice, the
practice runs a search for the non-responder read code
and HPOs use this list to check patient eligibility for CRC
screening and invite eligible patients to a CFAK clinic via
telephone. CFAK clinics were delivered either in person
at GP surgeries or remotely via telephone, depending on
patient preference and availability. All data collection
activities (surveys and interviews) were embedded within
routine CFAK service delivery, ensuring ecological validity
and relevance to real-world practice.

Participants

Survey participants

All individuals who attended a CFAK clinic between
January and June 2024 were eligible to participate in the
patient experience survey. Inclusion criteria were: aged
54 or older, registered with a GP practice in Lancashire
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or South Cumbria with screening uptake below 60%
screening, and not completed their most recent screening
invitation (ie, screening non-responder). The age limit of
54 was used to align with the eligibility criteria for CRC
screening in Lancashire & South Cumbria at the time
of the study due to the staged roll-out of the age exten-
sion in the BCSP."* Exclusion criteria included individ-
uals currently under surveillance, diagnosed with CRC
or excluded from the national screening programme.
These criteria also make individuals eligible to be invited
to a CFAK clinic, and thus all individuals who attended a
CFAK clinic were eligible to take partin the patient expe-
rience study. Participants were invited to complete the
survey at the end of their CFAK consultation (in-person
or telephone). Surveys were available in English, Urdu
and Gujarati and were distributed via paper, text message
or post. No incentives were offered.

Sample size estimations

No formal size calculations were performed to establish
statistical power as this was an exploratory study. However,
we estimated the potential target population based on
the number of clinics being carried out on a weekly basis.
Approximately 10 non-responders are seen in each face-
to-face clinic, four clinics are delivered each week by
four CFAKC officers (40 consultations per week x 4-week
average per month x 6 months=960). As a result, we esti-
mated approximately 1000 individuals would be targeted
to participate in the survey. Based on past BCSP Patient
Experience Questionnaire (PEQ) response rates,"” we
estimated 60%—70% of the questionnaires to be returned.

Interview participants

Qualitative participants were recruited from the survey
sample opportunistically. At the end of the survey, an
Expression of Interest (Eol) form invited respondents
to indicate willingness to participate in a follow-up inter-
view. Those who returned the Eol were contacted by the
research team. We received 28 Eols for willingness to have
interviews. A few contact details were not readable to the
researcher, or the numbers were not working. Two phone
call attempts were made to the remaining Eols. A total of
12 participants responded, provided written consent and
took part in one-to-one interviews conducted via phone
or Microsoft Teams. Participants received a £20 shopping
voucher as a thank you for their time. Sample size was
determined when data saturation was reached.

Data collection

Survey data

Quantitative data were collected using a co-developed
questionnaire, designed in collaboration with CFAK
team members to capture demographic characteristics,
previous screening history, barriers to participation and
patient experience of the CFAK clinic. The question-
naire included 14 tailored barrier items, informed by
the Capability, Opportunity and Motivation Behaviour
change (COM-B) model'® and local service knowledge.

Patient experience was assessed using seven state-
ments on a 5-point Likert scale (‘strongly disagree’ to
‘strongly agree’) covering (1) overall satisfaction, (2)
having enough time with the officer, (3) having ques-
tions answered, (4) feeling better informed about BCSP,
(5) having their values, culture and religion heard, (6)
personalised advice and support and (7) having concerns
addressed. These items were derived from the existing
BCSP patient-reported outcome measures questionnaires
which were at the time being co-developed and piloted in
collaboration with the BCSP."” These were discussed with
the CFAK team members to select and adapt into context
and feedback was provided by patient representatives. For
instance, we adapted “After speaking with the Specialist
Screening Practitioner, I felt better informed about the
potential outcomes of my colonoscopy’,” as “I felt better
informed about the bowel screening programme”.

Demographic information collected included age in
categories, gender, existing mental health conditions,
existing long-term conditions and belonging to inequality
groups (see table 1 for response options). Inequality
groups were identified based on local-level inequalities
associated with BCSP participation and the CORE20Plusb
criteria,'® and participants were able to select all options
that applied to them. This question was intentionally
designed to minimise participant burden, avoid binary
ethnic classifications (eg, white/non-white ethnicities)
in small samples, and capture intersectionality more effi-
ciently than traditional sociodemographic measures (eg,
2021 Census includes 19 ethnicities in 5 categories)."

The survey included general questions around CFAK
attendance, including whether they attended a face-
to-face or telephone clinic, how happy they were to be
invited and how easy it was to understand the invitation
rated using 5-point Likert scales (‘not at all’ to ‘very
much’) and the reasons for attending the clinic selected
from six options. Participants were also asked whether
they ordered a test afterward (‘yes’, 'no’ or ’already have
one at home’) and rated how likely they were to complete
the new kit (5-point Likert scale: ‘very likely’ to ‘not at all
likely’).

At the end of the PEQ, an Eol form was included for
respondents interested to take part in one-to-one inter-
views. Completed surveys were returned to the CFAK
team based at Blackpool Victoria Hospital NHS Trust
using prepaid envelopes. All surveys were anonymised
prior to data entry into a secure NHS survey platform.

Interview data

Qualitative data were collected through semistructured
interviews with a subset of survey respondents who
expressed interest via the Eol form. Participants were
contacted by the research team and interviews were sched-
uled based on availability and preference. The interviewer
was a BCSP Health Promotion Specialist (SH) who identi-
fies as a woman, received interview training prior and had
no prior relationships with the participants. Interviews
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Table 1 Description of the study sample (N=113)
N (%)
Gender
Which of the following options best
describes you?
Women 55 (48.7)
Men 48 (42.5)
Non-binary 2 (1.8)
Prefer not to say/missing (7.1)
Age
Please select your age category
45-54 2 (1.8)
55-64 62 (54.9)
65-74 38 (33.6)
Prefer not to say/missing 11 9.7)
Existing mental health condition
Do you have an existing mental health
condition?
Yes 17 (15.0)
No 81 (71.7)
Prefer not to say/missing 15 (17.3)
Long-term health condition
Do you have any long-term conditions?
Yes 48 (42.5)
No 47 (41.6)
Prefer not to say/missing 18 (15.9)

Inequalities

Please can you state if you describe
yourself as part of one of the following
groups (select all that apply)

Particular ethnic minority groups (Asian/ 24
Asian Biritish)

Particular ethnic minority groups (Black/ 4
African/Caribbean/Black British)

People with disabilities 6 (5.3)

@1.2)

(3.5)

Carers

Lesbian, gay, bisexual, transgender, 1
queer people

Refugee/Asylum seeker

0.9)

People who are homeless

Blind or visually impaired -
(5.3)
(0.9)
(42.5)

(11.5)

0
0
People with language barriers 1
0
d/deaf or hearing impaired 6

Living in a multigenerational household 1

None of the above 48

Prefer not to say/missing 13

were conducted via telephone or Microsoft Teams and
audio-recorded with consent.

The interview guide was developed to further explore
topics measured on the survey including participants’
experiences with the BCSP prior to CFAK, their percep-
tions of the CFAK invitation and consultation, and any
subsequent screening behaviours (online supplemental

material S1). Feedback was received from the patient
representative on the clarity and usefulness of the
interview questions. Interviews lasted approximately
30-45min, and participants received a £20 shopping
voucher as a thank-you. Only the participants and inter-
viewer were present during the interviews. Data saturation
was determined during data collection through discus-
sions between SH and YH, where it was determined that
interviews were not eliciting any new information related
to the research questions.* !

Data analysis

Quantitative analysis

Quantitative data were analysed using SPSS V.29.0.
Descriptive statistics summarised participant character-
istics, previous screening history, reported barriers to
participation, CFAK clinic type and behavioural outcomes
(kit ordering and intention to complete). Responses to
the seven patient experience items were aggregated to
generate a composite score (range: 7-35), with higher
scores indicating a more positive experience. Only partic-
ipants with complete responses to all seven items were
included in the total score calculation.

Exploratory factor analysis was conducted to examine
scale structure, and internal consistency was assessed
using Cronbach’s alpha. One-way analyses of variance
(ANOVAs) and Welch’s ANOVA (where assumptions of
normality, ie, Levene’s test, were violated) were used to
examine differences in patient experience scores across
demographic and health-related characteristics. Logistic
regression analyses assessed whether patient experience
scores predicted two binary outcomes (1) ordering a test
kit and (2) intention to complete the kit. The latter was
derived from Likert-scale responses to the item ‘Likeli-
hood to complete kit’ (I=‘not at all’ to 5="very likely’),
with ‘very likely’ coded as ‘high intent’ and all other
responses as low intent. Analyses were conducted using
complete case analysis, statistical significance was set at
p<0.05and for effect sizes omega squared (®)* was used
for ANOVAs* and OR for logistic regression.

Qualitative analysis

Following completion of all interviews, audio recordings
were transcribed verbatim. Braun and Clarke’s™ thematic
analysis, where a thematic representation of patterns and
nuances in the dataset is constructed. Given the explor-
atory nature and emphasis on patient perspectives, an
inductive analysis approach was taken rather than a theo-
retically driven approach. Three authors (SH, YH and R])
independently reviewed transcripts to familiarise them-
selves with the data. Transcripts were reviewed line-by-
line, and inductive codes were developed to summarise
key content. Coding was conducted by RJ using NVivo
V.14.0. Related codes were grouped into preliminary
themes, which were refined collaboratively through
discussion among SH, YH and R] and re-examination of
associated data. Consistent with the reflexive nature of
thematic analysis,”* themes were developed and refined
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collaboratively based on shared reflexive interpretations,
rather than using a narrower approach to establish ‘coder
reliability’. Final themes were reviewed and refined by all
authors to ensure consistency, relevance, and alignment
with the research objectives.

Reflexivity

Each researcher involved in the qualitative analysis had
different experiences and expertise. R] is an early career
postdoctoral researcher with experience of both qual-
itative and quantitative evaluations and, at the time of
this research, was new to the area of cancer and cancer
screening. SH is a Health Promotion Specialist for the
BCSP in England and is a part of the CFAK team. YH is
a Reader in Behavioural Sciences and Health, bringing
expertise in cancer screening and behaviour change. RJ
led the thematic analysis without any bias from previous
understandings of the cancer screening literature or
CFAK to ensure YH and SH’s values and professional
experience did not influence the interpretation of the
data. Initial themes were discussed with SH and YH for
their expertise to ensure nuance was not lost.

Mixed-methods analysis

After the independent analysis of the quantitative and
qualitative data, the results were triangulated by inte-
grating related findings by the study’s mixed-method
research questions. Joint display was used to display find-
ings and interpretations side-by—side.25 Integration was
led by RJ and reviewed by YH, SH and SS.

Patient and public involvement

Patientand publicinvolvementwas embedded throughout
the study. A patient representative contributed to the
design and refinement of the PEQ, ensuring that items
were relevant, accessible and reflective of patient priori-
ties. Additionally, questions from the PEQ were discussed
with members of a local community group, who provided
feedback and shared their perspectives. SR contributed
to the interpretation of findings and reviewed the final
manuscript. These contributions informed the devel-
opment of the evaluation tools and interpretation of
findings. While patients were not directly involved in
recruitment or data collection, their views were incorpo-
rated through these engagements and through qualita-
tive interviews with CFAK attendees.

RESULTS
Quantitative survey findings
Of the 500 surveys distributed, 113 were returned
(response rate: 23%). As shown in table 1, 48.7% of
participants identified as women, 54.9% were aged 55-64,
71.7% reported no mental health condition, 42.5% had a
long-term condition, and 42.5% did not identify with any
specified inequality group.

Regarding previous participation in the BCSP, 46.9%
(n=53) reported never completing a kit, 20.0% (n=22)

Table 2 Barriers endorsed by participants

N endorsed
Barriers to CRC screening participation* (%)
| did not know how to complete kit 25 (22.1)
| forgot about it 23 (20.4)
Not received the kit 13 (11.5)
| did not have symptoms of bowel cancer 12 (10.6)
| lost the kit 11 (9.7)
| had more important things to worry about 10 (8.8)
| did not feel at risk of bowel cancer 9 (8.0)
| found completing the test kit too messy 7 (6.2)
| would rather not want to know if | have bowel 6 (5.3)

cancer

The test kit is too fiddly for me 4 (3.5)
| was too worried about what other tests | might have 4 (3.5)
| did not have time to complete the kit 2(1.8)
If someone is meant to get bowel cancer, they will 1(0.9)

get it no matter what they do

If someone has bowel cancer, it is already too late to 0
get treated

It is at odds with my religion and culture 0

*Question wording was ‘Our records indicated that you have not
returned the test kit the last time you received it. We would be very
grateful if you could tick all that apply to your reason why you did not.
CRC, colorectal cancer.

had completed some previously, and 17.0% (n=19) had
completed all except their most recent kit. Table 2 pres-
ents the barriers to CRC screening endorsed by partici-
pants. Most respondents (76.1%, n=86) reported at least
one barrier, with the most common being not knowing
how to complete the kit (22.1%; n=25) and forgetting to
do so (20.4%; n=23).

Most participants (97%; n=110) attended an in-person
CFAK consultation, while 1.8% (n=2) received a phone
consultation. As shown in figure 1, the majority reported
understanding why they were invited (fairly=23.0%;
very much=69.0%) and were happy to be invited

78
70
4.0
60
[
v W nvitec
50 0
40 35.0 Happy about being
invited (n=110)
30 26
20
10 8.0
3340
o 1 = 1
0 | —

Not at Only a Some what Fairly Very much
all little

Figure 1 Bar chart showing extent of ease of understanding
and happiness of being invited to CFAK. CFAK, Call for a Kit.
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Table 3 Mean patient experience score by participant
characteristics and ANOVA significance level

Participant
characteristics N Mean (SD) Pvalue* ®?(95% CI)
0.097 (0.004 to
Gender 0.003*t 0.228)
Woman 48  33.40 (2.52)
Man 39 31.23(3.74)
Age 0.3741 0.004 (-0.012
to 0.070)
55-64 57  32.30 (3.46)
65-74 30 32.90(2.70)
Inequality group 0.125 0.034 (-0.037
to 0.135)
None 39  32.31(2.90)
BAME 24  33.17 (2.91)
Disability 12 30.58 (4.17)
Carers 9 33.11 (3.26)
Mental health 0.617t 0.009 (-0.013
condition to 0.056)
No 65  32.63(2.99)
Yes 16  33.06 (3.07)
Long-term 0.0537t 0.035 (-0.013
condition to 0.153)
No 40 33.13(2.81)
Yes 39 31.67(3.70)

*P value is significant based on 0.05.
TWelch’s ANOVA p value reported.
ANOVA, analysis of variance; BAME, Black, Asian, and Minority Ethnic.

(Fairly=31.0%; Very much=56.6%). The most common
reasons for attending included being invited by their GP
surgery (45.1%), wanting to know more about the kit
(27.4%) and learning about the BCSP (27.4%). Other
reasons included needing a replacement kit (15.9%),
believing attendance was compulsory (12.4%) and expe-
riencing symptoms they wished to discuss (4.4%).

Exploratory factor analysis of the seven patient expe-
rience items revealed a single factor accounting for
72.7% of the variance (online supplemental material S2).
Internal consistency was excellent (Cronbach’s 0=0.92),
supporting the use of a composite score. Participants with
missing experience scores (n=20) were excluded from
subsequent analyses.

The overall mean patient experience score was high
(M=32.29, SD=3.34, range: 23.00-35.00). Welch’s ANOVA
revealed a significant difference by gender, with women
reporting a more positive experience (M=33.40, SD=2.52)
than men (M=31.23, SD=3.74), F(1,64.25)=9.55, p=0.003,
®?=.097 (95% CI 0.004 to 0.228). Due to the small number
of non-binary participants, only women and men were
included in this comparison. No significant differences
were observed across age categories, inequality groups,
or between participants with and without a mental health

condition or a long-term condition. See table 3 for
detailed comparisons.

Most participants (79%, n=89) ordered a new kit, and
91% (n=103) reported being likely to return it. Logistic
regression showed no significant association between
patient experience scores and kit ordering (OR=1.07,
95% CI 0.92 to 1.26, p=0.383). However, higher expe-
rience scores were significantly associated with high
intent to complete the kit (OR 1.88, 95% CI 1.28 to 2.77,
p=0.001). Participants with high intent scored higher
(M=33.00, SD=2.84) than those with low intent (M=27.60,
SD=2.07).

Qualitative interview findings

Of the 113 participants who returned a survey, 12 also

took part in a follow-up interview. Their mean age was

64.2 years (range: 59-70), with equal representation of

men and women (n=6each). Most participants identified

as White (n=10). Thematic analysis generated three over-

arching themes:

1. Barriers to bowel screening prior to CFAK.

2. How CFAK helped address these barriers.

3. Relational and contextual factors that made CFAK
effective.

Barriers to bowel screening
Participants described a range of barriers that had previ-
ously prevented them from engaging with CRC screening.
A common issue was low awareness and understanding
of the screening programme and the FIT kit. Some had
never heard of the BCSP:

Before the clinic, I had never heard about the BCSP.
(P09)

Others indicated that they had never seen a kit before
or mistook the kit for something unrelated such as a
COVID-19 test:

I don’t remember really just looked like a Covid box.
(PO1)

Uncertainty and confusion about how to complete the
kit was also a common deterrent:

People do not do the kit as they get scared - like how
to do it, what to do etc. (P09)

Several participants reported discarding correspond-
ence from the BCSP, mistaking it for junk mail or being
unsure of its purpose:

I didn’t know what to do with it, so I just binned it.
(P08)

A lot of letters you get are circulars. I don’t look at
them, they go in the bin. (P10)

Negative past experiences with the older FOBt kit and
lack of awareness about the updated version also contrib-
uted to avoidance:

I never opened the kits... I didn’t like the first one, so
I didn’t trust it. (P12)
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Other barriers included lack of time and low perceived
personal risk of having CRC:

I think some of them don't do the kits because they
don’t have time...and they think it will not happen to
them. (P03)

Negative feelings and concerns towards completing
the screening kit and of the consequences of this were
evident from participants’ responses. Some participants
expressed discomfort with the nature of the test and a
fear of a positive result:

Sometimes you think ‘God’, you know, cause it’s just
not a nice area and you don't know what to do. And
it’s easy to just ignore it and think that ‘I'm alright I
won’t have it done’. (P02)

I was scared... that if I did it and it came back saying
that it was something then I don’t think I would’ve
coped with that...with everything else that’s been
going on over the last couple of years. (P07)

How CFAK addresses barriers

Participants described how CFAK helped overcome these
barriers to screening by improving their understanding
of bowel cancer and the screening process. Education
provided during consultations clarified the purpose of
the FIT kit and why it was sent, which helped alleviate
confusion and hesitation:

I didn’t do the kit as I didn’t know what it was and what
itwas for... What she said helped me... made complete
sense and I thought why didn’t I do it earlier? (P06)

This increased understanding led some participants to
becoming advocates for screening:

They are wonderful...its getting across to people how
important it is to have a bowel screening test...I told
people if they get a bowel screening call or letter to
go to it...which they all said they would. (P01)

The clinics also addressed fears about receiving a posi-
tive result by providing reassurance and information
about early detection and treatment:

It’s brilliant, it’s given me peace of mind... It’s helped
me so much-it’s one of those cancers that if caught
early it can be treated. (P04)

Clear instructions on how to complete the kit helped
dispel concerns about messiness and complexity, espe-
cially in comparison to the older FOBt:

It’s so easy to do the test whereas my perception of the
old test was messy and hard to do...I tell everyone that
they’ve got to it, its brilliant. Before I would not tell
anyone-now I will. It’s changed my whole perception.
(P12)

However, for one participant, the support provided
was not enough to overcome personal challenges and
emotional barriers:

...I’'m just not in the right frame of mind. Like I said,
if [the kit] came back, and it said anything was wrong
I don’t think I would cope very well with it. (P07)

Relational and contextual factors that make CFAK effective
Participants described how the CFAK clinics provided a
positive and supportive healthcare experience, shaped by
both the structure of the service and the qualities of the
HPO delivering it. The service was widely praised, with
some participants sharing their positive experience with
others:

I was telling my friend how good it was, my God, you
know. I honestly and genuinely thought it was a good
service. (P02)

The HPOs were described as friendly, professional and
knowledgeable, which helped participants feel comfort-
able and informed:

I felt welcomed, she was friendly, and she was infor-
mative, and she explained everything... she was really
good. (P04)

She was very friendly, she made me feel at ease and
whatever she said seemed to just sink in.... And I
didn't feel any anxious. (P03)

Participants appreciated the non-pressurising and
informal approach:

it was informal, he didn’t pressurise me... put me at
ease straight away and yeah, a good experience. (P01)

CFAK was also seen as responsive to individuals’ needs,
offering personalised care. Some participants initially felt
anxious when contacted by their GP practice, but this was
quickly alleviated by the HPO’s reassurance:

when we get a phone call from the doctors or NHS....
we just panic... The [officer] that rung from the doc-
tors put my mind at rest...she explained what it was,
and we said ok yes no problem. (P06)

There were mixed preferences regarding how partic-
ipants were invited to clinic. While one participant
preferred a letter, most favoured a phone call for its
personal touch and immediacy:

I think a letter [is the best way to invite people to the
clinic]. (PO1)
it’s easy to just ignore it... but because it was that in-

teraction that contact to say, 'well, you come into our
office’... I had time to do that. (P02)

Face-toface interaction was especially valued for
enabling real-time clarification and support:

If I'd had a leaflet, I would not have done the kit...I
could talk to that lady, and she answered my ques-
tions. (P11)

Participants also noted that the clinics created a safe
space to ask questions they might otherwise avoid:
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...any questions I had to ask were answered. It’s ques-
tions that I think some people want to ask but they
don’t, or they don’t know how to ask them. (P05)

Information was delivered in an accessible way, tailored
to the individual’s level of understanding:

She was so clear... she explained it to me in lay man
terms and it didn’t sound medical...so it works. (P12)

Finally, the ability to conduct the clinic in partici-
pants’ preferred language was seen as a crucial factor in
accessibility:

This is a very good way of talking and showing people
the kit especially talking in their own language. This
so important. (P09)

Triangulation of quantitative and qualitative findings
Table 4 shows the triangulation and interpretation of the
quantitative and qualitative findings using joint display.

DISCUSSION

Principal findings

This mixed-methods evaluation explored patient expe-
riences of the CFAK intervention and identified mech-
anisms that support bowel screening uptake among
non-responders. Quantitative findings showed that most
participants had a positive experience. No differences
were observed across most demographics or health char-
acteristics, suggesting that CFAK is broadly acceptable
and accessible. Notably, patient experience scores were
significantly associated with intention to complete the
screening kit, though not with kit ordering. Qualitative
findings provided deeper insight into this distinction,
revealing that CFAK addressed key barriers, such as low
awareness, confusion about the kit and emotional discom-
fort, through personalised education, reassurance and
culturally sensitive support. These relational and contex-
tual factors helped build trust and confidence, particu-
larly among those who were initially hesitant or anxious.
Together, these findings suggest that while CFAK may not
directly influence the decision to order a kit, it plays a
role in enhancing psychological capability and motiva-
tion to follow through with screening. This highlights the
importance of patient-centred communication and rela-
tional care in promoting health behaviours, especially in
areas of low uptake in the UK.

Comparison with existing literature

Our findings align with a growing body of evidence
demonstrating that patient navigation and community-
based interventions can improve cancer screening uptake,
particularly among underserved groups.26 7 CFAK shares
key features with these interventions, including person-
alised outreach, culturally sensitive communication
and support in navigating screening processes. These
elements have been shown to be especially effective in
addressing barriers related to health literacy, mistrust and

logistical challenges.?®*” However, this study adds to the
literature in several important ways.

First, while previous evaluations of CFAK have demon-
strated its effectiveness in increasing screening uptake,’
this is the first study to explore the mechanisms of impact
from the patient perspective. Our findings suggest that
CFAK enhances physical and psychological capability (eg,
understanding the purpose and process of screening) and
automatic motivation (eg, reducing fear and avoidance),
and social opportunity (eg, through trusted, face-to-face
interactions), all core components of the COM-B model."®
Second, we identified novel barriers not widely reported
in previous studies, such as confusion between FIT kits
and COVID-19 tests, and lingering distrust stemming
from negative experiences with the older FOBt. Third,
our behavioural analysis suggests that CFAK employs
multiple behaviour change techniques, including instruc-
tion on how to perform the behaviour, reassurance,
social support and tailoring, all of which are associated
with improved screening behaviours.”® ** * However,
few studies have explicitly mapped these techniques in
real-world interventions, and our findings contribute to
this emerging area of implementation science. Finally,
while many patient navigation programmes are deliv-
ered remotely or via telephone, participants in our study
strongly valued face-to-face delivery, especially when
conducted in their preferred language and tailored to
their current level of understanding. This highlights the
importance of relational care and cultural competence in
designing equitable screening interventions within areas
of low uptake.

Strengths and limitations

A key strength of this study is its mixed-method approach,
which allowed for triangulation of findings and a more
nuanced understanding of patient experiences. The
quantitative survey captured broad patterns in satisfac-
tion and behavioural intent, while the qualitative inter-
views provided rich, contextualised accounts of how
and why CFAK works. This integration strengthens the
validity of the findings and informs future intervention
design. The study is also subject to limitations. The survey
response rate was low, and participants were self-selected
as participants completing surveys opportunistically and
independently as part of their care to support research
and evaluation. Unfortunately, we identified that the
survey distribution deviated from the planned protocol.
The initial sample size estimate did not account for lower
engagement within the target population, and oper-
ational challenges—including staff absence, reduced
clinic attendance and inconsistent offering of surveys—
limited recruitment. Despite discussions with CFAK team
members, time constraints restricted the ability to fully
address these issues. Consequently, only 500 surveys were
distributed, which may limit the representativeness of
the sample. This approach may reflect how a PEQ might
be implemented in practice specific to community-
centred interventions, proving a realistic reflection of the
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Table 4 Joint display of triangulation of quantitative and qualitative analysis by mixed-method research question

Mixed-method research
questions

Quantitative finding Qualitative finding

Merged finding

What barriers do non-responders
face when deciding to participate in
CRC screening?

How do interviews with CFAK
attendees explain the associations
between patient experience and
ordering and intent to complete a
kit?

How do interviews with CFAK
attendees explain differences

in patient experience by
sociodemographic characteristics?

Theme 1: Barriers to bowel
screening prior to CFAK
Participants explained that they

Most common barriers endorsed by
participants were:
» Not knowing how to complete the

kit (22.1%) had not completed their previous
» Forgetting to complete the kit kit due to the following barriers
(20.4%) CRC screening:
» Not receiving the kit (11.5%) » Low awareness and
» Having no symptoms (10.6%) understanding of the
» Lost the kit (9.7%) screening programme and FIT,
» Had more important things to worry including not knowing how to
about (8.8%) complete the kit
» Do not feel at risk of bowel cancer B Mistaking kit for COVID test
(8.0%) and correspondence as junk
» Found completing the kit messy mail
(6.2%) Lack of time and personal risk

vy

Discomfort with the nature of
the test

» Fear of receiving a positive
result and the subsequent
tests needed

Patient experience scores were
significantly associated with intention
to complete the screening kit (OR 1.88,
95% Cl 1.28 to 2.77, p=0.001), though
not with kit ordering (OR=1.07, 95% CI
0.92 to 1.26, p=0.383).

Theme 2: How CFAK helped
address barriers to bowel
screening Participant’s accounts
indicated that CFAK clinic
provides non-responders with
the knowledge, skills, support
and confidence to complete the
kit but for one participant this
was not enough to overcome
their barrier of fear of receiving a
positive test and any subsequent
tests that would be needed, due
to their other unrelated personal
concerns.

Theme 3: Relational and
contextual factors that make
CFAK effective Participants
described how CFAK provided a
positive, supportive healthcare
experience through the HPOs’
approachable, knowledgeable,
non-pressurising and informal
approach. They saw the HPOs
and clinics as responsive to
their individual needs, offering
personalised care and a

safe space to ask questions.
Information was made
accessible through tailoring

to the participant’s level of
understanding and to the
participants’ own language.

Patient experience did not differ by
participant sociodemographics, apart
from gender (F(1,64.25=9.55, p=0.003,
©?=0.097, 95% Cl 0.004 to 0.228)

The barriers identified in the
quantitative survey and qualitative
interviews converge. The interview
findings provide a more in-depth
understanding of the barriers to CRC
screening and provide explanation
as to how some barriers occur. For
example, in the surveys, 9.7% of
respondents indicated that they did
not complete their previous screening
due to losing the kit, and 11.5%
reported not receiving the kit. In the
interviews, participants explained
that the correspondence from the
BCSP had been mistaken as junk mail
and so thrown away. This, coupled
with a lack of awareness of the
BCSP, suggests that some people
are throwing away the screening kit
because they are not aware that they
are receiving a screening kit and why
they are receiving it.

The quantitative finding indicates that
a positive experience encourages
attendees to want to complete the
kit. The qualitative explains this
association by showing that CFAK
makes people intend to complete

the kit by providing them with the
skills and knowledge that helps them
overcome their barriers. However, the
qualitative findings do not explain the
lack of association between patient
experience and ordering of a kit at the
end of a CFAK clinic.

The quantitative findings suggest
an equitable positive experience
across participants from different
sociodemographic backgrounds.
The qualitative findings explain this
by highlighting the relational and
contextual factors that participants
experienced during the CFAK
clinics in which they felt supported,
comfortable and information was
tailored to them. The quantitative
finding of a gender difference in
patient experience is divergent to the
qualitative findings as there was no
indication of a different experience
by gender in the interview analysis.
This is likely due to the interview
participants all having a positive
experience. This is discussed as a
limitation in the discussion section.

BCSP, Bowel Cancer Screening Programme; CFAK, Call for a Kit; CRC, colorectal cancer; FIT, faecal immunochemical test; HPOs, health promotion officers.

potential response rates, but limits generalisability. The
low sample size also reduces statistical power, which may
explain the lack of association between experience and
kit ordering as well as with women reporting significantly
higher satisfaction than men. Gender difference should
be interpreted with caution as, while a medium effect
size was found, scores on the PEQ were high for both
men (M=31.23out of 35) and women (M=33.40out of

35). Further research is needed to understand if gender-
concordant care as part of CFAK addresses women’s
expectations from healthcare providers.”

Furthermore, social desirability bias could also be at
play as it is possible that respondents ordered the test kit
either because they had not formulated a decision at the
CFAK consultation or because they did not want to be
perceived as non-compliant. This could also explain why
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only half of CFAK attendees return their reglacement test
kit observed in the larger evaluation data.” In regard to
the representativeness of the qualitative sample in rela-
tion to the quantitative sample, age, gender and gender
distribution were similar, but we only had two interviews
with individuals from ethnic minority groups. While inter-
views in other languages (eg, Gujarati, Punjabi, Urdu)
were offered and made possible, the limited response
to the interviews from ethnically diverse survey respon-
dents may be related to persistent sociocultural barriers,
stigma and mistrust.”’ This highlights the need to further
consider how to make research inclusive and accessible
for underrepresented communities, beyond offers of use
of preferred language. Additionally, all but one inter-
view participant had completed the kit following CFAK,
limiting insight into the experiences of those who remain
disengaged. These limitations, along with the explor-
atory nature of the study, mean that replication will be
useful for further understanding of patients experience
of CFAK clinics, with future evaluations seeking to recruit
individuals who decline or do not complete screening
after CFAK, to better understand persistent barriers.

Implications for research and practice

Measuring patient experience is an important part of eval-
uating equitable service delivery. The CFAKPEQ has since
been revised and implemented in practice to support
ongoing monitoring and quality improvement. Findings
have informed CFAK training, health equity assessments
and audits, reinforcing the intervention’s effectiveness
and inclusivity. With growing evidence and consensus
on community-centred tailored interventions targeting
inequalities in cancer screening programmes,”” * much
of the research is still focused on the effectiveness of inter-
ventions. While CFAK is effective in improving screening
participation,’ it was important to embed a robust patient
experience evaluation to understand the mechanisms
that work, and what can be improved for implementing
successful interventions in wider settings. Future studies
should focus on validating the patient experience scale
used to enable further evaluation of the implementation
of CFAK in Lancashire and South Cumbria and its adapta-
tion for inclusion groups (eg, people with learning disabil-
ities) and other settings in England. This will enhance
understanding around what factors are important for
improving bowel screening uptake in non-responders
across communities and areas of England. Furthermore,
given the significant finding on patient experience and
gender, further research should explore whether patient
navigation is experienced/valued in different ways across
genders.

Conclusions

This mixed-methods evaluation provides new insights
into how the CFAK intervention supports bowel cancer
screening uptake among non-responders in underserved
communities within England. While CFAK may not
directly influence the decision to order a screening kit, it

plays a critical role in enhancing psychological capability,
motivation and confidence to complete it. The interven-
tion’s relational and culturally sensitive approach helped
address longstanding barriers, including low awareness,
emotional discomfort and confusion about the screening
process. By centring patient experience, this study high-
lights the value of tailored, inclusive and community-
based strategies in reducing inequalities in cancer
screening. Findings support the continued implementa-
tion and adaptation of CFAK across diverse settings and
populations, particularly for areas with low uptake of CRC
screening within England, and underscore the impor-
tance of embedding behavioural science and patient-
centred design in future screening interventions.
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