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Abstract
Objective: Identify barriers and enablers for remote Tasmanians participating in 
bowel cancer screening through the National Bowel Cancer Screening Program.
Setting: A small remote Tasmanian community.
Participants: Tasmanian remote community members aged 50 years and over.
Design: A qualitative study conducted 16 semi-structured interviews. Two re-
searchers conducted in-person and telephone interviews. Questions were directed 
by an interview guide developed using the Theoretical Domains Framework for 
behaviour change and Behaviour Change Wheel. Two researchers analysed data 
using directed content analysis with a flexible inductive approach.
Results: Four themes related to barriers and enablers to completing the National 
Bowel Cancer Screening Program screening kit in remote Tasmania. Themes in-
cluded the subject of screening, physical screening kit, the process and outcome 
of the kit. Several barrier and enabler sub-themes overlapped or were linked, 
as many enablers mitigated barriers. For example, social influences, awareness 
level, steps in completing screening, and planning and timing to screen. Social 
support and discussing screening with others were key enablers, whereas lack 
of these were barriers. For remote communities, taking the kit to the post office 
was a barrier from often knowing the post officer. A bowel bus providing screen-
ing and information support services may reduce the travel burden of follow-up 
diagnostic tests and support low-literacy individuals to screen.
Conclusion: Barriers and enablers exist within each stage of the screening 
process, from what influences an individual decision to screen, through to the 
outcome. To improve screening rates in rural/remote Tasmania, barriers and 
enablers to screening must be considered.
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1   |   INTRODUCTION

Bowel cancer is the second most common cause of cancer-
related deaths in Tasmania.1 Between 2021 and 2022, 
Tasmania had the highest mortality rate and second high-
est incidence rate of bowel cancer in Australia.2 According 
to the Modified Monash Model (MMM), Tasmania com-
prises of rural, remote and regional areas, with no met-
ropolitan locations.3 People living in rural, remote and 
regional areas in Australia have been found to have 
lower survival rates compared to metropolitan areas.4 
One reason may be the stage in which bowel cancer was 
detected. Sun et al.5 reported many individuals in rural/
remote areas often detected bowel cancer at later stages 
compared to metropolitan areas of Australia. This is con-
sistent with National Bowel Cancer Screening Program 
(NBCSP) participation rates, where rural areas had lower 
rates compared to metropolitan (39.8% major cities; 25.5% 
very remote, in 2021–2022).2 While positive screening 
rates increased with remoteness (major cities: 6%; very re-
mote: 8%), rates of following through to diagnostic tests 
(colonoscopy) reduced with remoteness (major cities: 
85.8%; very remote: 81.6%).2,6 Although rural areas often 
have lower screening rates, when considering Australian 
jurisdictions as a whole, Tasmania currently has the third 
highest screening rate (43.8%, 2021–2022) within NBCSP.2 
However, this rate is still relatively low and declined over 
recent years (48.9%, 2018–2019).7 Lew et al.8 identified if 
screening rates increased from the current 40.9% to 60% 
Australia-wide, an additional 24 800 deaths could be pre-
vented. At 60%, the study projected 83 800 deaths could be 
prevented between 2015 and 2040.8

The NBCSP is a nationwide screening program de-
veloped to provide all eligible Australians (50–74 years) 
access to free bowel cancer screening kits.6 The program 
allowed for early detection, through detecting the pres-
ence of microscopic blood in stools which can occur in the 
pre-cancerous stage before symptoms develop.6 Symptoms 
often do not occur until later stages, and as the cancer de-
velops and is left undetected, survival rates reduce.6,9 Five-
year survival rates at stages one to four reduce from 99%, 
89%, 71% to 13% respectively.6 Therefore, early detection 
through screening, as opposed to waiting for symptoms to 
develop, is key to increasing an individual's survival rate.

Previous literature identified some barriers and en-
ablers to screening in Australia. A regional Victoria study9 
found barriers to screening interventions in the com-
munity included being hesitant, distrust for authorities 
delivering the health messages, or health messaging fa-
tigue. For example, with large numbers of different health 
campaigns/messaging, individuals may choose to ignore 
bowel cancer messages.9 Another rural Victorian study10 
and South Australian study11 identified enablers as 

knowledge, awareness, attitudes and beliefs about screen-
ing and bowel cancer, screening cost and reminders.10 
These findings were consistent with a review of qualita-
tive studies on screening barriers and enablers. The re-
view found enablers included screening awareness and its 
purpose, positive attitudes towards screening, and motiva-
tion to screen.12 Studies showed those who were aware of 
when to screen, and screening options were more likely to 
screen. Lack of awareness was a barrier observed in many 
studies: often for the purpose of screening and the view 
screening was only needed if symptoms were present.12 
Barriers were identified as the opposite: lack of awareness, 
negative opinions of cancer or attitudes towards screening 
and limited motivation.12

To understand how to increase bowel cancer screen-
ing rates in different community groups in Australia, we 
must understand the causes for low screening levels.13 

What is already known on this subject
•	 There are generally lower bowel cancer screen-

ing rates in rural and remote areas of Australia 
compared to urban areas. There is a need to un-
derstand the reasons for low participation rates 
in these areas to help improve them. Reasons 
for this have been explored in other states of 
Australia but limited studies have been con-
ducted in rural and remote Tasmania.

What this study adds

•	 This qualitative study suggests there are many 
complex barriers and enablers to bowel cancer 
screening in remote Tasmania. Many enablers 
can reduce or remove the barriers. To guide 
potential strategies to encourage screening 
uptake, these barriers and enablers were con-
sidered in the context of behavioural change 
models, Theoretical Domains Framework 
for behavioural change version two and the 
Behaviour Change Wheel.

•	 To encourage more Australians to screen, there 
is a need to normalise talking about bowel can-
cer and screening, to reduce the stigma with 
which it is associated.

•	 This study used a strength-based approach to 
identify the barriers remote Tasmanians experi-
ence when participating in the National Bowel 
Cancer Screening Program. The findings will 
assist in the future development of strategies 
to overcome these barriers and encourage the 
enablers.
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Most Australian studies on bowel cancer screening barri-
ers and enablers were conducted in metropolitan, regional 
or rural communities according to MMM classifications.3 
Remote and very remote communities are often under-
served with more disadvantages often ignored in research 
studies. This study attempts to capture perspectives of 
the silent voices. Remote Tasmania is a key location for 
capturing such voices, with high rates of incidence and 
cancer-related deaths stated above.1,14 To the authors' 
knowledge, no published studies had been conducted in 
remote Tasmania (or other parts of Tasmania) on bowel 
cancer screening barriers and enablers; therefore, research 
was needed. Additionally, this paper aimed to utilise a 
strength-based approach by working with a remote com-
munity with the highest screening rates in Tasmania,15 
to identify barriers and enablers for completing NBCSP 
screening.

2   |   METHODS

This qualitative study was reported using the Consolidated 
Criteria for REporting Qualitative Studies (COREQ) check-
list.16 Ethical approval was received from the University of 
Tasmania Human Research Ethics Committee (approval 
number: H0027256). Informed consent was obtained at 
the beginning of interviews.

2.1  |  Design

This qualitative study conducted semi-structured inter-
views to identify factors which influenced poor bowel 
cancer information-seeking behaviour, awareness, and 
screening participation among remote Tasmanians. The 
study design was guided by the Theoretical Domains 
Framework version 2 (TDF(v2)) for behavioural change 
and Behaviour Change Wheel (BCW).17,18 TDF(v2) con-
sisted of 14 domains and was chosen for this study as 
it provided a framework for researchers to see a vari-
ety of possible influencers on behaviour which could 
help facilitate behaviour change.17 Researchers used 
TDF(v2) domains and the Capability, Opportunity, and 
Motivation to Behaviour System within BCW to develop 
the interview guide with open-ended, probing questions 
and additional relevant questions (Appendix  S1).17,18 
Questions focused on participants' views and attitudes 
towards seeking bowel cancer information; difficul-
ties experienced with, and barriers to seeking informa-
tion and screening participation; whether participants 
had received support/advice regarding bowel cancer 
information; and what would have encouraged partici-
pants to seek more relevant information or participate 

in screening. To ensure questions were understood by 
participants, prior to interviews, the interview guide 
was tested and reviewed by three consumers with either 
lived experiences of bowel cancer or screening.

2.2  |  Context

This study was conducted in a small remote town 
in Tasmania, Australia. Latest Census data showed 
the town population was 997 in 2021, median age of 
62 years and ~70% of the population were aged 50 years 
or above.19 In 2019–2020, this region recorded the high-
est population growth rate in Tasmania (3.2%).20 The 
town's local government area had the highest rate of 
bowel cancer screening participation (54.8%, n = 670) 
in Tasmania between 2018 and 2019.15 Within that 12-
month period, 11.2% (n = 75) of individuals in the local 
government area tested positive, the fifth highest rate 
within Tasmania.15 Due to the local government area 
having the highest screening rates, this setting allowed 
researchers to utilise a strength-based approach. This 
approach in health research allows researchers to iden-
tify methods related to personal skills, the individual, 
community, and their environment and social relations 
and practices of the community.21 By focusing on an 
area with the highest screening rates, researchers can 
understand community strengths and leverage these to 
achieve health promotion goals.

2.3  |  Participants

Participants included community members aged 
>50 years who had or had not engaged with NBCSP, 
general practice or pharmacy screening previously and/
or undergone a colonoscopy. Participants were recruited 
through the communities' general practitioners (GPs) 
and pharmacists who identified and referred all eligible 
potential participants to the study. Snowball sampling 
occurred from participants asking other community 
members to participate. Participants were also recruited 
through advertisements in strategic community loca-
tions, for example, local businesses. Advertisement 
included researcher's contact details for interested indi-
viduals to contact, to assess their eligibility and provide 
further information.

Individuals with a cognitive impairment were ex-
cluded from the study. Community healthcare providers 
assisted with identifying such individuals during recruit-
ment through the individual's medical history. Individuals 
recruited through advertising completed a short one-
item cognitive impairment test ‘Single-question test on 
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progressive forgetfulness (patient)’.22 This stated, ‘Has 
the person been more forgetful in the past 12 months, 
to the extent that it has significantly affected their daily 
life’? Recruitment occurred until data saturation was 
reached, where no new information arose in the last three 
interviews.

2.4  |  Data collection

Participants were recruited during July to December 
2022. Two researchers conducted semi-structured inter-
views between September and December 2022 at the par-
ticipants' preferred location, in-person in a local health 
centre meeting room, via telephone or video conferenc-
ing. Interviews were conducted for 30–60 min and were 
recorded via audio recording and detailed written notes. 
Audio was transcribed verbatim. A short paper-based par-
ticipant demographic and characteristics questionnaire 
was completed by participants at the beginning of their 
interview.

2.5  |  Data analysis

Content analysis with a flexible inductive and deduc-
tive directed approach was conducted to identify in-
terview participants' views and experiences of barriers 
and enablers of screening participation.23,24 Data were 
coded, and themes and sub-themes were mapped using 
TDF(v2) domains.25 For analytical rigour, the classifica-
tion of belief statements of the TDF(v2) domains were 
discussed and agreed within the team to create a code-
book. Interview text was cleaned by ensuring the text 
(data files) were in similar formats. After which, inter-
views were de-identified as participant 1, participant 2, 
etc. Next, two researchers read and familiarised them-
selves with preliminary data. Data were read again to 
code sections which were meaningful to the research 
objective (inductively) and related to TDF(v2) domains 
(deductively) (Appendix S2). Two researchers discussed 
the preliminary coded data and agreed upon the mean-
ing of codes. Disagreements were resolved through 
further discussion between the two researchers until a 
consensus was reached. A third researcher was available 
if a consensus could not be reached. Codes were refined 
into meaningful themes which reflected the main con-
cepts identified from the data. Sub-themes were linked 
with TDF(v2) domains for barriers and enablers of 
screening behaviour. The qualitative analysis was con-
ducted using QSR International's NVivo Software (V.12, 
2020).26 Participants' demographic data were analysed 
using SPSS.27

2.6  |  Techniques to enhance 
trustworthiness

To limit risk of bias in content analysis, two researchers 
initially coded the data to ensure consistency, discussed 
codes identified and adapted the coding system using 
TDF(v2) domains and new emerging codes.17 Twelve 
TDF(v2) domains were used as initial codes and Table 1 
in Atkins et al.17 was used as the guide for coding (code-
book) (Appendix S2). Two domains (social/professional 
role and identity and goals) were excluded as research-
ers identified them as less relevant for the study. Further 
codes were identified as they emerged from the data. 
Participants were asked by the researchers at the end of 
the interviews if they would like to check their responses, 
to provide error corrections or clarification where nec-
essary.25 Participants who accepted were provided their 
transcripts immediately following transcription via email.

3   |   RESULTS

There were 16 participants in the study, with 81% of those 
females (Table 1). Also, 69% had a family history of bowel 
cancer. Three participants had not completed a stool test 
previously, of those, two had not completed a colonoscopy 
and one lived alone. Seven (44%) participants had previ-
ously undergone a colonoscopy. All participants were 
born in Australia and did not identify as Aboriginal or 
Torres Strait Islander.

3.1  |  Bowel cancer screening behaviour

There were four major themes with sub-themes for screen-
ing barriers and enablers (Table 2). Themes included, the 
subject of bowel cancer screening, the physical kit, the 
process and outcome of the kit.

3.1.1  |  Theme 1: The subject of bowel cancer 
screening

Theme 1 described what can lead to individuals deciding 
to screen or not. Prior experience, personal importance, 
relevance, or priority, social influence, and awareness 
level of screening and bowel cancer were both barriers 
and enablers. Another barrier was it is taboo to discuss 
poop. Social influences could impact screening behav-
iours from the level of social support an individual re-
ceived. Participants who reported they had discussed or 
received support from others (friends, family or health-
care providers) also reported the likelihood to screen. 
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One male participant reported their wife would remind 
him to screen and single males may forget without this. 
Knowing someone with experience of bowel cancer was 
another enabler. Whereas participants who reported 

limited social support to screen or believed it is taboo to 
discuss poop also reported they were less likely to screen.

Male on their own…. just get it in the mail. 
And it just gets forgotten about… if you're 
married, you got someone there at you. You're 
going to do something with this? or are you 
just going to leave it sitting there? 

(Participant #1)

I don't know what it's like in the city… but… 
there's not a lot of people that talk about it… 
Well, no-one's brought it up with me and I've 
been here 20 years. 

(Participant #3)

The doctor told me the first time because of 
the high family [history], to go and have it 
done [screening] and I've been having it done 
every two years since. 

(Participant #11)

Awareness was an enabler when the individual under-
stood one should screen if they had family history or that 
bowel cancer was easy to detect and treatable. Participants 
who were unaware of these, did not report knowing risk 
factors or had limited experience of bowel cancer and re-
ported they were less likely to screen.

Cancer through the family. That was my en-
couragement to… find out and participate. 

(Participant #13)

Maybe if there was somebody in my family 
that had been screened and had showed pos-
itives or… it happened close to home… But I 
haven't had anything like that happen… You 
hear… and you talk about breast cancer and 
stuff like that but this screening kit, you just 
don't ever hear about it. 

(Participant #3)

3.1.2  |  Theme 2: The physical kit

Theme 2 described physical components' individuals re-
ceived in the kit. The letter encouraged participants to 
screen (enabler). Whereas barriers were the packaging 
and instructions, as the instructions were hard to follow.

My son and my husband have got dyslexia, so 
I think it's quite wordy…. it is quite complex… 
for people with… literacy issues and because 

T A B L E  1   Participant demographics and characteristics (n = 16).

Demographic/characteristic n (%)

Age (years)

50–54 4 (25)

55–59 2 (12.5)

60–64 2 (12.5)

65–69 3 (19)

70–74 4 (25)

75+ 1 (6)

Sex

Male 3 (19)

Female 13 (81)

Other 0

Highest level of education

Primary school 0

High school 1 (6.3)

Year 12 1 (6.3)

TAFE/trade 9 (56)

University 5 (31)

Employment status

Employed 10 (62.5)

Unemployed 0

Retired 6 (37.5)

Previously had a colonoscopy

Yes 7 (44)

No 9 (56)

Number of stool tests completed previously

0 1 (6.3)

1 4 (25)

2 4 (25)

3 1 (6.3)

4+ 6 (37.5)

History of bowel cancer

Yes 5 (31)

No 11 (69)

Family history of bowel cancer

Yes 11 (69)

No 5 (31)

Number of people live with

1 3 (19)

2 9 (56)

3 3 (19)

4+ 1 (6.3)
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it's such a personal thing they may not want 
someone to be there with them doing it 
[screening]. I don't know how you get around 
that… Cause if… there's a heap of words on 
the page and you're struggling with your liter-
acy… you're just not gonna bother. 

(Participant #10)

Maybe it needs… a simpler, like for someone 
that has… literacy issues, something far more 
pictorial with less words and in big print. 

(Participant #11)

Packaging had mixed responses from participants, as a 
barrier, some participants found the packaging uninviting 
whereas others reported it should be discreet.

I'm glad it's in a… non-identifiable packet. 
(Participant #10)

When the packaging turns up it's not some-
thing that's inviting… You read it and it says it's 
a bowel testing kit and you think, oh no, I'm not 
doing that…. I think I'm not the only one that 
says that. I think 90% of people are thinking, 
nah it's a bowel kit, I'm not doing it. I know on 
the packaging it says that it's a bowel screening 
kit… but it… doesn't grab you. You know, it's a 
white packaging, it's more like a bill. 

(Participant #3)

3.1.3  |  Theme 3: The process of the kit

Theme 3 described the process of completing screening. 
Planning and timing and steps in completing the kit were 
both barriers and enablers. Yuck factor was another bar-
rier and self-efficacy an enabler. Planning and timing 
were identified as a barrier and enabler as female par-
ticipants with busy lives reported forgetting, prioritising 
others over themselves or having no sense of urgency to 
screen. Participants reported males would also forget or 
had no sense of urgency although, did not discuss males 
prioritising others over themselves. Whereas others dis-
cussed planning ahead and setting a time to complete it as 
useful to ensure they completed the kit.

There is nothing… stopping me from doing it, 
it's just actually doing it… being a busy mum 
and housewife and working… you always 
worry about [partner], getting them to the 
doctor or a child, getting them to the doctor, 
then you do yourself… I'm more concerned 

about getting everybody else sorted. Don't 
worry about me. 

(Participant #16)

They just come by mail. And if you don't want 
to do it, you don't do it. And, the day it arrives in 
the mail, you really need to be thinking about, 
well… you need to get it done, or you just put it 
into the corner, and it doesn't happen. I think 
that's the thing, you need to be in the mood. 

(Participant #3)

The steps involved in completing the kit were barriers, 
for example, difficulty writing on test tubes and uncom-
fortable storing the kit in the fridge or taking it to the post 
office. Some participants had a misconception they had 
to touch their poop (yuck factor). In contrast, participants 
reported the steps as encouraging, for example, toilet 
liner was pleasant, kit seemed clean and the process was 
non-invasive.

I think it's the process that you go through 
to get the result. Like, to put it in the post. I 
don't think people like doin’ it. People like to 
go to the toilet… then get out… I don't want to 
stand around there poking at it… Even now 
I'm talking about it I certainly even more, so 
I don't want to be standing around poking it… 
How long are them little test tubey things? 
They don't look very big to me. My hands are 
gonna get way too close for comfort… I'd want 
something more like the length of a straw. 

(Participant #3)

Hope that your husband's mates don't turn up 
and go to the beer fridge before you get to post 
it… I didn't want to stick it in the fridge inside, 
so I stuck it in his beer fridge. 

(Participant #11)

We all know each other by name here… 
They're gonna walk in there. They're gonna 
say… [post officers name], and they are gonna 
see… [another worker] and they're going to 
be saying Hello, Mrs. [name]. How are you 
today? And… you might have had a drink 
with him at the pub the night before. 

(Participant #5)

Participants self-efficacy in their ability to complete the 
kit was encouraging. Participants with previous screening 
experience reported they were likely to screen again from 
knowing how to do it.
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You just take it out of the box, read the in-
structions, stick your thing in and put it in the 
fridge. 

(Participant #11)

Follow all the instructions and put the right bit 
in the right. It's a bit like doing a COVID test. 

(Participant #10)

One suggested a bowel screening bus like 
BreastScreen.28 The bus travelling to the community could 
encourage screening in a remote community, as they are 
more likely to take advantage of the service. It could be 
in the health precinct; a service to screen, raise awareness 
or answer questions. Remote people would not need to 
travel to screen (colonoscopy); a barrier for older people 
who often do not drive and must organise someone to take 
them. To get the uptake, it must be advertised.

More likely to take advantage of those things 
if they come to you… certainly, with the older 
age group. They're you know, perhaps not driv-
ing, they've got to be reliant on someone else. 
They can easily get into… if the bus is, maybe 
you're even taking appointments for screen-
ing… for information and awareness…. run a 
little group where people can just come in and 
find out a bit more information… If they think 
they have any issues… you are bringing it here, 
right into the community. Advertise it through 
the newsletter, do all of that first to make sure. 
You know there are a number of websites, the 
council would advertise it. 

(Participant #5)

To bring a bus up here… it needs to be adver-
tised… Too often these campaigns are put to-
gether from the mainland. And it's city stuff. 
And those sorts of ways of doing things don't 
work in rural areas.

(Participant #5)

3.1.4  |  Theme 4: The outcome of the kit

Theme 4 described what comes from doing screening. The 
results, receiving a false positive/negative gave some par-
ticipants mistrust in the test (barriers). Whereas receiving 
a previous positive test result was an enabler for others to 
support their health.

Bowel cancer screening… if there's much of 
a rate of false positives or false negatives?… it 

could be… an influence for people engaging 
in screening. 

(Participant #14)

I've… had two test(s) with polyps, which is a 
precursor [for bowel cancer]… It's a no brainer 
really, just keep testing and hopefully… if 
something does happen and changes, then 
early detection is the key. 

(Participant #5)

Other enablers included completing the kit for their 
own health and for others. Participants were encouraged 
for their own health by their general health, to prolong 
their life, and the belief that prevention is better than cure. 
Participants reported they would screen for others (fam-
ily) or to motivate others to screen, by showing them the 
steps were simple.

After having discussions that we've had today 
it is now my duty to go and find out more in-
formation, do the test, for myself and for the 
people around me. 

(Participant #16)

My partner refused. And I… thought that was 
a silly thing to do, so I was determined that I 
was going to do it… so I could explain to him 
how easy it was and… there wasn't a major 
issue about it. 

(Participant #15)

4   |   DISCUSSION

This study aimed to identify barriers and enablers of 
screening participation within a remote Tasmanian 
community using a strength-based approach. This ap-
proach allowed researchers to identify a broad range 
of barriers and enablers from remote Tasmanians who 
have and have not screened. Findings suggested four 
main themes: the subject of screening, physical kit, 
process of the kit and the outcome. Many sub-themes 
overlapped with enablers as positive behaviours that 
could reduce/manage barriers experienced, for exam-
ple, social influences, awareness level, planning/timing 
and personal importance, relevance, or priorities were 
all both barriers and enablers. Findings were consistent 
with an unpublished study.29 In the study, GPs30 and 
community members were interviewed (unpublished 
findings)29 from four rural Tasmanian communities 
with lower screening participation rates. There was a 
significant overlap of barriers and enablers to screening 
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participation between studies, for example, barriers of a 
busy life, bowel cancer is a taboo subject, lack of symp-
toms and enablers of health concerns, social influences 
and self-efficacy. This showed confidence in the find-
ings; barriers and enablers could be similar across other 
rural and remote Tasmanian communities.

One barrier for the process was taking the kit to the 
post office. This was uncomfortable in the remote com-
munity, as locals knew one another, and screening can be 
private. This may not be a barrier in cities where people 
are less likely to know the post officers. The authors did 
not identify this barrier in previous literature. Another 
remote-specific barrier was travel for diagnostic tests, par-
ticularly those who did not drive. This supported lower 
diagnostic testing uptake in rural/remote areas compared 
to metropolitan.2 A solution suggested by a participant 
was a ‘bowel bus’, travelling to communities to provide 
information and screening. This ‘bowel bus’ approach 
has been tested in the UK with promising results.31 It pro-
vided on-bus screening (sigmoidoscopy, n = 244), referrals 
to GPs and discussions (screening, symptoms) with 772 
community members.31 This approach was novel in litera-
ture and should be further explored. The bus information 
service could assist those with low literacy levels, explain-
ing how to use screening kits and answer questions. As 
one participant in the present paper reported, individuals 
may not screen if they cannot understand instructions. 
Consistently, Yalcin et al.32 found screening uptake may be 
associated with health literacy levels. Although, the par-
ticipant also reported these individuals may not seek help 
from discomfort of the subject thus, may not seek bus ser-
vices. Alternative solutions for such individuals reported 
by another participant were pictorial instructions with less 
words. This is consistent with a review that simpler in-
structions are necessary to be inclusive of the whole popu-
lation's literacy levels to encourage screening.33 Therefore, 
literacy levels are likely a key factor in screening decisions.

Being too busy was a barrier. Participants discussed for-
getting, putting others before their own health, not in the 
mood or had no sense of urgency to screen. Consistently, 
Honein-AbouHadidar et al.12 discussed time limited indi-
viduals who saw screening as less important in their life. 
Another Australian study also found barriers of being 
too busy, having more important things to do and lack-
ing planning.34 TDF(v2) domains related to these barriers 
were intentions, goals and memory, which fitted into BCW 
as reflective motivation and psychological capability.17,18 
These also aligned with enablers identified, suggesting 
that to reduce or remove these barriers, reflective motiva-
tion should be shifted towards the behaviour of screening. 
Michie et  al.18 suggested reflective motivation involved 
evaluation and planning. To ensure individuals com-
plete screening, the present study found a need for action 

planning. Those who were too busy to screen may benefit 
from planning, setting aside a time, and identifying how 
to screen and when to post it. This strategy could be useful 
for screening intenders, that is, those who reported lack of 
time and planning to screen.35

Personal importance, relevance or priorities were iden-
tified as barriers and enablers for screening. Some partic-
ipants reported no need to screen as they felt healthy, did 
not have symptoms, family history, or were too young for 
it to be a problem. These all contributed to no sense of ur-
gency, a barrier consistent with Kirkegaard et al.36 A rural 
Victorian study, Azar et al.10 reported participants believed 
they needed symptoms to worry about bowel cancer. A 
South Australian study, Javanparast et  al.11 also found 
lack of symptoms or family history as barriers. Goodwin 
et  al.34 found participants believed doing the kit would 
make them feel old and others felt nothing wrong with 
them. With the rise of Australians under 50 years being 
diagnosed with bowel cancer,37 perceptions of one being 
too young or needing symptoms to screen should change. 
Public awareness of screening at 50 years in Tasmania has 
been identified as lower among those aged under 50 years 
and supported the need to increase awareness among this 
group.38 One way could be through educating individuals 
about the need for screening and the rates of bowel cancer 
diagnosed under 50 years. Mass media campaigns using 
social media could be useful for younger audiences.33

Having a proactive attitude about one's health was 
an enabler for screening. Participants who completed 
screening discussed needing to take charge of their own 
health, to prolong their health, do it for their family, or 
that prevention is better than cure. Other studies sim-
ilarly found participants' attitudes and opinions were 
barriers and enablers.10–12,39 Javanparast et  al.11 and 
Honein-AbouHaidar et  al.12 both found positive atti-
tudes towards bowel cancer screening and being pro-
active towards their health as enablers, for example, 
believe prevention is better than treatment. Whereas 
negative attitudes and opinions were barriers. Negative 
attitudes included the nature of the test being unpleas-
ant, inconvenient, embarrassing and disgust of the pro-
cess.10–12,34,39 Negative opinions included fatalism, for 
example, ‘it is God's decision’ or fear of cancer diagno-
sis from screening.12,39 This suggested that to encourage 
screening, personal importance, relevance or priorities 
should be emphasised. Like the above barriers and en-
ablers, this is related to TDF(v2) domains: intentions, 
optimism, memory, and knowledge, and BCW domains: 
reflective motivation and psychological capability.17,18 
According to Michie et  al.,18 psychological capability 
could be improved by modelling, by providing an ex-
ample situation to others. For those without a proactive 
attitude towards health, symptoms, or family history, 
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creating personal importance, relevance, or priorities 
could be through hearing stories from others in similar 
situations. For example, others in rural/remote commu-
nities or parents, to help consider the relevance to them.

Social influences could be a barrier and enabler for 
screening. This study identified having a social support 
network as key to screening. Participants who spoke 
with friends/family about bowel cancer or screening 
were likely to screen. Whereas some participants who 
did not, reported a perception that poop was a taboo 
subject to discuss. This is consistent with a review that 
social support could improve screening uptake and in-
tentions.33 Similarly, Gholampour et  al.40 found social 
support from family and healthcare providers helped 
encourage screening via iFOBT. The influence of GPs 
encouraging screening was also identified in the present 
study, as some participants reported they completed the 
kit because their GP suggested it. Davis et  al.41 found 
rural community members were more likely to do stool 
tests when their GP recommended it, or provided educa-
tion or a test directly to them. These findings suggested 
having a social support network could be key to encour-
aging routine screening. Social influences sat within 
social opportunity in BCW, and suggested interventions 
included persuasion or education.18 The need to nor-
malise discussing with others about bowel cancer and 
screening could be done through education by raising 
awareness of bowel cancer, and persuasion by encour-
aging conversations with their healthcare providers or 
within communities.18 Due to limited GPs in Australia, 
especially in rural and remote areas, and their time ca-
pacity during consultations,42 other healthcare provid-
ers should be explored as alternative options for such 
conversations, for example, nurse or pharmacist.

4.1  |  Strengths and limitations

A strength was capturing perspectives of a remote 
Tasmanian community. Secondly, the use of theoreti-
cal models including TDF(v2) and BCW, in the design 
and implementation.17,18 The TDF(v2) informed the se-
lection of participants, it reported optimal participants 
as those who performed the behaviour (i.e. community 
members screening).17 Key stakeholders (i.e. commu-
nity healthcare providers) were also identified as able to 
provide valuable input and were selected to assist par-
ticipant recruitment.17 Interview guide questions were 
reviewed by consumers with lived experiences of bowel 
cancer or screening. This ensured questions were easily 
understood by participants. Interviews and data analy-
sis occurred concurrently, which allowed questions to 
be adapted based on findings. Finally, a strength-based 

approach was utilised to identify what the community 
was doing well to encourage screening. Limitations 
included: the study sample were majority Caucasian 
females and were representative of one remote com-
munity. Although researchers implemented multiple 
measures to recruit diverse participants, there was a 
low uptake from those who had not screened previously 
(n = 3). Although the authors excluded goals (TDF(v2) 
domain) from the analysis codebook, it was identified 
in the analysis through action planning, a construct of 
goals and behavioural regulation domains.

5   |   CONCLUSION

The silent voices of a remote Tasmanian community were 
captured identifying barriers and enablers to complet-
ing bowel cancer screening. Barriers and enablers existed 
within each stage of the NBCSP screening process, from 
what influenced an individual to decide (or not) to screen, 
through to the outcome of screening. Many barriers and 
enablers overlapped, where several enablers could mitigate 
barriers. For remote communities, taking the kit to the post 
office was a barrier as some found it uncomfortable and 
lacked privacy, as they often knew post officers. Travel to 
undergo diagnostic tests following positive screening was 
another barrier for those living remotely. One solution sug-
gested and worth exploring could be a bowel bus travel-
ling to communities to provide screening and information. 
Future studies and practice should consider barriers and 
ways to overcome them from enablers identified, to en-
courage screening in rural/remote communities.
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