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1  |  INTRODUC TION

Colorectal cancer (CRC) is the fourth most common cancer in the UK 
accounting for around 12% of all new cancer cases (Cancer Research 
UK (CRUK), 2019). It is estimated that around 50% of the disease 

burden is caused by modifiable lifestyle factors (Brown et al., 2018). 
There is strong evidence that CRC risk is increased by being over-
weight or obese and the consumption of alcohol, processed and red 
meats, while risk is decreased by physical activity and consumption of 
dietary fibre, wholegrains and dairy products (World Cancer Research 
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Abstract
Objective: Colorectal cancer (CRC) is the fourth most common cancer in the UK. It 
is estimated that around 50% of the disease burden is caused by lifestyle factors. 
This	 paper	 evaluates	 the	 impact	 of	 a	 training	 programme	 for	 Specialist	 Screening	
Practitioners	(SSPs)	on	knowledge	of	CRC	risk	reduction	and	subsequent	health	pro-
motion activities.
Method: Attendees	(n	=	21)	were	invited	to	participate	in	semi-structured	qualitative	
telephone	interviews	developed	in	conjunction	with	programme	organisers.	An	inde-
pendent researcher undertook the interviews on the perceived impact of the training 
on knowledge about risk reduction, communicating health promotion messages and 
working practices.
Results: Ten interviews were conducted. The programme was perceived to be suc-
cessful in increasing knowledge about CRC risk and methods to promote behavioural 
change.	Participants	questioned	the	suitability	of	the	endoscopy	setting	to	commu-
nicate	health	promotion	messages	given	patient	anxiety	pre-investigation	and	post-
investigation elation after negative results. Key barriers to health promotion activities 
were time, hesitancy over raising issues that could not be easily discussed and scepti-
cism about the ability of older adults to change their lifestyle.
Conclusions: Training on CRC risk reduction increased knowledge and behaviour 
change	skills	among	SSPs.	Further	work	is	needed	to	explore	opportunities	to	opti-
mise the screening environment for health promotion activities.
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Fund	 (WCRF)/American	 Institute	 of	Cancer	Research	 (AICR),	 2018).	
Recent	reports	 (Jankovic	et	al.,	2017;	Romaguera	et	al.,	2012;	Turati	
et al., 1990) demonstrate that adherence to lifestyle guidelines (World 
Cancer Research Fund, 2019) for cancer prevention are associated 
with	 5-17%	 reduction	 in	 CRC	 incidence	 and	 supports	 the	 rationale	
for developing and implementing effective and sustainable lifestyle 
programmes, including those related to colorectal cancer screening 
(Anderson,	Mackison,	et	al.,	2013;	Senore	et	al.,	2012).

In England, colorectal cancer screening is currently offered every 
two	years	to	men	and	women	aged	60–74	years	using	a	home-based	
screening	kit.	An	additional	one-off	flexible	sigmoidoscopy	is	offered	
to men and women at the age of 55. For the latter, and where positive 
tests have been attained in the former, people are invited to attend an 
outpatient endoscopy clinic. Prior to the procedure, patients are of-
fered painkillers and sedation. These procedures will enable identifica-
tion of a) cancerous lesions, b) precancerous lesions (adenomas) and c) 
other	pathology	that	may	account	for	positive	tests,	for	example	hae-
morrhoids	or	no	relevant	abnormalities.	After	the	procedure,	patients	
who	 have	 taken	 sedation	may	 experience	 drowsiness	 and	 impaired	
cognitive	function	(including	possible	amnesia)	(Sonnenberg,	2016).

Cancer screening has been described as a potential ‘teachable 
moment’ for promoting lifestyle change (Caswell et al., 2009), and 
several studies have developed intervention programmes within 
screening	settings	resulting	in	relevant	behaviour	change	(Anderson	
et	al.,	2014;	Baker	&	Wardle,	2002;	Knudsen	et	al.,	2018;	Robb	et	al.,	
2010). However, no interventions have yet been rolled out into rou-
tine	practice.	Patients	report	the	importance	of	expert	endorsement	
for	 cancer	matters	 (Murchie	 et	 al.,	 2016),	 and	 there	 are	now	con-
siderable efforts to ‘make every contact count’ (Health Education 
England, 2019) to promote lifestyle change, in keeping with inter-
national standards for health promotion in hospitals (World Health 
Organization	(WHO),	2004).	However,	it	is	recognised	that	National	
Health	Service	(NHS)	staff	have	limited	training	in	raising	issues	and	
providing lifestyle guidance.

The current work aims to identify the reported impact of a train-
ing course on colorectal cancer risk reduction and promotion of health 
behaviour	change	for	screening	staff	(SSPs),	developed	and	delivered	
jointly by two UK charities (Bowel Cancer UK (BCUK) and the WCRF).

2  |  METHODS

A	one-day	training	programme	was	developed	jointly	by	BCUK	and	
the	WCRF	to	SSPs	and	delivered	on	two	occasions.	The	programme	
covered information on disease development, symptoms, risk fac-
tors, challenges to screening uptake, how to raise conversations on 
lifestyle,	behaviour	change	techniques,	practical	sessions	on	intro-
ducing	lifestyle	topics,	shared	reflections,	every	day	practice	experi-
ence, resources and guidance for further support (Figure 1).

All	21	attendees	were	contacted	via	email	by	an	independent	re-
searcher	(KB),	approximately	three	to	four	months	following	the	one-
day course, and invited to take part in an evaluation to assess the impact 
of the training course on knowledge about colorectal cancer prevention, 

confidence in delivering prevention advice and how these have (or 
might) influence working practices and wider support. Participants 
were invited to participate in a short semi-structured telephone inter-
view with an independent researcher to discuss their reflections on the 
course.	A	semi-structured	topic	guide	was	prepared	in	advance	and	dis-
cussed with the course organisers, to ensure that discussion points cen-
tred on the key aims/outcomes of the training course and would help to 
identify	issues	relevant	for	future	training	programmes	(See	Figure	2).	
The	draft	topic	guide	was	tested	for	order	of	questions,	overall	timing	
and	flow	with	other	members	of	the	research	team.	Adjustments	were	
made	to	reduce	time	but	also	to	allow	examples	related	to	practice	to	
be	described	in	more	detail.	Suitable	dates	and	times	for	the	telephone	
interviews	 were	 agreed	 via	 email;	 interviews	 lasted	 approximately	
30 minutes and were recorded and transcribed verbatim (with permis-
sion). Participants were emailed an information sheet detailing the pur-
pose of the study and a consent form and asked to sign and return the 
form to the researcher prior to interview. To encourage participants to 
talk freely, no personal data were collected for analysis. Interview tran-
scripts were analysed using a thematic approach which involved five 
key steps: familiarisation of the data, coding the transcripts, generating 
and reviewing evolving themes as the interviews progressed and finally, 
defining and naming the themes as recommended by Vaismoradi et al., 
2016.	All	interviews	were	conducted	by	the	same	researcher	(KB),	with	
prior	 experience	 in	 conducting	 qualitative	 research	 methodologies;	
transcriptions	and	coding	were	read	by	colleagues	(MB,ASA)	to	ensure	
agreement with interpretation.

The	research	was	approved	by	the	School	of	Medicine	Research	
Ethics	Committee,	University	of	Dundee	(SMED	REC	022/18).

3  |  RESULTS

3.1  |  Context

Twenty-one	SSPs	attended	the	one-day	training	course,	of	whom	ten	
agreed to take part in the evaluation and participated in a telephone in-
terview	(eight	women	and	two	men).	All	participants	had	face-to-face	
patient	contact	in	their	daily	role	working	as	a	SSP	and	had	a	very	simi-
lar	role	that	included	patient	care	as	illustrated	in	the	following	quote:

So,	the	patient	starts	the	journey	having	had	the	stool	
testing kit come through the post, which is abnormal, 
so they then get invited into a clinic with us to do 
an assessment for a colonoscopy, so that's our first 
meeting with the patients. We then follow the pa-
tients through colonoscopy and give news of results 
so whether that's cancer or normal results or polyps. 

(Participant Five)

Participants	reported	that	each	patient	appointment	was	approxi-
mately 45 minutes long and that they had a lot of information to impart 
during	that	appointment.	The	key	points	included	explaining	to	the	pa-
tient the reasons for why they were there and why blood might have 
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been found in their sample, assessing the patient for a colonoscopy and 
explaining	what	the	procedure	would	entail,	and	possible	outcomes.	It	
was noted that the information session needed a sensitive approach 
knowing that patients might be worried about a positive cancer result.

So	they're	being	told	 it's	a	slight	possibility	that	you	
might	 have	 cancer.	 So,	 they're	 coming	 quite	 anx-
ious about that really, I think that's forefront in their 
minds, and we have about 45 minutes with them but 

F I G U R E  1 Training	programme	schedule

Topic Contents % of day
U

nd
er

st
an

di
ng

 th
e 

di
se

as
e

Pre training evaluation Finding out about existing knowledge held by SSPs 

about bowel cancer prevention

4%

Bowel cancer screening facts: UK and 

sub populations groups 

Examining the differences between groups for 

screening uptake 

6%

Bowel cancer symptoms All symptoms indicative of bowel cancer 

Implications of asymptomatic disease

6%

Stages of bowel cancer Understand how to spot bowel cancer early 6%

C
ha

lle
ng

es
 to

 p
ro

m
ot

in
g 

pr
ev

en
tio

n

Risk Factors Unmodifiable factors

Modifiable factors

11%
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cancer incidence.
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relation to screening and lifestyle modification
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Addressing challenges to screening 
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programme and everyday practice

Reflect on training and how health promotion 

messages can be incorporated into their work

6%

Resources and follow up  Provide the trainees with materials that can help 
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and prevention
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most	of	that	is	about	assessing	their	health,	explaining	
why the blood might be there and preparing them for 
a colonoscopy with informed consent. 

(Participant Nine)

3.2  |  Impact of training on knowledge of colorectal 
cancer risk

Among	the	participants,	most	reported	that	their	knowledge	had	in-
creased or been re-enforced by attending the course and that they felt 
more confident and better prepared to raise preventative topics with 
their	 patients.	 Specific	 examples	 highlighted	 included	 dietary	 fibre	
(sources and practical guidance), recommended red and processed 
meat	quantities,	and	specific	ways	to	promote	physical	activity.

One participant reported that in their current practice they un-
dertake a full health check which incorporates discussion around 
dietary	 habits	 and	 exercise	 and	 stated	 that	 the	 course	 had	 been	
useful for providing information about evidence updates, detailed 
information on wholegrains, alcohol and different behavioural 
techniques.

Participants	 also	 expressed	 the	 view	 that	 the	 content	 of	 the	
course was relevant and mostly appropriate to their role. It was 
however noted that additional practical guidance on promoting 
behaviour change might be useful including appropriate time and 
opportunities within busy clinical practice. However, they also re-
ported that although they felt that they were better informed about 
lifestyle and colorectal cancer prevention, they perceived many 
challenges to putting their knowledge and skills into practice.

3.3  |  Impact of training on current practice

Participants were asked whether they had made any changes to 
their current practice since attending the training course. Responses 
varied	reflecting	the	differences	in	local	practice.	A	participant	who	
stated that they were already engaging in health promotion activities 
reported	that	they	had	included	images	of	high	fibre	foods	and	ex-
amples of alcohol units to an online resource, which they can access 
and show to patients during their health check. Others were yet to 
have the opportunity to adjust practice but felt that they were more 
confident	to	broach	preventative	topics.	Some	participants	reported	

F I G U R E  2 Topic	guide	themes	for	telephone	interviews

Theme Key areas Prompts

Attainments from training 
course

Ability to deliver prevention 

advice

Knowledge e.g. fibre

Skills development

Raising the issue

Perceived further training 
needs

Topic areas e.g. symptoms, diet Suggestions for future course 

developments

Style of training

Opportunities to 
implement/change practice

Examples of change attempts Confidence in health promotion 

practice

Enabling factors

Current settings Opportunities

Barriers

Maintaining practice

Updating practice

Wider settings Working collaboratively with 

others

External support for current 

practice
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putting up posters and/or seeking out leaflets for the clinic, although 
the provision of resources and signposting varied. Most of the leaf-
lets	utilised	were	from	charity	sources	(as	opposed	to	the	NHS).	There	
were	 no	 examples	 given	 on	 structural	 changes	 that	 would	 enable	
health promotion to be embraced within routine clinic appointments.

3.4  |  Barriers to health promotion in 
clinical practice

Several	 participants	 raised	 concerns	 that	 a	 colonoscopy	 appoint-
ment was not the appropriate place to give lifestyle advice. The main 
reasons for this view were time restrictions and patient responsive-
ness	(too	worried	if	waiting	for	procedures	or	exhilarated	if	given	the	
all clear). Indeed, a lack of time for health promotion activities was 
mentioned by all participants.

I mean the actual content and what they (the tutors) 
were telling us was all very interesting and informa-
tive, I'm not sure how I can actually take that and 
transport it into what we do on a daily basis because 
the time availability isn't there. I think the patients are 
coming to talk about whether they might have cancer 
and what this test is going to be about and if you start 
talking to them too much about health issues it sort of 
got them there on false pretences. 

(Participant	Nine)

… “maybe you could just take 15 minutes in the ap-
pointment”, but that's completely impossible, we're 
very limited by time……because a patient comes in 
believing that they've got cancer or thinking that 
they've got cancer so, to talk about prevention at 
that point isn't relevant… …sometimes they're more 
engaging then [after colonoscopy] but …it is diffi-
cult because they're just so relieved they've had a 
normal result that you know, they're …flying high on 
that and they're not probably taking the information 
in so much. 

(Participant Five)

However, there seemed to be other reasons why lifestyle topics 
might	not	be	discussed.	For	example,	avoiding	talking	about	weight:	-

Not	due	to	lack	of	confidence	but	more	to	do	with	
what	happens	next	as	you	don't	have	time	to	really	
go into it with the patient other than a sentence or 
two. 

(Participant	Seven)

Additionally,	participants	highlighted	 that	consultations	were	pa-
tient	 led	and	so	dependent	on	what	questions/concerns	 the	patient	

raised, which in turn determined what opportunities presented to dis-
cuss	lifestyle	topics	and	provide	prevention	advice.	An	example	sce-
nario	given	by	the	SSPs	was	when	a	patient	presents	with	heightened	
anxiety	about	their	(screening)	test	result,	leaving	limited	opportunity	
to engage in health promotion.

I think sometimes we have to be careful because in 
our clinic, patients are so focused on thinking "oh 
goodness, does this stool test kit mean I've got can-
cer?" But, it really is very important that we focus on 
helping them with sort of bringing them down from 
that	anxiety	and	then	sort	of	helping	them	make,	you	
know, an informed decision about going forward for 
the test because it does have risks associated with it. 

(Participant Four)

It was recognised that discussing colorectal cancer prevention 
might be appropriate when someone has been given a negative or 
normal result. However, there were some concerns that patients, fol-
lowing a normal result, may not absorb all the information due to over-
whelming feelings of relief.

Thinking about the prevention of bowel cancer is with 
these people who have got the healthy, the ones with 
the normal results. Those who have (positive) findings 
we tend to focus more on what tests they've got to 
have and things like that. 

(Participant	Seven)

Some	participants	reported	that	selected	patients	may	be	more	
open to receiving preventative advice and making behavioural 
changes but that generally, they found a lack of knowledge and 
awareness among patients about the benefits associated with life-
style change. Misinformation in the media was also viewed as a 
challenge, or barrier, to engaging patients in screening and health 
promotion, often resulting in further time being taken up to address 
common misconceptions.

You	might	 remember	some	years	ago	 that	 the	Daily	
Mail ran a thing about a blood test that could tell you 
about bowel cancer. I read it and I read the whole 
paper report and then somebody in clinic said, “I don't 
want that, I want the blood test”. I said, “did you actu-
ally read the report?” and she said, “no that's what the 
headline says” and I said, “well if you had read it, what 
it	said	was…….”.	A	 lot	of	 it	 is	about	making	sure	that	
you are aware of what is going on out there and you 
actually read the information because they will read 
the headline and they won't read the details. 

(Participant One)

Participants	also	expressed	some	scepticism	about	the	likelihood	
of achieving behaviour change in patients of colorectal screening age 
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(60–74	years)	whom	they	 thought	might	not	want	 to,	or	be	able	 to,	
change the ‘habits of a lifetime’.

Bear in mind that people we're talking to are in their 
60's	and	70's	 so	 their	 lifestyle	has	been	such	as	 it's	
been all their life, they're very reluctant - well some 
of them might be willing to make small changes - but 
some sort of think well I've been like this all my life, 
I'm not going to change now. 

(Participant	Nine)

Some	noted	that	there	may	be	better	opportunities	to	deliver	life-
style	advice	at	earlier	time	points,	including	the	flexible	sigmoidoscopy	
programme (patients are 55 years old).

We also run the bowel scope screening which is an-
other programme that connects to bowel cancer 
screening where people come in at the age of 55 and 
have	 a	 one-off	 flexible	 sigmoidoscopy	 and	 depend-
ing on the findings, they might have polyps they can 
sometimes be found to have bowel cancer, we're dis-
cussing	with	 all	 of	 those	 people	 the	 next	 steps	 and	
that often includes some health promotion, talking 
about diet. They're usually very receptive actually, 
there's a lot of those people I've had long chats with. 

(Participant	Seven)

Some	mentioned	 that	 the	 patients	 put	 up	 their	 own	 barriers	 to	
receiving lifestyle advice and put the onus back onto the healthcare 
system to find ways to manage their problems.

I did have one that came in that was so overweight 
that they overflowed the chair in every direction 
and when I suggested that perhaps they might look 
at some lifestyle changes that would help to perhaps 
reduce that problem somewhat, their answer was that 
we should get a bigger scanner. 

(Participant One)

It was also reported that there are people to whom it is difficult to 
give	advice,	for	example	those	with	mental	health	problems,	drug	and/
or alcohol problems or those with multi-morbidities. It was noted that 
further support and training would be useful in addressing these more 
complex	cases.

I suppose the challenges for some people who have 
chronic health problems, they don't get out, they have 
morbid obesity, maybe the people who are depressed 
it's very hard to motivate people….. I think there's a 
population out there, a very large population of peo-
ple who are stuck in that and financially they feel that 
they can't afford to eat a wide range of fruit and veg 
…..For some people, yeah that's a challenge and I think 

people with alcohol problems, a lot of people with type 
two diabetes, obviously people with language barriers, 
there's	yeah	there's	quite	a	few	people	out	there	who	
maybe you're going to find it very difficult in a very 
short space of time to get relevant information to. 

(Participant	Seven)

Participants reported that prevention was not viewed as a prior-
ity	within	the	clinic	setting	and	often	seen	as	something	‘quite	new’	in	
terms of their role as healthcare providers. Participants gave a range of 
suggestions for improving health promotion more generally, including 
involvement	of	local	communities.	One	example	was	community	en-
gagement activities aimed at promoting screening where participants 
reported that already, they would sometimes discuss lifestyle and pre-
ventative topics.

I think sometimes our opportunities of talking to 
patients about health promotion isn't necessarily in 
clinic but it's when the health centres are actively 
going off and doing health promotion, so if we are 
going out into the community you know to shopping 
centres or you know, local shows or we go to the 
health promotion event roadshows that's when we 
can do health promotion advice and give information 
and talk to people when they aren't side-tracked by 
their health issues at the same time. 

(Participant Ten)

When	 asked	 about	 support	 networks	 and	 other	 external	 re-
sources that could help to support health promotion practices, one 
participant suggested a dedicated health promotion clinic be set up 
either in the hospital or out in the community to help deliver pre-
vention advice. Others flagged potential opportunities working with 
GPs,	nurses	and	practice	managers	to	help	promote	lifestyle	advice,	
while some suggested working with community groups in poorer 
areas,	 for	 example	 minority	 ethnic	 groups	 to	 increase	 colorectal	
screening	uptake	and	lifestyle	advice.	A	further	range	of	profession-
als	within	the	NHS	were	highlighted	 including	dieticians,	specialist	
diabetes nurses, colorectal nurse specialists, stoma nurses and other 
teams	as	well	as	charities	 like	Age	Concern.	One	participant	men-
tioned that they use articles in newspapers or TV shows to help en-
gage with patients and another mentioned that they work closely 
with	some	of	the	GP	Practices	PPG's	(Patient	Participation	Groups).

So,	April's	our	Bowel	Cancer	Awareness	month	so	I'm	
down	there	with	any	number	of	poo	related	questions	
that I can lay my hands on to try and catch people as 
they're going in and out of the hospital and provide an 
opportunity for discussion. They have all the bowel 
cancer screening information there as standard so it's 
kind of a little drop in centre where people can get 
information. 

(Participant Eight)
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4  |  DISCUSSION

The training programme was perceived to be successful in increas-
ing knowledge about modifiable risk factors for colorectal cancer 
and ways to promote behavioural change. Participants reported in-
creased confidence in raising lifestyle issues with their patients.

A	 small	 number	 of	 attendees	 participated	 in	 the	 interviews.	
Thus, the findings should be considered illustrative rather than 
representative of all actual or potential attendees, or any particu-
lar	characteristics	(e.g.	gender,	experience,	location).	No	data	are	
available	on	why	some	attendees	did	not	respond	to	the	request	
for	 interviews	 and	 it	 is	 possible	 that	 the	participants	were	SSPs	
who had reflected on practical issues related to the course pro-
gramme. However, despite these limitations, the findings are rele-
vant for highlighting several challenges in moving evidence-based 
knowledge into practice.

Following course attendance, participants preparedness for 
introducing, discussing and advising on modifiable risk factors and 
the impact on everyday practice may have been less than antic-
ipated by the course providers. The use of posters and written 
materials seemed relatively straightforward but two major chal-
lenges were identified in the provision of verbal advice. Firstly, 
participants	questioned	 the	endoscopy	clinic	 as	 the	best	 setting	
to	 provide	 appropriate	 guidance	 given	 patient	 anxiety	 pre-in-
vestigation and post-investigation elation following negative re-
sults.	Additionally,	 it	 is	 plausible	 that	 some	patients	may	be	 less	
receptive to advice due to sedation. The opportunities provided 
by community settings were often considered more appropriate 
for	 prevention	 communications.	 Secondly,	 finding	 time	 within	 a	
45-minutes appointment to discuss lifestyle issues was reported 
to	be	challenging.	In	addition,	there	was	some	hesitancy	expressed	
over raising lifestyle topics (e.g. obesity) and not being able to fully 
engage with the issues that arise, as well as some concerns over 
the ability of older adults to change health behaviours. It is nota-
ble	however	that	exemplar	behaviour	(provision	of	a	health	check	
with interactive resources) was also reported, indicating that some 
NHS	 clinics	 (or	 certainly	 individual	 staff)	 can	 accommodate	 and	
support health promotion activities within the limitations of a 
screening setting.

This study is the first to report the impact of health promotion 
training on everyday practice in endoscopy settings and provides a 
unique	window	into	some	of	the	challenges	experienced	by	screen-
ing	 staff	 across	 different	 NHS	 centres	 in	 England.	 The	 numbers	
participating are small and less than half of attendees agreed to an 
interview, but the data provide a rich insight into the everyday real-
ities	of	SSPs	involved	in	trying	to	maximise	opportunities	(teachable	
moments) for meaningful health promotion.

The	 issues	raised	are	similar	to	those	highlighted	by	Anderson,	
Caswell, et al., 2013 in a survey of lifestyle advice by colorectal 
consultants which noted patient sensitivity, time available, role con-
straints and lack of skills in weight management as factors which 
mitigated against provision of advice. Within the oncology setting, 

studies of lifestyle advice to cancer survivors have demonstrated 
that health professionals often report that they were not the ‘right 
person’ to provide advice and lack of time and resources hinder opti-
mal communications (Koutoukidis et al., 2018). However, it is worth 
noting that clinicians who are aware of lifestyle guidelines are sig-
nificantly more likely to give lifestyle advice (Williams et al., 2015). 
Concerns about whether screening is the right setting for lifestyle 
interventions need to be balanced by reports demonstrating that 
patients can and do undertake health behaviour change after col-
orectal screening (Miles et al., 2003).

The rationale for offering guidance and support for lifestyle 
change to adults attending colorectal screening is sound. In pa-
tients with adenomas, diabetes risk is increased and weight loss 
in	 those	with	excess	body	weight	has	been	associated	with	de-
creased	 adenoma	 recurrence	 (Yu	 et	 al.,	 2016).	 Thus,	 weight	
management may decrease both CRC risk, diabetes and other 
obesity-related conditions. In addition, individuals who have had 
a positive screening test result compared to those with a neg-
ative result are at higher risk of premature death from all non-
CRC causes (as well as CRC) suggesting that a positive test may 
be indicative of a generalised inflammatory state associated with 
a wide range of chronic disease states which are amenable to 
preventative	 and	 therapeutic	 interventions	 (Libby	 et	 al.,	 2018).	
These results indicate the potential for health promotion given 
in the CRC screening setting to contribute to the reduction in 
multiple morbidities in older adults.

No	 specific	 recommendations	 for	 achieving	 successful	 health	
promotion activities can be made from the current work but it is 
clear that training per se is unlikely to achieve the full potential of 
the ‘teachable moment’, and several complementary approaches de-
serve	further	exploration.	Previous	successful	lifestyle	intervention	
trials	in	this	population	have	utilised	non-NHS	staff	(lifestyle	coaches)	
to deliver interventions, but have liaised closely with clinical staff to 
gain	NHS	expert	endorsement	(Stead	et	al.,	2012).	Opportunities	for	
exploration	in	this	area	include	assessing	the	impact	of	NHS	screen-
ing practitioners offering referrals to weight management and other 
lifestyle services that have been shown to be successful for weight 
loss	 in	 primary	 care	 settings	 (Aveyard	 et	 al.,	 2016).	 In	 addition,	
web-based learning could be offered within screening settings (to 
initiate lifestyle engagement) and lifestyle advice could be offered 
to patients, notably with high-risk adenomas, at follow-up clinics. 
However, such approaches need to be tailored to the client group 
and	informed	by	patient	views,	experiences	and	needs.

In conclusion, training on lifestyle modification for colorectal 
cancer	risk	reduction	for	SSPs	can	impact	on	skills	required	to	pro-
mote	behaviour	change.	However,	further	work	is	needed	to	explore	
how the screening environment can better support staff to deliver 
effective health promoting interventions.
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