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Abstract

Purpose Building on a study that found that lowering the age of bowel screening for Aboriginal and
Torres Strait Islander peoples to 40 years would be cost-effective, this research examined the acceptability

of lowering the bowel screening age for Aboriginal and Torres Strait Islander peoples in South Australia.
Methods Aboriginal community members aged < 50 years were recruited to form Aboriginal men’s (16 men)
and women’s (nine women) bowel cancer screening councils. The councils were presented with detailed

information relating to the topic and deliberated over two days.
Main findings The men’s and women’s councils were unanimous in their support for reducing the age of
bowel screening for Aboriginal and Torres Strait Islander peoples. The councils identified barriers to

reducing the age at participation, and participation in screening in general. Both councils were highly

engaged in the process of the two-day deliberation.
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Principal conclusions Lowering the age range for Aboriginal and Torres Strait Islander peoples participating in the
bowel screening program to 40 years was acceptable to both Aboriginal bowel cancer screening councils.
Keywords: Bowel cancer; Preventive health; Aboriginal and Torres Strait Islander; Faecal occult blood test;
Secondary prevention; Stakeholder participation
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Highlights

• Bowel cancer is the fourth most common cancer for Aboriginal and Torres Strait Islander peoples (Australian

Institute of Health and Welfare 2021).

• Aboriginal community members participated in facilitated discussions focused on the impacts of bowel cancer,

the screening process and the acceptability of lowering the age of screening.

• The findings of this study suggest that lowering the age range for Aboriginal and Torres Strait Islander peoples

participating in the bowel screening program is acceptable.
Introduction

Cancer is the leading cause of all deaths among

Aboriginal and Torres Strait Islander peoples

(Australian Institute of Health and Welfare 2018). After

breast (females), prostate and lung cancer, bowel

cancer is the fourth most common cancer for

Aboriginal and Torres Strait Islander peoples

(Australian Institute of Health and Welfare 2021).

To reduce the burden of bowel cancer, the Australian

Federal Government-funded National Bowel Cancer

Screening Program (NBCSP) offers free screening kits

and immunochemical faecal occult blood tests

(iFOBT) every two years from ages 50 to 74 years (at

the time of the study). The free iFOBT is posted to

eligible people at their listed postal address on

Medicare, which is the Australian universal

healthcare system. Recipients are invited to

complete the test at home and return the sample in

the reply-paid envelope. The iFOBT return rate was

40.9% nationwide in 2020–21, with 6% of the returned

tests requiring follow-up, which was usually a

colonoscopy (Australian Institute of Health and

Welfare 2023). The iFOBT return rate was lower in
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Aboriginal and Torres Strait Islander peoples (31.3%)

and a relatively higher proportion (9%) of the

returned tests required follow-up (Australian

Institute of Health and Welfare 2023).

Once diagnosed, there are significant health disparities

in bowel cancer outcomes for Aboriginal and Torres

Strait Islander peoples. In South Australia, Aboriginal

and Torres Strait Islander peoples are up to 9 years

younger at diagnosis (mean age 61 vs. 70 years), more

likely to have cancer diagnosed at advanced or

unknown stage (64.1 vs. 53.6%) and are significantly less

likely to survive five years after their initial cancer

diagnosis (57.3 vs. 67.3%) compared with non-

Indigenous Australians, respectively (Banham et al.

2017). There are several barriers to care that contribute

to these disparities in bowel cancer outcomes,

including: lack of knowledge about bowel cancer,

reduced screening and treatment, fear, lack of trust,

and lack of culturally appropriate services for Aboriginal

and Torres Strait Islander peoples (D’Onise et al. 2020).

Unsurprisingly, cancer was one of the health priorities

identified in the 2015 Next Steps for Aboriginal Health
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Research Report, which identified research priorities for

South Australia (King and Brown 2015). The ‘Getting to

Zero’ project was established through Wellbeing SA to

stop the cycle of Aboriginal and Torres Strait Islander

peoples dying from bowel cancer. As part of the project,

a modelling evaluation was conducted and found that

starting bowel screening earlier at 40 or 45 years for

Aboriginal and Torres Strait Islander peoples would be

cost-effective and could reduce deaths from bowel

cancer by up to 32% if current return rates were

maintained (Lew et al. 2022). If more kits were returned

and this rate was maintained (∼40%), starting bowel

screening at age 40 years could potentially reduce 50%

deaths from bowel cancer, and the program would be

cost-effective (Lew et al. 2022). The project has also

conducted a systematic literature review on the barriers,

enablers and implemented strategies of faecal occult

blood tests for Indigenous adults – it identified multiple

strategies that could be implemented in Australia to

increase bowel screening rates (D’Onise et al. 2020).

Acceptability of the population being screened is a

critical element in the Australian Government

‘Population based screening framework’, in addition to

a range of critical factors such as cost-effectiveness

and that early identification of disease leads to

reduced morbidity and mortality through effective

treatment (Lew et al. 2018). The second phase of the

‘Getting to Zero’ project and the aim of this paper was

to understand the acceptability of reducing the age of

bowel screening to 40 years for Aboriginal and Torres

Strait Islander peoples.

Methods

To appropriately engage local Aboriginal

representatives from across South Australia, to make

an informed recommendation, a community

engagement process was established. The community

engagement process was designed as a way of directly
First
engaging with a range of community members in a

culturally sensitive way to address a specific issue. The

groups of representatives who were brought together

were referred to as ‘bowel councils’ to reflect that

participants could call for any additional information

they needed to come to a decision, as active

participants in the process.

In 2021, members of the bowel councils were recruited

through the Wellbeing SA Aboriginal bowel cancer

screening officer, via personal recommendations,

automated flyers, promotion through Aboriginal

community-based organisations, personal and

business contacts, and word of mouth. It was not

possible to estimate the proportion of people reached

through any of the abovementioned processes to

determine the participation rate. Interested people

were sent a participant package that included

information (written in plain English) about bowel

cancer screening and the purpose of the workshop,

workshop details (venue, times) and details about

sitting fees, travel arrangements, reimbursement if

travelling in own vehicle and a participant consent

form. The eligibility criteria were: 1) Aboriginal and/or

Torres Strait Islander person aged < 50 years, 2) ability

to participate in a two-day process and 3) consent to

research participation. Informed consent from the

council members was obtained through a written

consent form. Ethics for this project was obtained

from the Aboriginal Human Research Ethics

Committee of the Aboriginal Health Council of South

Australia (#04-21-922). The project adhered to the

principles of the South Australian Aboriginal Health

Research Accord (Morey et al. 2017).

Participants were paid sitting fees at a rate of AU$30

per hour for their time and input into the workshops.

To support the attendance of council members from

outside the Adelaide metropolitan area, travel and
Nations Health and Wellbeing – The Lowitja Journal, Volume 3, 2025 | 3



Box 1. Introductory presentation content

summary

• Incidence and mortality from bowel cancer for

Aboriginal and Torres Strait Islander peoples and

the whole of Australia, including trends over time.

• Evidence about earlier age of onset for Aboriginal

and Torres Strait Islander peoples.

• Cost-effectiveness of lowering the age of screening

to 40 and 45 years, including the need for more

colonoscopies to be conducted to diagnose a single

case by reducing the age of screening.

• Benefits and risks of bowel screening (immuno-

chemical faecal occult blood tests [iFOBT] and

colonoscopy), including the risks of bowel perfo-

ration, need for further surgery, anxiety/distress

while awaiting results.

• How an iFOBT is completed.

• What a positive iFOBT indicates.

• Follow-up assessments after a positive iFOBT.

• Common bowel cancer treatments.

Original Research
accommodation were organised and paid for, and a

travel allowance was paid to members who travelled

the day before and/or after the workshop. Transport

was provided to the workshop venue and to return

participants to the accommodation each day following

the workshop. Catering was included for each day and

a group barbecue dinner was held on day one at the

venue after the workshop.

Following cultural protocol to support cultural safety,

two bowel councils were established: an Aboriginal

men’s and an Aboriginal women’s council.

It was anticipated that no intellectual property arising

from the research would generate any future financial

and/or intellectual benefits other than informing the

acceptability of reducing the bowel cancer screening age.

Aboriginal bowel cancer screening workshops

Over a two-day workshop in June 2021, the Aboriginal

men’s and Aboriginal women’s councils were provided

with the evidence, participated in discussions on the

benefits and risks of bowel cancer screening and asked

to vote on whether offering free bowel cancer screening

to Aboriginal and Torres Strait Islander peoples aged

40–49 years was acceptable. The councils were

conducted in English only with no translators. The role

of the councils was to determine whether it is

acceptable to offer free bowel cancer screening to

Aboriginal and Torres Strait Islander peoples from age

40 years instead of waiting to 50 years.

The workshop was deliberative. Participants had the

opportunity to focus on the one issue of bowel screen

over the course of two days and were provided with the

resources to do so. The goal for the decision-making was

to reach consensus, if possible, with discussion on all

matters encouraged. Participants had the opportunity to

ask any questions and to seek information fromwhoever

they chose to contribute to the deliberations.
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Day one started with a Welcome to Country and an

introductory presentation to the whole group, which

included both the men’s and women’s councils. The

introductory presentation, given by a public health

physician, included relevant evidence to make an

informed decision, including the fact that compared

with screening at the current target age range (50

years +), extending bowel cancer screening to younger

ages could prevent more bowel cancer, bowel cancer

deaths and potentially be cost-effective (Lew et al.

2022). Whilst lives would be saved, the risks to an

individual were also presented. An outline of the

content is provided in Box 1.

The group was then asked to consider whether the

benefits of bowel screening outweigh the harms or do
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the harms outweigh the benefits and is it acceptable

to lower the age of screening from 50 to 40 years. A

process for anonymous polls was agreed upon to

determine the number of council members who were

supportive of lowering the bowel cancer screening age.

Each council member was asked to cast their vote on

paper, which included the question: How do you feel

about lowering the age of bowel cancer screening

offered to Aboriginal people from 50 to 40 years of

age? There were five possible answers to select from: I

love it, I like it, I can live with it, I can’t live with it and I

loathe it. There was also a small space provided for a

written answer to the question: Please tell us why you

feel that way. This ‘check-in’ was asked and recorded

three times over the two days.

Council discussions were documented by the

facilitators during the discussion on a computer with

the screen projected such that everyone could see

what was recorded, verify and/or request

amendments in real-time; this included direct quotes.

All documentation was checked and agreed to by

participants before being shared beyond the group and

included in the results.

The men’s and women’s councils moved to separate

spaces to ensure that allmemberswere comfortable to

discuss body-related issues with others of their own

gender as is culturally appropriate. Each council began

with introductions, encouragingmembers to share their

personal journeys of family members who have either

been diagnosed with bowel cancer or who have

succumbed to thedisease. Each council thendiscussed

the various issues raised in the introductory

presentation, guided by an experienced facilitator. Each

council heard one additional presentation outlining, in

more detail, what the differences in lives saved and

costs saved could be if bowel screening was offered to

Aboriginal and Torres Strait Islander peoples from the
First
age of 40 or 45 years. The information was based on a

modelling study previously conducted by Lew et al. and

highlighted that, compared with screening at the

current target age range (50 to 74 years), extending

bowel cancer screening to younger ages for Aboriginal

and Torres Strait Islander peoples could prevent more

bowel cancer cases and deaths and be cost-effective,

but it could result in more risks (Lew et al. 2022).

The women’s council was facilitated by an Aboriginal

woman trained in facilitation. She has 50+ years’

experience working as a nurse in mainstream and

Aboriginal community-controlled health services,

including working collaboratively with cancer screening

services at a national, state and local level to address the

high incidence of cancer in the Aboriginal population in

health and Aboriginal women’s cancer in South Australia.

She was known to some of the participants and some of

the participants knew each other, which seemed to

contribute to a happy and relaxed atmosphere, where

people were engaged and wanted to learn more from

each other. The two-day workshop began with informal

social discussions, which were important to create a

relaxed atmosphere to carry on over the two days.

The women’s council continued by establishing group

norms to ensure that it was a culturally safe and

inclusive environment for everyone during the

workshop. The facilitator summarised the workshop

schedule and then led a group discussion about group

dynamics and ‘ground rules’ for the workshop, to

ensure that everybody felt welcomed and safe to

contribute to the discussion. Ground rules included ‘no

judgement’ and ‘respect each other’.

The Aboriginal men’s council discussions were

facilitated by three Aboriginal men trained in facilitation,

with detailed knowledge of bowel cancer and bowel

cancer screening. The facilitators were known to some
Nations Health and Wellbeing – The Lowitja Journal, Volume 3, 2025 | 5



Original Research
of the Aboriginal men’s council members and some

(but not all) of the members to each other; however,

the two-day format allowed for connections to be

made between the participants and with the

facilitators, allowing for open and trusting discussion.

The facilitators of both groups emphasised the key

questions for the workshop: Is it acceptable to lower

the age of bowel screening from 50 to 40 years of age?,

What are the benefits and harms of screening at a

younger age? and What stops people and encourages

people from participating in bowel screening?.
Theoretical framework and analysis

This project was driven entirely by Wellbeing SA, which

does not have a formal Aboriginal governance structure.

The team facilitating the workshop comprised all health

professionals who are supportive of and promote bowel

cancer screening in their professional practice. This

perspective may have created a bias in the research. The

teamattempted tomanage their bias by providing factual

information, including the benefits and risks of screening.

The facilitators and presenters always avoided emotive

languageorpersuasion.The teammembers for ‘Getting to

Zero’, including the researchers and health service staff

who facilitated the workshop, have broad perspectives

andexperiences including Indigenousandnon-Indigenous

members, clinicians, researchersandserviceproviders, as

described in the Author biographies. Findings were

extracted from the facilitators’ notes and thematically

analysed. Themes were checked by the facilitators for

accuracy and appropriateness. The findings and

representation of the project has been confirmed and

supported by the entire team.

Results

The eligible participants who were recruited were

Aboriginal, with no Torres Strait Islander peoples,

reflecting the majority Aboriginal population in South
6 | First Nations Health and Wellbeing – The Lowitja Journal, Volume 3, 2025
Australia, where 95.5% of the Indigenous population

identify as of Aboriginal origin, 2.7% identify as Torres

Strait Islander in origin and 1.8% identify as being of

both Aboriginal and Torres Strait Islander origin

(Australian Bureau of Statistics 2022).
Aboriginal men’s and Aboriginal women’s bowel

cancer screening council members were aged < 50

years and represented a vast number of language

groups, indicating both a diversity in geographical

location and in group identification across South

Australia. The men’s council comprised 16 Aboriginal

men from across South Australia. The women’s

council comprised nine women (see Table 1), although

an additional three had participated in the opening

session but withdrew from the workshop prior to

providing consent. The women were not questioned as

to why they chose to leave; this was intentional so as

not to make them feel pressured or coerced to stay. It

is possible that these women left because of language

barriers, as there was no translator present and

English was not their primary language. All participants

were interested community members who knew of

someone who had an experience of bowel cancer. One

participant had a personal experience of bowel cancer.

No healthcare professionals were recruited. A

summary of the votes for both councils is provided in

Table 2.

Aboriginal men’s council discussions

Discussions that were raised, amid frustration from

many participants regarding family members who had

lost their lives to cancer, included the importance and

encouragement of all Aboriginal men who are eligible

to perform the test. Other comments included

Aboriginal men’s need to abandon their selfish act,

‘shame’ and/or embarrassment cemented in the

syndrome that ‘it won’t happen to me’ attitude. Some

participants blamed sections of the Aboriginal health



Characteristic Aboriginal
men’s
council

Aboriginal
women’s
council

Number of council members 16 9

South Australian local health
networks

Barossa Hills Fleurieu 2 4

Central Adelaide 4 2

Eyre and Far North 1 0

Flinders and Upper North 0 0

Limestone Coast 0 0

Northern Adelaide 3 1

Riverland Mallee Coorong 0 0

Southern Adelaide 3 1

Yorke and Northern 3 1

Age range – years

35–39 3 1

40–44 5 2

45–49 8 6

Table 1: Characteristics of the Aboriginal men’s and Aboriginal
women’s bowel cancer screening councils

Vote 1 Vote 2 Vote 3

Men’s council

I love it 14 10 14

I like it 1 3 0

I can live with it 0 0 0

I can’t live with it 0 0 0

I loathe it 0 0 0

No vote 1 1* 0

Women’s council

I love it 8 9 9

I like it 0 0 0

I can live with it 1 0 0

I can’t live with it 0 0 0

I loathe it 0 0 0

No vote 0 0 0

*two people left before the vote.

Table 2: Voting for acceptability of lowering the age of
commencement of bowel cancer screening for Aboriginal and
Torres Strait Islander peoples to 40 years
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services, suggesting that more work, education and

promotion of cancer-related illness could be achieved

by increasing the workforce of Aboriginal male health

workers in local areas, stating that there are not enough

men out there to help the vulnerable men. It was
First
suggested the many men do not want to perform the

test because they fear the diagnosis and they would

rather not know. This is where the Aboriginal male

health workers could help alleviate those fears in private

conversations and spaces outside of the health service.

One member of the men’s council, and cancer council

ambassador, had been diagnosed with bowel cancer

and survived. His personal story to the male

participants reverberated through the room and with

participants who had experienced this in their

immediate families.

The initial responses to the first poll, as shown in Table

2, were very positive, with 14 of 16 selecting the option I

love it, one vote for I like it and another who chose not

to pick one of the five multichoice options but added a

comment stating, ‘I think it’s a good idea…’. Other initial

comments were centred around early detection,

treatment and reducing cancer-related deaths:

‘Great to be able to get early diagnosis so it can be

treated quickly, and we can stop it in its tracks’ and

‘The more Aboriginal men do the bowel screening

information, the less death.’

There was also a question from a council member

about the possibility of lowering the screening age

even further: ‘Why don’t we go to 30 years old? Get it

before another 10 years’.

Following the initial votes, discussion arose around

personal experiences of cancer, bowel cancer and

health, lived experience and traditional knowledge. The

council members also asked questions of the

facilitators around bowel cancer symptoms, genetics,

treatment and the bowel cancer screening process.

Subsequent discussion arose about shame and

stigma: ‘Still a lot of stigma. I have a family member
Nations Health and Wellbeing – The Lowitja Journal, Volume 3, 2025 | 7
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dying from bowel cancer at the moment, he won’t call

it ‘bowel cancer’ because of the shame’. Although the

shame of doing the test was acknowledged, the

language also turned around: ‘it would be more shame

telling your family you’ve got cancer, when you’ve got

the screening kit sitting in the top drawer.’
At the next poll, two of the participants had exited the

workshops, precipitated by other commitments. The

results of the poll were 10 I love it, three I like it and one

no multiple-choice option selected but with the

comment ‘Need to encourage family and motivate and

make sure you become priority first too’.
On the morning of day 2, the men’s council discussed

the need to provide more education and promotion to

encourage men to participate in bowel screening. The

council suggested that bowel cancer screening should

be promoted through respected (Aboriginal) people:

‘because when they talk, people listen’. There was a

consensus that the more people know, the better, with

one member saying, ‘Now that I know more, it’s a no-

brainer to get tested.’

At the final poll, the men’s council members

unanimously decided as a group in discussion that it is

acceptable to offer bowel cancer screening from age 40

years for Aboriginal and Torres Strait Islander peoples.
Aboriginal women’s council discussions

In the first poll at the beginning of the workshop, eight

of nine participants liked or loved the proposal to

lower the bowel screening age, and in polls two and

three, all nine participants liked or loved the proposal.

One member changed her vote from I can’t live with it

to I like it. She explained her reason for changing her

mind: ‘After seeing the demonstration of the kit, that’s

what swayed me’ (see Table 2).
8 | First Nations Health and Wellbeing – The Lowitja Journal, Volume 3, 2025
One of the participants shared a personal story about

her family member’s experience with bowel cancer

and his survival. The other participants admired her

bravery in telling a story and they reported that it

helped them to realise the severity of bowel cancer

and the importance of screening.

The facilitator conducted a health promotion and

education session on bowel screening and follow up if

the test was positive for cancer, utilising the bowel

screening flip chart and ‘How to do a bowel screening

test’ (Menzies School of Health Research 2017). The kit

was unpacked and the process was walked through.

As a group, there was then reflection on the session

and what they heard. The discussion included

comments that the information was eye-opening, and

information had not been available to them before.

They learned that bowel cancer does not discriminate

(all races affected), how to do the test (iFOBT) and the

age range of bowel cancer. Although the information

was overwhelming, they thought that it was good that

they had a ‘better understanding of the process of

what you have to do’, they learnt how to do the test

and thought it useful to ‘learn from a person with a

personal journey with cancer’. A women’s council

member explained:

You get this thing [bowel cancer screening kit] posted

to you and it makes you feel intimidated. I pushed it

away. Then another one came. Now I know about it

[after viewing the kit in the workshop,] I’d do it. At least

we know what we’re doing now when we do get

it...seeing the kit made us all at ease… when she

(facilitator demonstrating kit) actually took it out rather

than seeing a picture.

The next session was a presentation on how bowel

cancer screening could save lives and money. During
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the afternoon session the women’s council had further

discussions and explored the potential benefits and

harms of earlier bowel cancer screening. The Aboriginal

women’s council spoke about the ‘need to have

screening done’ and the importance of ‘screening at a

younger age’ because ‘earlier detection means earlier

treatment’ and that if it is ‘picked up early, easy to treat’

and that it will ‘save lives’. One participant stated:

If you don’t get to the doctors there will be a risk of

getting very ill, and won’t be able to treat it before it

(bowel cancer) gets to a big risk and they won’t be able

to help.

They also talked about the prevention of bowel cancer

through healthy eating, exercise and avoiding alcohol.

There was ongoing acknowledgement that the test

may make people feel embarrassed or ‘shame’: ‘five

minutes shame job is worth it’. They also agreed that

there were low risks of potential harm from bowel

screening: ‘Yes, definitely benefits outweigh the harm.

Only harm is if anything goes wrong during

[colonoscopy] procedure’.

The women’s council members unanimously decided

as a group in discussion that it is acceptable to offer

bowel cancer screening from age 40 years for

Aboriginal and Torres Strait Islander peoples.

On day two, the women’s council had some queries

around bowel screening and colonoscopies. A female

public health physician (KDO) was invited to come back

to the women’s workshop to answer their questions.

Further discussion included conversations about the

potential harms, including the waiting time

(approximately 3 months) for a colonoscopy following a

positive bowel cancer screening test result: ‘Waiting

could cause more stress and harm’. There were further

questions about the existence of Aboriginal support
First
groups and financial support for people and their family

members if people need to travel to Adelaide from

rural/remote South Australia for the follow-up.

Overall council consensus

During the conclusion of the workshop the Aboriginal

men’s and women’s councils were brought back

together, where the facilitators of each council

presented the council’s decision about supporting the

reduction in age for bowel screening from 50 to 40

years. There was further discussion as a group,

including further questions to the facilitators in

addition to feedback on how the two days had gone.

Both councils agreed that they were supportive of

offering bowel screening to Aboriginal and Torres Strait

islander peoples from the age of 40 years. While there

was no formal evaluation of participants’ satisfaction

with the workshop, anecdotal, informal comments as

the day concluded suggested that they found it to be

useful, informative and a positive experience.

Discussion

The NBCSP was established in 2006 and offered to

people aged 50 to 74 years based on available

evidence at the time. The program has since

undergone a series of evaluations and changes to the

50 to 74 years target age range in place at the time of

the study (Lew et al. 2018). Recent calls for re-

evaluation have been revived by changing bowel

cancer trends (Feletto et al. 2019), updated

international guidelines (United States Preventive

Services Task Force 2021) and moves towards risk-

stratified screening approaches (Lansdorp-Vogelaar

et al. 2022). Recent evidence of the acceptability of

reducing the age of bowel screening in the general

population has centred around the shift to risk-

stratified screening regimes (Dunlop et al. 2021; Young

et al. 2019). Although the focus of their study was on

cancer screening based on genetic risk, Dunlop et al.
Nations Health and Wellbeing – The Lowitja Journal, Volume 3, 2025 | 9
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illustrated that the Australian population are

supportive of risk-stratified screening, with increased

frequency for those at increased risk (Dunlop et al.

2021). These findings are broadly aligned with the

current study, where bowel cancer-related health

disparities for Aboriginal and Torres Strait Islander

peoples contributed to the acceptability of lowering

the screening age for the study participants.

The results of the program of work relating to evidence

for reducing age for bowel screen eligibility formed

part of the Australian Government review of the bowel

screen program. While the policy position for reducing

the age to 40 years for Aboriginal and Torres Strait

Islander peoples was evidence-based, the decision

was made to lower eligibility for all Australians to 45

years. Between the ages of 45 to 49 years, people

must ring or submit a webform to access a test kit

rather than the usual process of being delivered a

test kit.

This study used innovative methods to understand the

acceptability of a younger age at bowel screening for

Aboriginal and Torres Strait Islander peoples. It went

beyond the common focus group approach by utilising

deliberative democracy (McWhirter et al. 2014) to

engage participants. This approach was taken as it was

considered important that the participants be

provided with access to information or experts to fully

understand the benefits and risks of screening,

alongside sufficient time to deliberate and decide on

the outcome. Participants had discussions among

themselves but also with the facilitators, at times

seeking answers to specific questions to enable

ongoing participant discussions. Given the sensitivity of

the topic, the two days enabled supported discussion

about cancer and its impact on individuals, families

and communities, allowing for shared experiences to

inform discussions.
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Over the two days, the groups were provided with the

evidence, discussed the benefits and risks, and voted

on whether offering bowel screening to Aboriginal and

Torres Strait Islander peoples aged 40 to 49 years was

acceptable. The discussions of the Aboriginal men’s

and women’s councils occurred independently, the

discussions were similar, and both councils were

unanimous in their decision that it is acceptable to

offer bowel cancer screening from age 40 years for

Aboriginal peoples within South Australia.

There were some limitations in the process undertaken

in this research. Participants gave the feedback that they

would have preferred at least another day to discuss the

issues presented, and so it would be recommended to

allow for more time to deliberate in future. There were

no interpreters present, which limited the ability for

some participants to fully participate and may have

played a part in three participants opting to leave early.

Additionally, the fact that all of the participants knew

someone who had had bowel cancer or had a personal

experience with bowel cancer likely positively influenced

their participation in the workshop and their willingness

to support a lowered age for bowel screening to

commence. The proportion of the Aboriginal and Torres

Strait Islander population who would similarly know

someone impacted by bowel cancer or how unique

these groups of participants were is currently unclear.

More time for recruitment would have been preferred to

enable maximum participation from Aboriginal and

Torres Strait Islander communities across South

Australia. The discussions were recorded via note taking

by the facilitators. The notes did not attribute any

remarks to individuals, hence why the quotes do not

include a participant identifier.

Implications for public health

This research found that Aboriginal South Australians

who participated in a two-day workshop came to
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consensus that lowering the age range for Aboriginal

and Torres Strait Islander peoples participating in the

bowel screening program is acceptable. This finding

builds on previous work that also found lowering the

age to be cost-effective (Lew et al. 2022). The next

step is to understand the feasibility of lowering the age

at screening for Aboriginal and Torres Strait Islander

peoples and the health information/education

required to increase uptake of screening. Aspects of

implementation feasibility have been considered,

including a trial that examined the benefits of primary

healthcare distribution of test kits for Aboriginal and

Torres Strait Islander peoples, with good signs of

effectiveness in increasing participation in the

screening program (Menzies School of Health

Research 2020). Engaging with the Aboriginal

community using the council methods described here

was successful in soliciting useful perspectives to

guide culturally appropriate healthcare.

The implementation of modified screening regimes by

risk or population groups requires tailored, clear

messages specific to the target audience, an

understanding of the audience’s perceptions, trust in

the program and must be convenient (Dunlop et al.

2022; Dunlop et al. 2021). This study also highlighted

issues around the need for cultural safety, especially

to manage the shame associated with cancer. The

councils suggested that information about bowel

screening be provided more clearly but in a clear,

culturally sensitive way and by the appropriate people.

For example, it is more culturally appropriate to

receive information and advice from a healthcare

professional of the same gender and this will require

building the capacity of health workers. Access to the

test is also an ongoing issue in the community, given

the lack of fixed housing or lodging without a street

postal address, as the current NBCSP kits are not sent

to postal boxes or other non-traditional addresses.
First
Logistically completing the two-sample test can also

be challenging, as the samples need to be refrigerated

before they are returned to pathology. This additional

step is a barrier for those in shared housing or with no

fixed address. Addressing these barriers is key to

encouraging more Aboriginal and Torres Strait Islander

peoples to participate in screening and reduce the

burden of bowel cancer.
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