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VERSION 1 - REVIEW 

REVIEWER Christian von Wagner 
UCL, UK 

REVIEW RETURNED 10-May-2016 

 

GENERAL COMMENTS General Comments:  
 
Thank you for allowing me to review this paper on determinants of 
uptake of the new Bowel Scope Screening Programme. The paper is 
timely and unique in being the first to present a qualitative analysis 
on reasons for not participating in the Bowel Scope Screening 
Programme. I thought the entire approach taken by the authors was 
well thought out, thorough and a very good starting point for future 
research. Below are some more specific comments.  
 
 
Strength and limitations  
 
I liked the strength and limitations section. The list is comprehensive 
and allows readers to make a very accurate assessment of this 
paper.  
 
Introduction  
 
I think the authors should make it more clear that centre coverage 
does not equate with population converge. The authors are alluding 
to this by referring to sites and the variable roll out time for centre vs 
population coverage but there needs to be more information on the 
difference between a site and a centre. The crucial point to make 
here is that while most centres might be running a service the 
population coverage at the time of this study would still have been 
very limited.  
 
Methods  
 
Participants  
 
I think it would be helpful for clarity to have a flow diagram 
summarizing recruitment including information about how many 
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invites went out, how many questionnaires were returned, and how 
many people agreed to be interviewed). With regard to purposive 
sampling of non-attenders I am not quite clear how this was 
identified?  
 
Results  
 
The results are very insightful. A major issue is that it is difficult to 
ascertain how frequent these barriers which is touched on in the 
discussion but could perhaps be brought out more (as it is 
subsumed in a paragraph on general strength and limitations of 
interview studies).  
 
On the theme of competing priorities, I think the fourth case study 
adds and extra dimension which is well captured, namely the 
inability of the programme to accommodate people who need to re-
schedule (outside a narrow two week window) and the added 
complication of lack of available slots. I personally find this example 
quite disturbing. I think it would be worth to elaborate in the 
discussion on the competing demands for centers to make the 
service cost effective by ensuring complete lists which often involves 
inviting twice or even three times the number of people and the 
ability of centers to provide a flexible service and to engage in local 
health promotion to increase population uptake. Another key factor 
here is the number of lists which at the moment is a real bottleneck 
(see point above). In the discussion the authors pick up on many of 
these issues but I would encourage them to be more clear so that a 
non-specialist audience can understand the current context of the 
programme.  
 
 
Another theme running throughout all the quotes is the lack of 
understanding that bowel scope prevents cancer. In this sense I 
slightly disagree with your discussion. I do not find that the materials 
provide show that people hold positive attitudes and beliefs and 
value screening. From what I saw people quite clearly singled out 
FS as a test were the balance of costs and benefits tips against 
action. However, I am not sure these are rational choices as many 
people do not seem to comprehend the aim of the test. The 
anecdotes relating to other people’s cancer experience, fatalism all 
seem to be borne out of a fundamental misunderstanding of what 
the test is designed to do. I would recommend making this point a bit 
more firmly.  
 
Discussion  
I completely concur with the point on practical barriers and the issue 
around accommodating uptake. The authors could suggest that 
perhaps what is needed is deep-root analysis of uptake (how many 
people confirm, re-schedule, cancel their appointments etc). This 
was not provided in the uptake paper that the authors refer to and 
would require data which I think is currently only held by centers 
themselves. Depending on how common the issues re-rescheduling 
are one might even suggest some form of safety netting (a system 
which would automatically pick up people who could not be given an 
appointment and re-invite them).  
 
Minor issues:  
You repeat the work implication twice in one sentence in the 
discussion (top of page 16).  
Case study 3: should it be FS rather than FSFS 
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REVIEWER Meester, R 
Erasmus University, Rotterdam, Netherlands 

REVIEW RETURNED 30-Jun-2016 

 

GENERAL COMMENTS I would like to complement the authors on a thorough qualitative 
assessment of attitudes towards colorectal cancer screening among 
participants and non-participants of the British bowel scope program, 
and a very well-written report. The reported findings are of relevance 
for the British program in the first place, and possibly also for other 
organized screening programs. Despite the high quality of this 
manuscript, I do have some minor suggestions for adjustments 
which may increase its relevance.  
 
1. Although the authors are perfectly clear that this is a qualitative 
analysis, not a quantitative study, I think it would be relevant to 
provide some detail on the prevalence of opinions / attitudes / 
practical concerns as mentioned in the report. Perhaps the authors 
can add in parentheses for each of the defined classes of response 
how many people had similar responses (x/N). Although the 
numbers are too small to draw firm conclusions regarding the 
prevalence among the population as a whole, it would provide more 
insight in the likely relative importance.  
 
(2) It seems that there has been a previous quantitative assessment 
of screening attendance in the UK screening program, which 
identified independent effects of deprivation, gender, and screening 
center on screening participation. It would be helpful if the authors 
could link their findings more clearly to the findings from that study. 
In particular, were there considerations in your study which were 
associated specifically with gender or level of deprivation?  
 
(3) The report mentions the interviews were semi-structured. Could 
you please clarify what the structure consisted of. Where there pre-
defined topics and/or questions? This could be added as an 
appendix. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

R1.1 The paper is timely and unique in being the first to present a qualitative analysis on reasons for 

not participating in the Bowel scope Screening Programme. I thought the entire approach taken by the 

authors was well thought out, thorough and a very good starting point for future research. Below are 

some more specific comments. Strength and limitations - I liked the strength and limitations section. 

The list is comprehensive and allows readers to make a very accurate assessment of this paper.  

 

We would like to thank the reviewer for their positive feedback.  

 

R1.2 Introduction - I think the authors should make it more clear that centre coverage does not equate 

with population converge. The authors are alluding to this by referring to sites and the variable roll out 

time for centre vs population coverage but there needs to be more information on the difference 

between a site and a centre. The crucial point to make here is that while most centres might be 

running a service the population coverage at the time of this study would still have been very limited.  

 

We agree this is an important point. In order to address this, we have clarified this in the introduction:  
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“Since 2013, the FS programme, termed Bowel scope, has been progressively implemented across 

the United Kingdom 9Uk) through regional bowel screening centres. Each centre covers a 

geographical population which is served by a number of screening sites (endscopy units). Each 

centre is expected to have at least one site offering FS screening by the end of 2016, with complete 

coverage of the English population expected around 3 years after that”  

 

We felt, however, that reference to this issue in relation to our particular study would be best placed 

within the discussion, in particular following our reference to the differences in participant experience 

across study sites. We have therefore amended the following paragraph accordingly:  

“Our study was completed in the early stages of the roll out of the Bowel scope programme when 

population and screening centre coverage was limited. Our findings indicate, however, that facilitation 

of uptake and satisfaction can be maximized by ensuring the flexibility of the appointment scheduling 

processes and accommodating those who would like to attend but are unable to when initially invited”  

 

R1.3 I think it would be helpful for clarity to have a flow diagram summarizing recruitment including 

information about how many invites went out, how many questionnaires were returned, and how 

many people agreed to be interviewed). With regard to purposive sampling of non-attenders I am not 

quite clear how this was identified?  

 

We have amended the participant recruitment section so that our sampling strategy is more clearly 

described.  

 

R1.4 The results are very insightful. A major issue is that it is difficult to ascertain how frequent these 

barriers which is touched on in the discussion but could perhaps be brought out more (as it is 

subsumed in a paragraph on general strength and limitations of interview studies).  

 

As this is a qualitative study, we feel reporting frequencies of barriers within our results section would 

be misleading as we are not presenting the views of a representative sample. Further quantitative 

research would be required to ascertain this information. The advantage of our qualitative data is that 

it provides a nuanced understanding of people’s decision making within the context of their individual 

experience. We feel that we do provide, where appropriate, a general indication of how common 

themes were within our data. Nevertheless, we understand the importance of this point raised by both 

reviewers. To address this, we wish to include 2 additional participant characteristics tables (one for 

screeners and one for non-screener) within the paper (attached as appendix 1 and 2).  

 

R1.5 On the theme of competing priorities, I think the fourth case study adds and extra dimension 

which is well captured, namely the inability of the programme to accommodate people who need to 

re-schedule (outside a narrow two week window) and the added complication of lack of available 

slots. I personally find this example quite disturbing. I think it would be worth to elaborate in the 

discussion on the competing demands for centers to make the service cost effective by ensuring 

complete lists which often involves inviting twice or even three times the number of people and the 

ability of centers to provide a flexible service and to engage in local health promotion to increase 

population uptake. Another key factor here is the number of lists which at the moment is a real 

bottleneck (see point above). In the discussion the authors pick up on many of these issues but I 

would encourage them to be more clear so that a non-specialist audience can understand the current 

context of the programme.  

 

We agree this issue should be clarified and have now expanded the sentence alluding to this already 

included within the discussion as follows:  

“Implications on programme delivery would also need to be considered. At present Bowel scope clinic 

lists are ‘overbooked’ to accommodate non-attenders; a challenge for the programme is to balance 

service efficiency against capacity to maximize uptake while maintaining satisfaction with the 
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appointment scheduling process and accommodating those who would like to attend but were unable 

to when initially invited.”  

 

R1.6 Another theme running throughout all the quotes is the lack of understanding that bowel scope 

prevents cancer. In this sense I slightly disagree with your discussion. I do not find that the materials 

provide show that people hold positive attitudes and beliefs and value screening. From what I saw 

people quite clearly singled out FS as a test were the balance of costs and benefits tips against 

action. However, I am not sure these are rational choices as many people do not seem to 

comprehend the aim of the test. The anecdotes relating to other people’s cancer experience, fatalism 

all seem to be borne out of a fundamental misunderstanding of what the test is designed to do. I 

would recommend making this point a bit more firmly.  

 

We have now added the following sentences to the first paragraph of the discussion to clarify the 

existing reference to the effects of limited knowledge about the preventative potential of FS screening 

:  

“The potential of FS screening to remove pre-cancerous polyps, thereby allowing cancer prevention 

as well as detection, was absent in many of the accounts of both screeners and non-screeners. When 

mentioned, this was rarely described as a major influence on their decision making.”  

 

R1.7 Discussion - I completely concur with the point on practical barriers and the issue around 

accommodating uptake. The authors could suggest that perhaps what is needed is deep-root analysis 

of uptake (how many people confirm, re-schedule, cancel their appointments etc). This was not 

provided in the uptake paper that the authors refer to and would require data which I think is currently 

only held by centers themselves. Depending on how common the issues re-rescheduling are one 

might even suggest some form of safety netting (a system which would automatically pick up people 

who could not be given an appointment and re-invite them).  

 

We would like to thank the reviewer for this helpful suggestion and have added this into the 

discussion:  

“A more in-depth quantitative analysis on screening uptake, including data on how many people 

confirm, reschedule or cancel their appointment would also be beneficial to ascertain the proportion of 

non-screeners who may benefit from improved flexibility or a safety netting approach to appointment 

re-scheduling”.  

 

R1.8 Minor issues - You repeat the work implication twice in one sentence in the discussion (top of 

page 16). This has now been amended. Case study 3: should it be FS rather than FSFS. This has 

now been amended.  

 

Reviewer: 2  

I would like to complement the authors on a thorough qualitative assessment of attitudes towards 

colorectal cancer screening among participants and non-participants of the British bowel scope 

program, and a very well-written report. The reported findings are of relevance for the British program 

in the first place, and possibly also for other organized screening programs. Despite the high quality of 

this manuscript, I do have some minor suggestions for adjustments which may increase its relevance.  

 

We would like to thank the reviewer for their positive feedback.  

 

R2.1. Although the authors are perfectly clear that this is a qualitative analysis, not a quantitative 

study, I think it would be relevant to provide some detail on the prevalence of opinions / attitudes / 

practical concerns as mentioned in the report. Perhaps the authors can add in parentheses for each 

of the defined classes of response how many people had similar responses (x/N). Although the 

numbers are too small to draw firm conclusions regarding the prevalence among the population as a 
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whole, it would provide more insight in the likely relative importance.  

 

This has been addressed in response to comments from reviewer 1 – please see above.  

 

R2.2 It seems that there has been a previous quantitative assessment of screening attendance in the 

UK screening program, which identified independent effects of deprivation, gender, and screening 

center on screening participation. It would be helpful if the authors could link their findings more 

clearly to the findings from that study. In particular, were there considerations in your study which 

were associated specifically with gender or level of deprivation?  

 

Our findings relating to differences between screening centres have already been included as this 

emerged from the data when looking at individual experiences, however the aim and scope of this 

qualitative study does not enable us to draw conclusions on specific influences of deprivation or 

gender. We have, however, added the following sentence to the discussion:  

“Despite including a mix of men and women and people from areas of both high and low deprivation, 

we were not able to identify any influences specific to gender or deprivation. Further focused analysis 

in this area may, however, be of benefit, particularly as some of the barriers we have identified, 

including caring responsibilities, work practices and health beliefs are often gendered or socio-

culturally determined.”  

 

R2.3 The report mentions the interviews were semi-structured. Could you please clarify what the 

structure consisted of. Where there pre-defined topics and/or questions? This could be added as an 

appendix.  

 

Some general details about the topics were already provided in the methods. Further details have 

now been provided for clarification as follows:  

“The semi-structured interview guide included general open ended questions on reasons for attending 

or not attending screening, concerns about FS screening, understanding and knowledge of colorectal 

cancer and opinions on cancer screening within the NHS. Participant initiated topics were encouraged 

and pursued during the interviews. Additional interview prompts included knowledge, beliefs and 

previous experiences of cancer in general and cancer screening more specifically; practicalities, 

concerns and experiences associated with screening attendance and bowel preparations and 

participation in other screening programmes.”  

 

We have considered including the topic guide as an appendix, but do not feel this will add much more 

than provided in the description within the text. 

VERSION 2 – REVIEW 

REVIEWER Meester, R 
Erasmus, Netherlands 

REVIEW RETURNED 30-Aug-2016 

 

GENERAL COMMENTS Thanks for addressing my comments. All comments were addressed 
satisfactorily.  
 
On re-reading the paper I do have some additional suggestions for 
improvement.  
 
Foremost, for readers to get a grip on all that is presented, it would 
help if the authors could reorder the Results section such that the 
topics defined in subheaders match and appear in the same order 
as the ones shown in Figure 1 (top-down, left-right). The same 
would hold for the order of Discussion topics, to the extent possible.  
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Further points:  
- On page 8, you say you followed principles for qualitative 
purposive sampling (line 28). Do you perhaps have a reference for 
this? Please add if so.  
- It seems that part of page 8, lines 26-35 may belong in the Results 
section rather than the Methods (response rates).  
- On page 18, line 12 you state that the overall response rate was 
low. How confident are you that your report is representative of the 
total screening population in terms of listing the most common 
objections or barriers to screening? It would seem that a low 
response decreases the likelihood of complete representation. If so, 
this should be explicitly mentioned.  
- Page 19, the 'although' in the first sentence seems odd here 
(paraphrased) 'inability to attend does play a role, although they 
have a greater (smaller?) influence on attendance than the initial 
decision or intention to attend' 

 

VERSION 2 – AUTHOR RESPONSE 

Please find below our response to the reviewer’s additional comments  

(R to indicates reviewer comment: A indicates our response):  

 

R1: Foremost, for readers to get a grip on all that is presented, it would help if the authors could 

reorder the Results section such that the topics defined in subheaders match and appear in the same 

order as the ones shown in Figure 1 (top-down, left-right). The same would hold for the order of 

Discussion topics, to the extent possible.  

 

A1: We are grateful for the advice from the reviewer and understand the point they are making. After 

careful consideration, however, we feel that we will not be able to match the results with the figure 

even if we try to reorder the text, as the figure was intended to add different information than that 

provided within the results section . The figure represents an overall summary of the reasons for non-

screening rather than the more in-depth analysis which is presented within the text. Reordering the 

manuscript would also disrupt the flow of the writing within the discussion and may result in this 

section becoming disjointed.  

 

We have amended the following sentence for clarification:  

 

The following section describes the interview data allowed further in-depth exploration of the interview 

data in relation to the contexts, decision-making processes and emotional reactions rooted within the 

reasons provided for non-participation  

 

 

R2: Further points:  

- On page 8, you say you followed principles for qualitative purposive sampling (line 28). Do you 

perhaps have a reference for this? Please add if so.  

 

A2: A reference has now been added (Patton 2002).  

 

 

R3:- It seems that part of page 8, lines 26-35 may belong in the Results section rather than the 

Methods (response rates).  

 

A3: This information has now been moved to the results section.  
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R4: - On page 18, line 12 you state that the overall response rate was low. How confident are you that 

your report is representative of the total screening population in terms of listing the most common 

objections or barriers to screening? It would seem that a low response decreases the likelihood of 

complete representation. If so, this should be explicitly mentioned.  

 

A4: We feel we had already tried to address this in the discussion. To clarify this further we have 

added the following paragraph:  

 

“We continued interviewing until data saturation was reached i.e. no new themes were emerging from 

additional accounts. Our recruitment methods were based on qualitative purposive sampling. Further 

quantitative research would be required to ascertain the frequency of the different identified influences 

on decision-making within the wider population. The strength of our findings, however, lies within the 

in-depth exploration of the range of processes and influences involved in screening behavior that is 

provided by our analysis of the accounts of our participants.”  

 

R5:- Page 19, the 'although' in the first sentence seems odd here (paraphrased) 'inability to attend 

does play a role, although they have a greater (smaller?) influence on attendance than the initial 

decision or intention to attend'  

 

A5: The wording of this sentence has now been amended to:  

“In contrast to their findings that practical barriers do not play a major role in screening uptake, we 

found that barriers, such as inability to attend the screening appointment do play a role and that these 

barriers have a greater influence on actual appointment attendance than the initial decision or 

intention to attend.” 
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