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Resumen

Introduccion: Las enfermeras son fundamentales en la prevencién y deteccion
precoz del cancer y las guias para la garantia de calidad en la deteccion precoz
del cancer recomiendan que estos profesionales se incluyan en los equipos
multidisciplinares de los programas. Sin embargo, el papel de la enfermera en
este ambito ha sido descrito en términos muy generales y no existen documentos
que describan las actividades de estos profesionales.

La mayoria de la literatura sobre el tema se ha desarrollado en ambitos
anglosajones y no se ha documentado suficientemente en nuestro pais. El
cribado de cancer y sus cuidados se deben ofrecer dentro de un contexto de
programas organizados con un riguroso sistema de evaluacion del proceso y de
los resultados. Por estos motivos, creemos importante identificar las actividades
de las enfermeras y poder evaluarlas, para dotar a la profesion de las

herramientas necesarias para ofrecer una practica excelente.

Para ello, se han identificado los siguientes objetivos: 1) Definir el rol de la
enfermera en los programas de cribado de cancer, 2) identificar los indicadores
de la actividad de la enfermera de cribado de cancer, 3) y evaluar los cuidados
enfermeros del programa de cribado de cancer del Institut Catala d’Oncologia en

relacion a la transmision de la informacion.

Metodologia: Para responder a estos objetivos se han utilizado diferentes
enfoques metodoldgicos.

El primer objetivo se alcanzé mediante tres articulos, el primero a partir de una
revision en profundidad de la literatura cientifica sobre las actividades de la
enfermera en los programas de cribado de cancer. El segundo articulo utilizd
metodologia Delphi para contextualizar las actividades, identificadas mediante la
revision, en los programas poblacionales del territorio espafiol. Este estudio se
llevd a cabo en una poblacion de expertos en cribado de cancer a los que se les
pidié que identificaran las actividades de enfermeria en este ambito, a partir de
la lista identificada mediante la revision de la literatura realizada en el articulo

anterior.



Y el tercer articulo, fue un estudio descriptivo en el que un grupo de expertos
realizd un analisis para identificar las intervenciones de la taxonomia Nursing
Interventions Classification, a partir del listado de actividades seleccionadas en
el articulo anterior.

Se planted el segundo objetivo del proyecto para identificar indicadores de la
actividad de la enfermera de cribado, y se resolviéo mediante dos fases.

La primera fase consistio en una revision bibliografica utilizando las palabras
clave “continuity”, “coordination”, “indicators”, “screening”, ‘nurs*’, “patient
navigat*”y “evaluation” a partir de las cuales se identificaron 14 articulos de los
que se extrajeron 118 indicadores potenciales. La segunda fase se hizo mediante
el consenso del grupo de expertos, al que se le entregd los 118 indicadores
potenciales para que los valorara.

El tercer objetivo era evaluar uno de los indicadores indicadores. Esta evaluacion
de la comprension de la informacion se hizo a través de una encuesta
transversal, cuya poblacién de estudio fueron los profesionales de atencion
primaria de L'Hospitalet de Llobregat. Se basé en una encuesta sobre los
conocimientos de los profesionales sobre procedimientos de cribado de cancer
colorrectal, los factores de riesgo, las recomendaciones de seguimiento posterior
a la exploraciéon diagnéstica y las estrategias de derivacion, asi como las
caracteristicas demograficas y profesionales de los sujetos de estudio. Y
posteriormente mediante un ensayo clinico controlado y aleatorizado por
conglomerados, que se realizd en los 12 centros de atencion primaria de
L'Hospitalet de Llobregat. La intervencion consistié en una sesidn informativa
sobre los procedimientos del cribado del cancer colorrectal y las
recomendaciones, en 6 de 12 centros (seleccionados aleatoriamente). Se utilizo
el mismo cuestionario que en el articulo anterior para ver el impacto de la

intervencion.

Resultados: Mediante la revision bibliografica se detecté que las enfermeras
llevan a cabo el seguimiento del participante en cribado, se aseguran de la
continuidad y la coordinacion durante todo el proceso, y proporcionan

informacion relacionada con el proceso.



El panel de expertos que participd en el estudio identificaron 25 actividades
realizadas por las enfermeras del cribado de cancer colorrectal, y 17 realizadas
por las enfermeras del cribado de cancer de mama.

Posteriormente, los expertos en taxonomia enfermera correlacionaron estas
actividades con 15 intervenciones catalogadas en la Nursing Interventions
Classification que correspondian a cuatro dominios y ocho clases.

Se propusieron indicadores que evaluaran la continuidad y la coordinacion del
proceso de cribado de cancer. El grupo de expertos seleccion6 7 indicadores
que fueron la adecuacion y tiempo de espera de la derivacion de participantes,
la entrega y disponibilidad del informe del proceso, la comprension de
profesionales implicados en el proceso, la satisfaccion y la comprension de
participantes.

En la evaluacion de la comprension de los profesionales implicados en el
programa se obtuvo una puntuacién media estimada (desviacion estandar) de
8,43 (1,30) sobre una puntuacion total de 12. En cuatro de las preguntas, mas
del 60% de las respuestas no fueron correctas, una estaba relacionada con los
factores de riesgo, dos relacionadas con las colonoscopias de seguimiento, y
una relacionada con el circuito de seguimiento. Sélo el 30,8% de los participantes
creia que eran responsables de determinar los intervalos adecuados de
seguimiento y de la programacién de estas colonoscopias.

Después de realizar la sesion informativa, se volvio a entregar el cuestionario
para ver el impacto de la intervencién realizada. No se encontraron diferencias
estadisticamente significativas entre el grupo intervencion y el grupo control, sin
embargo, en nueve preguntas se aumento el porcentaje de respuestas correctas
en el grupo intervencion, mayoritariamente relacionadas con el seguimiento

posterior a la exploracién diagndstica.

Conclusiones: Las actividades de la enfermera de cribado de cancer son
principalmente: actuar como gestora de casos y proporcionar informacion. Estas
actividades favorecen la continuidad y la coordinacidén durante el proceso, que
son clave para garantizar la calidad de los programas de cribado de cancer. Sin
embargo, la evaluacion continuada de los programas de cribado en cancer no
incluye indicadores de coordinacion y continuidad. Por ello, se proponen
indicadores que midan la continuidad y coordinacion del proceso de cribado



mediante la adecuacion y el tiempo de espera de la derivacion de participantes,
la entrega y disponibilidad del informe del proceso, la comprension de los
profesionales implicados en el proceso, la satisfaccion y la comprension de
participantes. La evaluacion continuada de estos indicadores permite detectar
areas de mejora y tiene como finalidad disefiar e implementar intervenciones que
contribuyan a mejorar la calidad de los programas de cribado en cancer. Los
resultados obtenidos de la medicion del indicador de comprension de los
profesionales implicados en el proceso revelan que, aunque conocen el proceso
de cribado de cancer colorrectal, hay algunos aspectos que podrian mejorar
como son los principales factores de riesgo no modificables del cancer colorrectal
y las recomendaciones de seguimiento posterior al cribado. Para mejorar estos
aspectos mas desconocidos sobre el cribado de cancer colorrectal, se disefid
una intervencion educativa basada en pildoras informativas. Esta intervencion
permiti6 mejorar ciertas areas de conocimiento, pero no de forma significativa.
Por lo tanto, es necesario disefar e implementar estrategias dirigidas a
incrementar el conocimiento de los profesionales de atencion primaria respecto

al circuito de los programas de cribado de cancer colorrectal.
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Abstract

Introduction: Nurses are fundamental in the prevention and early detection of
cancer, additionally guidelines for quality assurance in cancer screening
recommend that nurses should be included in the multidisciplinary program
teams. However, the role of the nurse in this area has been described in very
general terms and there are no documents describing the current activities of
these professionals in these programs.

Meanwhile, most of the literature on the subject has been developed in Anglo-
Saxon areas and has not been sufficiently documented in our country. For these
reasons, we believe important to identify and evaluate activities, to provide

excellent practical tools.

Objectives: 1) To define the role of the nurse in the cancer screening programs.
2) To identify evaluation indicators of the activity of cancer screening nurse. 3)
And to evaluate the nursing care of cancer screening program the Catalan

Institute of Oncology.

Methodology: To meet the objectives different methodological approaches have
been used.

The first objective was raised by three articles; the first article was made from a
thorough review of the scientific literature about the activities of the nurse in
cancer screening programs. The second article used Delphi methodology to
contextualize the activities, identified by reviewing, in population-based programs
of the Spanish territory. A population of cancer screening experts were asked to
identify nursing activities in this area from the list identified by literature review in
the previous article.

And the third article was a descriptive study in which a group of experts conducted
an analysis to identify the interventions of the Nursing Interventions Classification
taxonomy, from the list of selected activities in the previous article.

To solve the second objective of the project it was carried out by two phases.
The first phase consisted of a literature review using the keywords “continuity”,
“coordination”,  ‘“indicators”, “screening”, “‘nurs*’, ‘patient navigat*” and

“evaluation” from which 14 articles which were identified 118 potential indicators

11



were extracted. The second phase was made by consensus of the expert group,
which was given the 118 potential indicators for the asset.

The evaluation of nursing care was made by a cross-sectional survey; the study
population were primary care professionals of L'Hospitalet de Llobregat.

This descriptive study was based on a survey to gather information about the
knowledge of professionals on procedures for colorectal cancer screening,
colorectal cancer risk factors, the recommendations after the diagnostic
examination and referral strategies, and demographic and professional
characteristics of study subjects.

And then through a clinical trial cluster randomized controlled, conducted in 12
primary care centers of L'Hospitalet de Llobregat. The intervention consisted of a
briefing in six of the twelve centers (randomly selected) about colorectal cancer
screening program. The same questionnaire as in the previous article was used

to see the impact of the intervention.

Results: Through literature review has been found that nurses carry out
monitoring participant screening, ensure continuity and coordination throughout
the process, and provide information related to the process.

Forty-seven experts on cancer screening in the study identified 25 activities
performed by nurses 17 colorectal cancer screening performed by nurses of
screening for breast cancer.

Subsequently, nurse taxonomy experts correlate these activities with
interventions Nursing Interventions Classifications 15 corresponding to four
domains and eight classes.

To assess these indicators’ nursing care, the group of experts selected seven
indicators were: adequacy and waiting time derivation of participants, delivery
and availability of the report of the process, understanding professionals involved
in the process, satisfaction and understanding of participants

Was assessed one of the selected indicators, it was the understanding of the
professionals involved in the program. The estimated average score (standard
deviation) was 8.43 (1.30) on a total score of 12. In four questions, over 60% of
the answers were not correct: one related to risk factors, two related with follow-

up colonoscopies, and related monitoring circuit. Only 30.8% of participants

12



believed they were responsible for determining the appropriate intervals for
monitoring and programming colonoscopies.

He turned to deliver the questionnaire to see the impact of the intervention. No
statistically significant differences between the intervention group and the control
group were found, however, in 9 questions the percentage of correct answers
was increased in the intervention group, mostly related to diagnostic follow-up

exploration.

Conclusions: The activities of the nurse cancer screening are mainly: act as
case manager and provide information. One of the contributions of nurses is to
ensure that coordination and continuity of the process is maintained. However,
the continued evaluation of cancer screening programs does not include
indicators of coordination and continuity. The indicators measuring the continuity
and coordination of the screening process proposed were: the suitability and the
waiting time derivation of participants, delivery and availability of the report of the
process, understanding of the involved professionals involved in the process,
satisfaction and understanding of participants. The continuous assessment of
indicators detects areas for improvement and aims to design and implement
interventions, that help to improve the quality of cancer screening programs. The
results of the measurement’s understanding of the professionals involved in the
process reveal that, although they know the process of screening for colorectal
cancer, there are some aspects that could improve as are the main risk factors
are not modifiable colorectal cancer and recommendations post-screening follow-
up. To improve the unknown aspects of screening for colorectal cancer, an
educational intervention based on information pills was designed. This
intervention helped improve certain areas of knowledge, but not significantly. It is
necessary to design and implement strategies to increase the knowledge of
primary care professionals about the course of screening programs for colorectal

cancer.
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1.1. Epidemiologia y factores de riesgo del cancer

1.1.1. Epidemiologia del cancer

El cancer es hoy en dia uno de los principales problemas de salud publica en
todo el mundo por su incidencia, prevalencia y mortalidad. El envejecimiento de
la poblacion, el incremento de la incidencia de muchos tumores malignos y la
mejor supervivencia de los enfermos de cancer debido a los avances
diagnosticos y terapéuticos, han supuesto un aumento significativo del numero

de pacientes con cancer (Ferlay et al., 2013).

1.1.1.1. Epidemiologia del cancer de mama

El cancer de mama (CM) es la primera causa de muerte por cancer y el tumor
mas frecuente en las mujeres de todo el mundo (a excepcion de los tumores de
piel no melanomas). Se calcula que se diagnosticaron 1,67 millones de nuevos
casos en el afno 2012, lo que representa el 25,2% de todos los canceres
diagnosticados en mujeres. Y se contabilizaron cerca de 198.000 muertes (el
15.4% de las muertes por cancer) (Ferlay, et al. 2013 y Torre et al., 2015).

En el afio 2012, se diagnosticaron en Espafia mas de 25.000 nuevos casos de
CM. La tasa de incidencia ajustada fue de 67,3 casos nuevos por 100.000
mujeres. EI CM es la causa de muerte por cancer mas frecuente entre las
mujeres espanolas, y se estima que se producen mas de 6.000 muertes anuales
por esta enfermedad. La tasa de mortalidad ajustada en el afo 2012 fue de 11,8
por 100.000 mujeres (Ferlay et al., 2013).

1.1.1.2. Epidemiologia del cancer colorrectal

El cancer colorrectal (CCR) representa casi un 10% del total de canceres a nivel
mundial, es el tercer cancer mas frecuente diagnosticado en hombres y el
segundo en mujeres, con una estimacion de 1,4 millones de casos y 693.900
muertes en 2012 (Ferlay et al., 2013 y Torre et al., 2015).

En Espanfa, el CCR ha pasado a ser el primer cancer en frecuencia considerando
ambos sexos (L6pez-Abente, Ardanaz, Torrella-Ramos, Mateos, Delgado-Sanz,
y Chirlaque, 2010; Pollan, Michelena, Ardanaz, lzquierdo, Sanchez-Pérez, y
Torrella, 2010). La figura 1 muestra los casos nuevos y las muertes de los
canceres mas frecuentes en Espafia. (Ferlay et al., 2013 y Torre et al., 2015).
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1.1. Epidemiologia y factores de riesgo del cancer

Figura 1: Incidencia y mortalidad del cancer en Espaia en el 2012.

#  Casos nuevos  Muertes . () _Casos nuevos Muertes
1° Prostata Pulmén ) M Mama Mama
27.853 17.430 w1 25.215 6.075
2° Pulmon Colorrectal /7 [\ Colorrectal Colorrectal
21.780 8.742 \Y 12.979 5.958
3° Colorrectal Prostata Pulmoén Pulmén

19.261 5.481 LAl 4.935 3.688

Fuente: Ferlay J, Soerjomataram I, Ervik M, Dikshit R, Eser S, Mathers C, Rebelo M, Parkin DM,
Forman D, Bray, F. GLOBOCAN 2012 v1.0, Cancer Incidence and Mortality Worldwide: IARC

1.1.2. Factores de riesgo del cancer

El cancer es una enfermedad multifactorial debida al efecto combinado de
factores genéticos y ambientales. La mayor exposicién a agentes cancerigenos
en la poblacion general esta relacionada con los habitos de vida (De Vita,
Hellman, y Rosemberg, 2001). Algunos de estos factores son el tabaco, el
alcohol, la dieta, la exposicion solar, las radiaciones ionizantes, los carcinogenos
ocupacionales, la contaminacién atmosférica, los agentes infecciosos, los
diversos aspectos de la vida sexual y reproductiva, la herencia y el nivel
socioeconomico. El estilo de vida juega un papel fundamental en la patogenia
del cancer y son, por lo tanto, susceptibles de estrategias de prevencién primaria
(Riboli y Lambert, 2002; Riboli et al., 2002).

Existen otros factores de riesgo no modificables como la genética y la edad, que
tienen gran importancia en la incidencia y hacen necesario combinar la
prevencion primaria con otras estrategias para disminuir el impacto de la

enfermedad (Planificacion Sanitaria, 2005).
1.1.2.1. Factores de riesgo del cancer de mama

Se han identificado numerosos factores de riesgo asociados al CM. Sin embargo,
el principal factor de riesgo es la edad (Helmrich et al., 1983; McPherson et al.,
2000).

La mayoria de los factores de riesgo se relacionan con los antecedentes
reproductivos que modulan la exposiciéon hormonal durante la vida, por tanto, la

menarquia precoz (antes de los 12 afos), la menopausia tardia (después de los
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1.1. Epidemiologia y factores de riesgo del cancer

55) y la nuliparidad o un menor numero de embarazos aumentan el riesgo de
CM (Anothaisintawee et al., 2013; Burstein et al. 2008). Otro factor de riesgo
conocido es tener familiares de primer grado afectos de CM (Collaborative Group
on Hormonal Factors in Breast Cancer [C.G.H.F.B.C.], 2001).

1.1.2.2. Factores de riesgo del cancer colorrectal

El principal factor de riesgo no modificable del CCR también es la edad (Riboli y
Lambert, 2002; Riboli et al., 2002). Johnson et al., realizaron un metanalisis sobre
los factores de riesgo del CCR y concluyeron que la enfermedad inflamatoria
intestinal, los antecedentes de CCR en familiares de primer grado, un mayor
indice de masa corporal, el consumo de tabaco y la ingesta de carne roja
aumentan el riesgo de CCR. Aunque el consumo de alcohol y de carne
procesada mostrd algun efecto, no se encontrd significancia estadistica para
estos factores de riesgo. La OMS considera carne procesada a cualquier tipo de
carne que ha sido transformada con salazon, curado, fermentacion, ahumado u
otros procesos para modificar el sabor y preservar el alimento. Esto incluiria
beicon, salchichas, hamburguesas, embutidos, embutidos hechos con sangre,
carne picada de ave o visceras (Johnson et al., 2013).

Por otro lado, concluyeron que la actividad fisica y el consumo de frutas y
verduras disminuian el riesgo de CCR. Se encontré una cierta tendencia de un
efecto positivo con el uso de terapia hormonal y de aspirina y/o antiinflamatorios
no esteroideos, pero no se detecto significacion estadistica (Johnson et al.,
2013).
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1.2. Prevencion del cancer

Prevenir el cancer es promocionar y preservar la salud, restaurarla cuando esta
dafiada, y minimizar el sufrimiento y la angustia que la enfermedad produce. La
prevencion esta relacionada con la historia natural del cancer, que tiene diversas

fases y que se resumen en la figura 2.

Figura 2: Historia natural de cancer y los diferentes niveles de prevenciéon
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Adaptado de Mausner and Kramer, 1985

Inicialmente existe un periodo libre de enfermedad, aunque la persona esta
expuesta a los factores de riesgo para el cancer. Posteriormente se inicia la fase
preclinica y se produce la aparicion biologica de la enfermedad (Punto A de la
figura 2). Como resultado de la progresion de la enfermedad aparecen los
sintomas y/o signos que pueden provocar que se efectue el diagndstico del
cancer (Punto C). Se inicia la fase clinica, en el que la enfermedad puede derivar
a curacion, discapacidad residual, enfermedad permanente o cronica, o muerte
(Punto D). La prevencion de la enfermedad se relaciona con las diferentes etapas
de la historia natural de la misma, y clasicamente se han definido tres niveles

diferentes: la prevencion primaria, la secundaria y la terciaria.

La prevencidon primaria es la prevencion de la enfermedad mediante la
reduccion de la exposicion a los factores de riesgo o mediante un aumento de

su resistencia a ellos, evitando asi la aparicion de la enfermedad.

La prevencidén secundaria se refiere a la deteccion de la enfermedad en una
etapa inicial, cuando el tratamiento es mas eficaz que en el momento del

diagnostico y tratamiento habituales (Silva, 1999).

La prevencion terciaria hace referencia a todos los procedimientos que se
realizan en los pacientes con la enfermedad con el fin de evitar las

complicaciones clinicas y las recaidas. Es el uso del tratamiento y programas de
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1.2. Prevencion del cancer

rehabilitacion para mejorar el desenlace de la enfermedad entre los individuos
afectados (Silva, 1999).

El cuidado del cancer se produce en un continuo que va desde la prevencion al
tratamiento para la supervivencia o los cuidados al final de la vida. EI camino no
es lineal y no todo el mundo se detiene en cada fase o esta el mismo tiempo en
cada una de ellas (Figura 3). Este proyecto abarca hasta el momento del
diagndstico y por lo tanto no contempla ni el tratamiento del cancer ni su posible
desenlace. Se analizara la prevencion primaria y la secundaria, que forman parte

de las dos primeras fases del continuo (Prevencion y deteccion precoz).

Figura 3: Proceso de cuidado del cancer
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1.2.1. Prevencion primaria del cancer

La prevencion primaria del cancer pretende reducir la incidencia de cancer
mediante el control de las causas y la exposicién a los factores de riesgo (Silva,
1999). Por ello, el primer paso para poder actuar es conocer las exposiciones de
riesgo y evaluar su impacto sobre la presentacion de la enfermedad. Una vez
identificados los factores de riesgo y estimado su impacto en la poblacion, es
importante considerar los métodos para eliminar o reducir la exposicién a los
mismos. La intervencion debe ir enfocada a aquellos factores de riesgo que
puedan ser modificables como son los factores relacionados con el estilo de vida,

factores fisicos, quimicos, bioldgicos o sociales (Doll, Peto, 1981).

El 35% de las muertes por cancer en el mundo son atribuibles a 9 factores de
riesgo potencialmente modificables, que son: el tabaco, el alcohol, la dieta, la

exposicidn solar, las radiaciones ionizantes, los carcindgenos ocupacionales, la
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1.2. Prevencion del cancer

contaminacién atmosférica, los agentes infecciosos, y los diversos aspectos de
la vida sexual y reproductiva. Por tanto, las actividades de prevencion primaria
estaran relacionadas con estos factores de riesgo (Danaei et al., 2005).

Para afrontar el problema del cancer, la Union Europea puso en marcha en 1987
el programa Europa contra el cancer. Una de las iniciativas que surgieron a partir
de este programa, fue la redaccidon de un cédigo que sirviera como guia a todos
los ciudadanos de la UE. El cédigo se resume en algunas recomendaciones que
pueden reducir la incidencia del cancer y también la mortalidad relacionada con
esta enfermedad (Tabla 1) (Schiz et al., 2015).
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1.2. Prevencion del cancer

Tabla 1: Cédigo Europeo Contra el Cancer

1) No fume. No consuma ningun tipo de tabaco

2) Haga de su casa un hogar sin humo. Apoye las politicas antitabaco en su lugar de trabajo.

3) Mantenga un peso saludable.

4) Haga ejercicio a diario. Limite el tiempo que pasa sentado.

5) Coma saludablemente:
» Consuma gran cantidad de cereales integrales, legumbres, frutas y verduras.
« Limite los alimentos hipercaldricos (ricos en azucar o grasa) y evite las bebidas azucaradas.

« Evite la carne procesada; limite el consumo de carne roja y de alimentos con mucha sal.

6) Limite el consumo de alcohol, aunque lo mejor para la prevencion del cancer es evitar las

bebidas alcohdlicas.

7) Evite una exposicion excesiva al sol, sobre todo en nifios. Utilice proteccion solar. No use
cabinas de rayos UVA.

8) En el trabajo, protéjase de las sustancias cancerigenas cumpliendo las instrucciones de la

normativa de proteccién de la salud y seguridad laboral.

9) Averiglie si esta expuesto a la radiacion procedente de altos niveles naturales de radon en
su domicilio y tome medidas para reducirlos.

10) Para las mujeres:

* La lactancia materna reduce el riesgo de cancer de la madre. Si puede, amamante a su
bebé.

* La terapia hormonal sustitutiva (THS) aumenta el riesgo de determinados tipos de cancer,
limitelo. Limite el tratamiento con THS.

11) Asegurese de que sus hijos participan en programas de vacunacion contra:
* la hepatitis B (los recién nacidos)

« el virus del papiloma humano (VPH) (las nifias).

12) Participe en programas organizados de cribado del cancer:
« colorrectal (hombres y mujeres)

» de mama (mujeres)

* cervicouterino (mujeres).

Fuente: Schiiz et al., 2015
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1.2. Prevencion del cancer

1.2.1.1. Prevencién primaria del cancer de mama

Las estrategias de prevencién primaria del CM van encaminadas a disminuir la
aparicion de nuevos tumores, mediante la reduccion o desaparicion de los
factores de riesgo modificables. Aquellos relacionados con la reproductibilidad y
la exposicion hormonal son dificilmente modificables porqué implican cambios
sociales. Sin embargo, existen otros factores de riesgo que se consideran
modificables como son la reduccidn del consumo de alcohol, el aumento de la
actividad fisica, la reduccion de la obesidad y la no ingesta de terapia hormonal
substitutoria. Asi, las intervenciones iran dirigidas a la modificacion, reduccion o
desaparicion de estos factores de riesgo (Clarke, Purdi, y Glaser, 2006; Tirona,
Sehgal, y Ballester, 2010).

1.2.1.2. Prevencién primaria del cancer colorrectal

La evidencia disponible indica que las intervenciones de prevencion primaria en
el CCR pueden incidir en las diversas etapas del desarrollo de esta neoplasia:
previamente a la aparicion de los adenomas, durante el crecimiento de éstos y

en el proceso de transformacion a carcinoma.

No existen datos concluyentes en cuanto al efecto protector de determinados
habitos dietéticos, pero estan en estudio distintas sustancias con probable efecto
protector en relacion al CCR como una dieta rica en folatos y calcio, pobre en
grasa y carnes rojas. No existen datos en el momento actual que apoyen la dieta
rica en fibra y en antioxidantes como protectora. Se recomienda abandono del
habito tabaquico y evitar el consumo excesivo de alcohol. Realizar ejercicio fisico
de manera regular parece tener un efecto protector. En relacion a los farmacos;
la aspirina y los antiinflamatorios no esteroideos pueden disminuir la formacion
de pdlipos y promover la regresién de los mismos, aunque todavia no existen

resultados definitivos al respecto (Castells et al., 2004).
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1.2. Prevencion del cancer

1.2.2. Prevencion secundaria del cancer

La prevencion primaria no siempre es facil debido al desconocimiento o la
dificultad de modificar comportamientos, es por ello que la deteccidn precoz (o
prevencion secundaria) se ha visualizado como la mejor estrategia para mejorar
el prondstico de algunos tipos de cancer. Es la alternativa para interrumpir la
historia natural del cancer, ya que permite detectar lesiones precursoras o
detectar la enfermedad en fases iniciales, cuando el tratamiento es mas efectivo
(Tirona et al, 2010; Marzo-Castillejo et al., 2014). El estadio de la enfermedad en
el momento del diagnostico sigue siendo el principal factor prondstico, por lo
tanto, el conseguir el diagnostico precoz en un momento en que los tratamientos
sean mas eficaces y menos agresivos, sigue siendo una de las vias para abordar

el problema del cancer.

Existen diferentes intervenciones propuestas en los diferentes tumores y
situaciones para la deteccidon precoz del cancer que propone la United States
Preventive Services Task Force (USPSTF) y se resumen en la tabla 2 (Moyer,
2012).
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Tabla 2: Recomendaciones sobre el cancer

Cancer de mama

Recomendacion a favor de la mamografia de cribado cada 2 afios para las mujeres de 50-74 afios

La decision de iniciar un cribado regular cada 2 afios antes de los 50 afios debe ser individualizada y tener en cuenta las caracteristicas de los pacientes,
incluyendo sus preferencias en cuanto a los beneficios y riesgos

La evidencia para evaluar los beneficios y riesgos de la mamografia en mujeres mayores de 75 afios es insuficiente

Recomendacion en contra de ensefiar como se debe hacer la autoexploracion mamaria

La evidencia para evaluar los beneficios y riesgos adicionales del examen clinico de la mama mas alla del cribado con mamografia en mujeres mayores
de 40 afios es insuficiente

La evidencia para evaluar los beneficios y riesgos adicionales de utilizar la mamografia digital o la resonancia magnética en lugar de la mamografia
convencional como modalidades de cribado del cancer de mama es insuficiente.

Cancer de cuello uterino

Citologia de cribado (test Papanicolau) cada 3 afos en las mujeres de entre 21 y 65 afos. En las mujeres de 30 a 65 afios que quieren alargar el intervalo
de cribado, se puede combinar la citologia y el test del VPH cada 5 afios

Recomendacion en contra del cribado en las mujeres menores de 21 afios de edad

No recomienda del cribado en las mujeres de 65 afios si los cribados previos son negativos y no hay un riesgo elevado de cancer de cuello uterino

No recomienda el cribado en las mujeres histerectomizadas y que no presentan antecedentes de lesion precancerosa de alto grado (CIN grados 2, 3) o
un cancer de cuello uterino

Recomendacion en contra del cribado con el test del VPH, solo o en combinacién con la citologia, en mujeres menores de 30 afios de edad.

Cancer de ovario

Recomendacion en contra del cribado de ovario.
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Tabla 2: Recomendaciones sobre el cancer (continuacion)

Cancer colorrectal

Recomendacion a favor del test de sangre oculta en heces (TSOH) (anual), la sigmoidoscopia (cada 5 afios) o la colonoscopia (cada 10 afios) en adultos
de 50 a 69 afios. El balance beneficio-riesgo es diferente para cada una de estas pruebas

Recomendacion en contra del cribado en personas mayores de 85 afos

La evidencia para evaluar los beneficios y riesgos adicionales de la colonoscopia mediante tomografia computarizada y test de ADN es insuficiente.
Cancer de préstata

Recomendacion en contra del cribado con PSA en cualquier grupo de edad.

Cancer de pulmén

Cribado anual con tomografia computarizada con baja dosis de radiacién en las personas con riesgo elevado de padecer un cancer de pulmon (personas
de 55 a 80 afios que han fumado 30 paquetes-afio, que son fumadoras en la actualidad o han dejado de fumar en los ultimos 15 afios

Se excluye alas personas que no han fumado durante los ultimos 15 afios, o que desarrollan un problema de salud que limita sustancialmente la esperanza
de vida o que no tienen la capacidad o la voluntad de someterse a un tratamiento quirirgico de pulmoén.

Cancer de piel (melanoma, basocelular, espinocelular)

Consejo a los nifios adolescentes y adultos jévenes de 10 a 24 afios que tienen piel clara para minimizar la exposicion a la radiacién ultravioleta para
reducir el riesgo de cancer de piel

La evidencia para evaluar los beneficios y riesgos adicionales del consejo para la prevencion del cancer de piel en adultos mayores de 24 afios es
insuficiente

La evidencia para evaluar los beneficios y riesgos adicionales del examen completo de piel, mediante exploracion clinica por parte de un profesional o el
autoexamen para el diagnéstico precoz del cancer de piel, es insuficiente.

Cancer de vejiga urinaria

La evidencia para evaluar los beneficios y riesgos es insuficiente.
Adaptado de: Marzo-Castillejo et al., 2014
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1.2.2.1. Cribado de cancer

El cribado es la busqueda sistematica, mediante una prueba o exploracion, de
una enfermedad en fase precoz o de lesiones precursoras de esta, en una
poblacién asintomatica (Silva, 1999; Wilson y Jungner, 1968). Es una medida de
prevencion secundaria y la Organizacion Mundial de la Salud (OMS) la definid
como “la identificacion presuntiva, con la ayuda de pruebas, examenes u otras
técnicas susceptibles de aplicacion rapida, de los sujetos afectados por una
enfermedad o por una anomalia que hasta entonces habia pasado
desapercibida”. El objetivo principal es el de disminuir la incidencia de
complicaciones derivadas de una patologia, disminuir la mortalidad y/o aumentar

la calidad de vida de las personas afectadas por esta patologia (Wald, 2001).

Si bien el objetivo de la deteccion precoz de un cancer es principalmente el de
reducir la mortalidad por esta causa, antes de recomendar un cribado se debe
tener muy presente el hecho de que también comporta efectos adversos

diversos.

El efecto adverso mas frecuente es el numero de falsos positivos (la prueba de
cribado es positiva, pero después de realizar otras pruebas confirmatorias,
finalmente no se ha diagnosticado cancer). En parte, es consustancial a los
cribados un alto porcentaje de falsos positivos ya que, en el contexto de una
poblacién asintomatica, la prevalencia de los distintos canceres es baja y, por
consiguiente, no podemos esperar valores predictivos positivos altos. Sin
embargo, los falsos positivos, conllevan por una parte la ansiedad que se sufre
hasta tener un resultado definitivo y, por otra, el uso de pruebas diagnosticas y
tratamientos innecesarios. Estas pruebas confirmatorias y tratamientos también
pueden tener sus propias complicaciones y efectos adversos (incluidos los falsos
diagnosticos definitivos). (Gray y Austoker, 1998).

El ndmero de falsos negativos también se considera un efecto adverso del
cribado ya que se ha descrito que pueden producir una sensacion de excesiva
seguridad y retraso en la busqueda de atencion sanitaria frente a la presencia de
sintomas asociados a la enfermedad cribada.
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Por ultimo, no puede olvidarse que los cribados podrian detectar lesiones
precancerosas que quizas no se hubieran convertido nunca en canceres
sintomaticos (sobrediagnostico y sobretratamiento) y mucho menos llegar a
estadios avanzados con resultado de muerte (Holland, Stewart, y Masseria,
2006).

Esta relacidn entre beneficio y riesgo no es constante, sino que este equilibrio
puede ir cambiando. La tabla 3 resume los principales beneficios y los riesgos

del cribado.

Tabla 3: Beneficios y riesgos del cribado

Beneficios:

Mejora del prondstico de los casos detectados
Tratamiento menos radical que cura los casos precoces
Ahorro de recursos

Mayor tranquilidad en casos con resultado negativo

Riesgos y Desventajas:

Mayor tiempo de morbilidad en casos que no mejoran su pronéstico
Sobretratamiento de anomalias de prondstico incierto
Riesgo de efectos adversos por el proceso de cribado
Costes afiadidos
Falsa tranquilidad en los casos falsos negativos
Fuente: Holland et al., 2006

Debido a todos estos posibles riesgos, toda actividad de cribado requiere una
serie de condiciones para que se pueda aplicar. En este sentido, en 1968 Wilson
y Junger definieron los principios necesarios para implantar un programa de
cribado (Wilson y Junger, 1968). Estos principios se muestran en la tabla 4.
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Tabla 4: Principios de un programa de cribado

1- La condicién ha de ser un importante problema de salud

2- Debe existir un tratamiento aceptado para los pacientes con la enfermedad

3- Los recursos para el diagnéstico y tratamiento deben estar disponibles

4- Debe existir una fase latente o estadio preclinico

5- Debe existir un test adecuado para examinar el 6érgano

6- El test ha de ser aceptado por la poblaciéon

7- La historia natural de la condicién, incluyendo el desarrollo desde fase latente hasta
enfermedad declarada, debe ser entendida

8- Debe existir una politica acordada de a quién tratar como pacientes

9- El coste de encontrar un caso (incluyendo el diagnéstico y tratamiento de pacientes
diagnosticados) debe ser econémicamente balanceado en relacion al tratamiento total

10- El cribado ha de ser un proceso continuo y no de una sola ronda

Fuente: Wilson y Junger, 1968

Principios del cribado:

a. Una enfermedad adecuada:

Fase preclinica detectable: Para que una enfermedad sea adecuada para el
control a través de un programa de deteccion y tratamiento precoces, tiene que
incluir una fase preclinica suficientemente larga durante la cual sea detectable.
Tratamiento precoz: El tratamiento precoz debe ofrecer alguna ventaja frente al
tratamiento posterior.

Importancia de la enfermedad: La enfermedad debe ser un problema de salud

importante, medido mediante la prevalencia, incidencia o mortalidad.

b. Una prueba de cribado adecuada:
Debe estar dirigido a una enfermedad adecuada con una prueba adecuada. Para
evaluar si se trata de la prueba de cribado adecuada, es necesario considerar su

validez y aceptabilidad.

C. Un programa de cribado adecuado:

Antes de implantar un programa de cribado se debe contar con todas las
facilidades de diagnostico y tratamiento de los sujetos positivos en la prueba.
Se debe garantizar la continuidad asistencial y se deben realizar controles de
calidad de manera periodica.
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Los criterios de Wilson y Junger se definieron ya hace mas de 40 afios, y desde
entonces muchos autores han intentado adaptar o reinventar estos criterios para
adaptarlos al contexto actual de los cribados. En 2008 la OMS presentd una
revision de criterios adaptados a los avances tecnoldgicos sufridos en los ultimos
40 anos, sobretodo en el ambito de la gendmica (Andermann, Blancquaert,

Beauchamp, y Déry, 2008).

Revisidn de los criterios del cribado (Andermann et al., 2008):

* El programa de cribado debe responder a una necesidad reconocida.

* Los objetivos del programa de cribado deben ser definidos desde el principio.
» Debe haber una poblacién definida.

* Debe haber evidencia cientifica de la eficacia del programa de cribado.

* El programa debe integrar educacion, pruebas, servicios clinicos y gestién del
programa.

* Debe haber garantia de calidad, con mecanismos para minimizar los riesgos
potenciales de cribado.

» El programa debe asegurar la eleccion informada, la confidencialidad y el
respeto por la autonomia.

* El programa debe promover la equidad y el acceso a la deteccion de toda la
poblacion diana.

* La evaluacion del programa se debe planificar desde el principio.

* Los beneficios generales de cribado deben compensar el dafo.

Tipos de cribado

Los cribados se pueden clasificar en funcién de diferentes caracteristicas
(Delgado, 2006):

En funcion del numero de enfermedades que criba: Existen los cribados simples

(para una sola enfermedad) y los cribados multiples (para varias enfermedades).
Consiste en la aplicacion de dos o mas test de cribado combinados a un gran

numero de personas. Se realiza para economizar en tiempo y esfuerzo humano.

En funcion del numero de etapas: El cribado monofasico (se criba mediante una

sola etapa) y cribado multifasico (de varias etapas).
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En funcién de la poblacion cribada: Existe el cribado no selectivo (dirigido a toda

la poblacion) y cribado selectivo (dirigido a un grupo seleccionado con un riesgo
elevado).

Un cierto tipo de cancer es una enfermedad relativamente poco frecuente en la
poblacién general, por ese motivo los programas de cribado tienen que cribar a
un numero importante de sujetos para encontrar un cancer.

El cribado dirigido a grupos de alto riesgo (o cribado selectivo) permitiria limitar
el cribado a estos grupos y tener programas mas eficientes. Previamente, para
el cribado selectivo, es importante identificar estos grupos de alto riesgo de
manera eficiente y conocer el porcentaje total de un determinado tipo de cancer
que se da en este grupo frente a el porcentaje que se da en grupos de riesgo
moderado o bajo.

La mayoria de los casos de cancer en una poblacion se dan en sujetos con un
riesgo moderado o bajo y sélo una pequefia parte en sujetos de alto riesgo. De
esta manera, un programa de cribado en grupos de alto riesgo puede ser
altamente eficaz para este grupo de sujetos, pero ineficaz a nivel poblacional ya
que en el mejor de los casos solo puede detectar una pequefia parte de los casos
de la poblacion. Hasta la fecha, el cribado selectivo basado en grupos de alto

riesgo definidos por factores etiolégicos no se ha demostrado util.

En funciéon del momento de deteccion: Hay dos tipos de cribado, el precoz

(busqueda de la enfermedad en su estadio inicial) y el cribado tardio (busqueda

de casos “olvidados” en la poblacion).

En funcion del método de acceso a la poblacion: Desde el punto de vista

organizativo, el cribado del cancer se puede ofrecer a la poblacion como un
programa organizado (dirigido al conjunto de la poblacién) o como cribado
oportunista (se criba a la persona cuando se presenta en un servicio sanitario).
El cribado oportunista es el que se ofrece desde los servicios sanitarios
asistenciales a las personas que acuden al médico por otra razén diferente de la
condicion que se quiere cribar. Consigue una menor cobertura poblacional que
se traduce en un menor impacto poblacional y en consecuencia se puede
acompanar de desigualdades. Estas desigualdades son menores en el cribado
organizado ya que la busqueda de participacion es activa en toda la poblacion
diana.
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Los criterios de calidad de un cribado organizado estan definidos y son
homogéneos entre los diferentes programas, en cambio en los cribados
oportunistas los criterios son propios de cada servicio.

Otra diferencia importante entre estos dos tipos de cribado es la evaluacion, que
en el caso de los organizados se puede evaluar la cobertura, los resultados y la
calidad, sin embargo, en los programas oportunistas estos aspectos son dificiles

de evaluar.

Es recomendable ofrecer el cribado dentro de un contexto de programas
organizados en los que se garantice la calidad, la accesibilidad, la equidad, y la
informacion a la poblacién sobre los beneficios y efectos adversos. Un programa
organizado implica tener un equipo multidisciplinar de profesionales, una
estructura definida del cribado, un sistema riguroso de evaluacion del proceso y
de los resultados, y una retroalimentacion de la evaluacion a los participantes y
a los profesionales implicados (Lynge, Tornberg, von Karsa, Segnan, y van
Delden, 2012).

1.2.2.2. Situacion de los programas de cribado de cancer

Cuando se analiza la evidencia existente procedente de ensayos aleatorios
controlados se concluye que, hasta el momento, unicamente se recomienda
implantar programas de deteccion precoz en el CM, en el CCR y en el cancer de
cuello de utero (Von Karsa et al. 2008). Es por este motivo, que el Ministerio de
Sanidad Espafiol, junto con las comunidades auténomas (CCAA) y diversas
sociedades cientificas, ha definido una cartera comun basica de servicios
publicos sobre los cribados, que incluye programas poblacionales de cribado de
CMy CCR, y oportunista de cuello uterino.

En junio de 2013 el grupo de expertos sobre concrecidn de cartera comun de
servicios para cribado de cancer elabor6 un informe proponiendo las
caracteristicas de la cartera comun basica de servicios del Sistema Nacional de
Salud en lo que se refiere a cribado de cancer (Grupo de trabajo sobre
concrecion de la cartera comun de servicios del Sistema Nacional de Salud para
cribado de cancer, 2013).
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1.2. Prevencion del cancer

Las caracteristicas propuestas fueron las siguientes:

1.

36

Cribado de Cancer de Mama

Con caracter general, el cribado de CM se debe realizar en el marco de
programas organizados de caracter poblacional a las mujeres residentes de
50-69 afios de edad, mediante mamografia cada dos anos.

Cribado de Cancer Colorrectal

Con caracter general, el cribado CCR se debe realizar en el marco de
programas organizados de caracter poblacional a los hombres y mujeres
residentes de 50-69 afos de edad mediante el TSOH cada dos afios.
Mientras que la cobertura del cribado de cancer de mama es de
aproximadamente el 100%, el cribado de cancer colorrectal esta en proceso
de implementacion y extension en la mayoria de las comunidades
autonomas. Por ello, se propone que estos programas se vayan implantando
de forma progresiva con el objetivo de que, en el plazo de 5 afios, desde la
entrada en vigor de la norma, todas las CCAA hayan iniciado este programa
y en 10 afios la cobertura (invitacion a participar) se aproxime al 100%.

Cribado de Cancer de Cuello Uterino

La realizacion de pruebas de cribado de cancer de cuello uterino se indicara
a las mujeres con edades comprendidas entre 25 y 65 afios mediante
citologia cervical cada 3-5 afos.

En Espania, el cancer de cuello uterino es un tumor con una baja incidencia y
mortalidad debido, en parte, a la realizacion de citologias cervicovaginales en
un alto porcentaje de mujeres espafolas desde hace varias décadas.
Paralelamente, se han introducido recientemente la vacuna frente al VPH y
técnicas para su deteccion, que van a implicar una modificacion a medio
plazo de las bases con las que hay que realizar este cribado (poblacién
objetivo, test de cribado, intervalo entre exploraciones), asi como la forma de
ofertarlo.

Actualmente, a nivel europeo se esta trabajando para actualizar la guia de
calidad del cribado de cancer de cuello uterino, en la que se incluiran
recomendaciones para mejorar los programas de cribado de este tipo de

cancer teniendo en cuenta este nuevo escenario.
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Por estos motivos, el grupo de trabajo consideré recomendar que continue la
prestacion de este servicio tal y como se esta realizando hasta ahora, a la

espera de las proximas recomendaciones europeas.
1.2.2.2.1. Cribado de cancer de mama

La historia natural del CM favorece la posibilidad de la deteccion precoz mediante
un test de cribado, ya que existe una fase preclinica detectable en que su

duracién es de 1 a 3 anos.

La mamografia actualmente es la unica prueba o test de cribado que permite
reconocer lesiones en una fase inicial, lo que puede incrementar la tasa de
diagnosticos en estadios localizados. Su resultado no determina un cancer, por
lo que es imprescindible la realizacion de pruebas radiolégicas complementarias

para establecer el diagndstico definitivo.

En Espana la cobertura actual de los programas de cribado de CM es del 100%
en todas las CCAA vy sus caracteristicas se describen a continuacion (Ascunce
et al., 2010; Mellado y Osa, 2013; Red de Programas de Cribado de Cancer):

- Tipo de programa: Programa poblacional.

- Poblacién objetivo: 50-69 afios de edad, excepto en cinco CCAA donde la

poblacién objetivo también abarca a las mujeres de 45 a 49 afos.
- Prueba de cribado: Mamografia.

- Caracteristicas de la prueba: El numero de proyecciones es de 2 en cada

mama en el cribado inicial.

- Numero minimo de lecturas/afo: No se exige en todas las CCAA. Siguiendo
las directrices europeas es recomendable que cada radidlogo realice un

minimo de 5.000 lecturas anuales).

- Meétodo de lectura: Mayoritariamente la doble lectura (sin y con consenso).
No obstante, las modalidades varian entre CCAA, y pueden ser simple (un
lector), doble con consenso (2 lectores, que indican las pruebas
complementarias por acuerdo), doble sin consenso (2 lectores con indicacion

de prueba complementaria si alguno lo sugiere), y doble con arbitrio (2
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lectores y, si no concuerdan, un tercer radiélogo para hacer prevalecer la

conducta coincidente).

Intervalo entre exploraciones: 2 anos.

La tabla 5 resume las caracteristicas de los diferentes programas de cribado de

CM del territorio espafiol.

Tabla 5: Caracteristicas de los programas de cribado de CM en Espaia

CCAA Ano Inicio Edad Intervalo Prueba cribado inicial

Andalucia 1995 45-69 2 afios Mamografia 2 proyecciones
Aragén 1997 50-64 2 afios Mamografia 2 proyecciones
Principado de Asturias 1991 50-69 2 afios Mamografia 2 proyecciones
Islas Baleares 1997 50-69 2 afios Mamografia 2 proyecciones
Canarias 1999 50-69 2 afios Mamografia 2 proyecciones
Cantabria 1997 50-69 2 afios Mamografia 2 proyecciones
Castilla-La Mancha 1992 45-69 2 afios Mamografia 2 proyecciones
Castilla-Leodn 1992 50-69 2 afios Mamografia 2 proyecciones
Catalunya 1992 50-69 2 afios Mamografia 2 proyecciones
Comunidad Valenciana 1992 45-69 2 afios Mamografia 2 proyecciones
Extremadura 1998 50-69 2 afios Mamografia 2 proyecciones
Galicia 1992 50-69 2 afos Mamografia 2 proyecciones
Madrid 1999 50-69 2 afios Mamografia 2 proyecciones
R. Murcia 1995 50-69 2 afios Mamografia 2 proyecciones
Navarra 1990 45-69 2 afios Mamografia 2 proyecciones
Pais Vasco 1995 50-69 2 afios Mamografia 2 proyecciones
La Rioja 1993 45-69 2 afios Mamografia 2 proyecciones

Fuente: Red de Programas de Cribado de Cancer, 2013 y Vidal et al., 2010
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1.2.2.2.1.1. Programa de deteccion precoz de cancer de mama del Instituto

Catalan de Oncologia

En el afio 1992 se inici6 el programa de deteccion precoz de CM con una prueba

piloto en la poblacion de Molins de Rei (Barcelona, Catalufia).

Desde el afio 2001, el programa de deteccion precoz de CM se desarrolla en red,
con una Oficina Técnica gestionada por el Institut Catala d’Oncologia (ICO) y
Unidades de Cribado, donde se realizan las mamografias, situadas mas
cercanas al domicilio de las mujeres. Estas 11 unidades de cribado, se situan a
lo largo del area de Barcelona Metropolitana para dar cobertura a la poblacién
diana de las comarcas de Alt Penedés, Garraf, Baix Llobregat y la ciudad de
L’Hospitalet de Llobregat. La poblacion diana de todo este territorio es de
160.000 mujeres. En la tabla 6 se muestran los resultados de los ultimos 5 afios.

Tabla 6: Resultados del programa de cribado de CM del ICO

Ao Mujeres Mujeres Resultado Casos
Invitadas Participantes negativo diagnosticados*
2015 80.486 49.480 (64%) 46.936 (95%) 181 (3,66%o)
2014 80.258 48.204 (60%) 46.814 (97%) 205 (4,25%o)
2013 80.647 51.957 (62%) 49.878 (96%) 194 (3,90%o)
2012 80.333 48.701 (61%) 46.324 (95%) 218 (4,50%o)
2011 78.932 49.156 (62%) 46.705 (95%) 165 (3,40%o)

* Porcentaje de mujeres participantes que han sido diagnosticadas de cancer de mama

1.2.2.2.2. Cribado de cancer colorrectal

El CCR es una enfermedad que cumple todos los criterios de cribado de la
Organizacion Mundial de la Salud. Tiene una historia natural conocida a partir de
lesiones precursoras, como son los polipos adenomatosos, representa un
verdadero problema de salud publica por su elevada incidencia en los paises y
dispone de pruebas eficaces para detectar la enfermedad en fases premalignas.
Ademas, el CCR progresa lentamente desde estadios precoces a fases
avanzadas, ofreciendo mayor posibilidad de curacion si se diagnostica de forma
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temprana (Calcerrada, Valentin, y Blasco, 2008). La eficacia del cribado de CCR
ha sido demostrada en diferentes estudios que han concluido que el TSOH y la
sigmoidoscopia flexible, reducen la mortalidad por CCR (Brawley y Kramer,
2005; von Karsa et al., 2008).

Actualmente en Espafia, ocho CCAA tienen programas en desarrollo, con una
ronda completa o0 mas y en extensién a toda la poblacion (Catalufia, C.
Valenciana, Murcia, Cantabria, Pais Vasco, Canarias, Castilla y Leon y La
Rioja.). Otras cuatro han iniciado programas piloto (Galicia, Navarra, Aragon y
Extremadura), y otras cinco CCAA no han iniciado este cribado (Andalucia,
Asturias, Baleares, Madrid, y Castilla-La Mancha, asi como Ceuta y Melilla). La
cobertura global del programa en el ano 2012 era de un 17% de la poblacién
diana total Espafia (Ascunce et al., 2010; Red de Programas de Cribado de
Cancer, 2013).

Las caracteristicas de estos programas son las siguientes (Red de Programas
de Cribado de Cancer, 2013):

- Poblacion objetivo: Existe cierta variabilidad respecto a la edad de la
poblacién diana (la mayoria 50-69 afos) ya que algunos programas han
empezado por cohortes especificas para luego extenderlo progresivamente
a las demas. Cantabria ofrece este cribado a una poblacion de 55-69 anos.

- Prueba de cribado: La prueba que se utiliza es el test de deteccién de TSOH
inmunolégico (TSOHI) de tipo cuantitativo en todas las CCAA excepto en una
que es de tipo cualitativo. EI numero de muestras que se realizan en los
diferentes programas es una y el punto de corte en 100, excepto en Murcia
que se realiza dos tomas de muestras. Es decir, se considera positivo
(presencia de sangre en heces) cuando existe una cifra de hemoglobina en
heces 2100 ng/ml en una sola muestra. Se considera negativo (ausencia de
sangre en heces) cuando existe una cifra de hemoglobina en heces <100

ng/ml.

- Prueba diagnostica: La prueba de eleccidn para la investigacion de los casos
positivos en la prueba de deteccion TSOHi es la colonoscopia con sedacion
y sin ingreso hospitalario, debido a su alta sensibilidad para la deteccion de
lesiones adenomatosas y de CCR.
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- Intervalo de exploracion: 2 afos. La periodicidad es bienal en todas las CCAA

que realizan este cribado.

La tabla 7 resume las caracteristicas de los programas de cribado de CCR.

Tabla 7: Caracteristicas de los programas de cribado de CCR en Espaiia

CCAA Ano Edad Intervalo | TSOHi

Andalucia 2014 50-69 2 afos Cuantitativo (1 muestra)
Aragoén 2013 50-59, 50-54 | 2 afios Cuantitativo (1 muestra)
Principado de Asturias 2015 50-69 2 afos Cuantitativo (1 muestra)
Islas Baleares 2015 50-69 2 afos Cuantitativo (1 muestra)
Canarias 2009 50-69 2 afos Cuantitativo (1 muestra)
Cantabria 2008 50-69 2 afios Cualitativo

Castilla-La Mancha 2015 50-69 2 afos Cuantitativo (1 muestra)
Castilla-Leodn 2010 50-69 2 afos Cuantitativo (1 muestra)
Catalunya 2000 50-69 2 afos Cuantitativo (1 muestra)
Comunidad Valenciana | 2005 50-69 2 afos Cuantitativo (1 muestra)
Extremadura 2011 50-69 2 afos Cuantitativo (1 muestra)
Galicia 2013 50-69 2 afos Cuantitativo (1 muestra)
Madrid 2014 50-69 2 afos Cuantitativo (1 muestra)
R. Murcia 2006 50-69 2 afos Cuantitativo (2 muestra)
Navarra 2013 50-69 2 afos Cuantitativo (1 muestra)
Pais Vasco 2009 50-69 2 afos Cuantitativo (1 muestra)
La Rioja 2010 50-69 2 afos Cuantitativo (1 muestra)

Fuente: Red de Programas de Cribado de Cancer, 2013
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1.2.2.2.2.1. Programa de deteccion precoz de cancer de colon y recto del
Instituto Catalan de Oncologia

En el afio 2000 se inicio en la zona de L’Hospitalet de Llobregat el primer
programa de cribado poblacional para la deteccion precoz de CCR. Empezo
como programa piloto y actualmente ya se han finalizado seis rondas de cribado
de manera bienal. Posteriormente, en el ano 2004 se ampli6 a la zona de
Vilafranca del Penedés y en el 2007 a la del Penedés Rural.

Hasta el afio 2015 la poblacion diana era de 90.000 personas. Actualmente esta
en fase de implantacion en las zonas del area metropolitana sud y el area
metropolitana norte, pero aun no se tienen resultados de la primera ronda
finalizada. Con la extension, la poblacién diana aumentara hasta 400.000
personas procedentes de las comarcas del Alt Penedés, el Garraf, el Baix
Llobregat, algunas zonas del Maresme y las cuidades de Santa Coloma,
Badalona y Hospitalet de Llobregat. La tabla 8 muestra los resultados de los
ultimos cinco afios en la comarca del Alt Penedés y de L’'Hospitalet de Llobregat.

Tabla 8: Resultados del programa de cribado de CCR del ICO

Ano Poblacion Poblacion Resultado Casos diagnosticados®

Invitada Participante negativo (Adenomas y Cancer)
2015 92.328 24.345 (26,40%) 23.140 (95,10%) 447 (18,36%o)
2014 34.341 13.739 (40,00%) 12.965 (94,37%) 482 (35,08%o)
2013 48.002 17.734 (36,94%) 16.882 (95,20%) 311 (17,50%0)
2012 35.937 13.392 (37,30%) 12.455 (93,00%) 421 (31,40%0)
2011 51.653 13.532 (26,20%) 12.440 (91,90%) 329 (24,30%0)

* Porcentaje de poblacion participante que han sido diagnosticada de cancer o adenomas
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1.2.2.2.3. Cribado de cancer de cuello de utero

En la actualidad, el cribado de cancer de cuello uterino se realiza en todas las

Comunidades y Ciudades Autonomas de Espafia con las siguientes

caracteristicas (Ascunce et al., 2010; Red de Programas de Cribado de Cancer,
2013):

Tipo de cribado: Mayoritariamente se realiza de forma oportunista,
aprovechando el contacto de la interesada con el sistema sanitario.
Exceptuando las Comunidades de Asturias, La Rioja y Castilla y Leon donde

se realiza mediante cribado poblacional.

Poblacién objetivo: Mujeres asintomaticas que sean o hayan sido
sexualmente activas, con edades comprendidas entre 25 y 65 afos. Existen
diferencias entre las CCAA en cuanto a la edad de comienzo y la periodicidad
del cribado. En la mayoria de los programas la poblacion diana son las
mujeres de 25 a 65 afios, aunque en algunos el comienzo es a una edad mas
temprana, 20-21 afos, o mas avanzada, 35 afos. Sin embargo, existe un

consenso en cuanto a su finalizaciéon a los 65 anos.

Prueba de cribado: El tipo de prueba de cribado es la citologia de Papanicolau
en todos los programas. En cinco CCCAA se esta introduciendo la
determinacién del VPH en caso de mujeres cribadas inadecuadamente. En
ocho CCAA se hace el test del VPH en funcion de los resultados de la
citologia o en postratamiento quirurgico. En algunas CCAA se incluye la
determinacién del VPH en poblaciones de riesgo, o a partir de los 35 afios.

Intervalo entre exploraciones: el intervalo recomendado es de 3-5 afios. En
la mayoria de los programas se realiza una citologia cada tres afos;
unicamente en cuatro programas se realiza con un intervalo diferente (en dos
programas se realiza cada cinco afos, en otro programa cada cuatro afios y

en otro programa cada dos afos).
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El informe del Institute of Medicine para asegurar la calidad del cuidado del
cancer abordo la necesidad de afadir la calidad del cribado de cancer como
parte del proceso continuo de la atencion del cancer. Conceptualizamos este
continuo como una progresion de los tipos de cuidados con transiciones
igualmente importantes entre ellos (figura 3). Cada tipo de cuidado y de
transicion estan sujetos a fallos, que pueden ser responsabilidad de los
proveedores, de los pacientes, o del sistema. Para mejorar los resultados, es
importante identificar los posibles problemas en cada tipo de cuidado y transicién
(Hewitt y Simone, 1999).

1.3.1. Concepto de calidad de la atencién en salud

La calidad de la atencién en salud es una idea extraordinariamente dificil de
definir. Existen multiples definiciones de lo que se entiende por calidad de la
atencion en salud. Todas responden a diversas interpretaciones sobre qué
significa atender las necesidades de atencion sanitaria de la poblacion a la que
se ofrecen los servicios cuya calidad queremos definir. La tabla 9 muestra
diferentes definiciones de calidad en el ambito de la salud.

Tabla 9: Autores y definiciones del concepto de calidad en salud

Autor/es Definicion de calidad en salud

Tipo de atencién que se espera que va a maximizar el bienestar del
paciente, una vez tenido en cuenta el balance de ganancias y
pérdidas que se relacionan con todas las partes del proceso de

Donabedian (1980)

atencién
La provision de servicios accesibles y equitativos con un nivel
RH Palmer (1989) profesional excelente, optimizando los recursos y logrando la

adhesion y la satisfaccion del usuario
Ministerio de Sanidad | Hacer las cosas adecuadas a las personas adecuadas en el
(Reino Unido) (1997) momento preciso y hacer las cosas bien la primera vez.
Grado por el que el tratamiento dispensado aumenta las
Consejo de Europa posibilidades del paciente de alcanzar los resultados deseados y
(1998) reduce las posibilidades de resultados indeseados, considerando el
estado de conocimiento actual
Asegurar que cada paciente reciba el conjunto de servicios
diagndsticos y terapéuticos mas adecuado para conseguir una
atencion sanitaria éptima, teniendo en cuenta todos los factores y los
conocimientos del paciente y del servicio médico, y lograr el mejor
resultado con el minimo riegos de efectos iatrogénicos y la maxima
satisfaccion del paciente con el proceso
. - El grado en que los servicios de salud, para los individuos y las
(Instituto de Medicina) poblaciones, incrementa la probabilidad de los resultados deseados
(IOM) (2001) . e >
y son consistentes con el conocimiento profesional actual
Fuentes: Donabedian, 1980; Institute of Medicine, 2001; Palmer, 1989.

OMS (2000)
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Revisando la variedad de definiciones existentes, se hace evidente una primera
conclusién: no es posible elegir una y darla por universalmente valida. El
concepto de calidad es relativo ya que puede variar segun el contexto en el que
nos hallemos. Por lo tanto, hay que tomar aquella definicion que mas se adecue
a las circunstancias del entorno donde va a ser aplicada.

Uno de las definiciones aplicable a los programas de cribado de cancer es la de
Palmer “la provision de servicios accesibles y equitativos, con el nivel profesional
optimo, que tiene en cuenta los recursos disponibles y logra la adhesion y
satisfaccion del usuario” (Palmer, 1989).

1.3.2. Garantia de calidad

Al igual que ocurre con la definicion de calidad, existen multiples definiciones de
garantia de calidad. Sin embargo, todas estas definiciones de garantia de calidad
comparten varias caracteristicas. Fundamentalmente, la garantia de calidad es
el conjunto de actividades que se llevan a cabo para fijar normas, vigilar y mejorar
el desempeno de tal manera que la atencion prestada sea lo mas eficaz y segura

posible.

La introduccidn de la garantia de calidad a la medicina moderna se debe a la
enfermera britanica, Florence Nightingale, quien evaluo la calidad de la atencion
de los hospitales militares durante la Guerra de Crimea. Después de evaluar los
cuidados, introdujo las primeras normas de atencion sanitaria, que produjeron
una notable reduccion de los indices de mortalidad en los hospitales. Utilizd
métodos estadisticos para generar informes que correlacionaban los resultados

del paciente con las condiciones ambientales (Nightingale, 1858).

Por lo tanto, la garantia de calidad incluiria todas aquellas actividades y
programas destinados a garantizar o mejorar la calidad de la atencion. El
concepto incluye la evaluacion o la evaluacién de la calidad de la atencion; la
identificacion de problemas o deficiencias en la prestacion de cuidados; el disefio
de actividades para superar estas deficiencias; y la monitorizacion del
seguimiento para garantizar la eficacia de las posibles medidas de mejora. Se
trata de un proceso continuo tal y como muestra la figura 4.
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Figura 4: Proceso de garantia de calidad
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1.3.3. Evaluacion de la calidad de la atencion en salud

Es imprescindible medir y evaluar la calidad de los cuidados prestados para
ofrecer garantia de calidad. Donabedian propuso medir la calidad asistencial
evaluando su estructura, sus procesos y sus resultados. Argumentd que “una
buena estructura aumenta la probabilidad de un buen proceso, y un buen
proceso aumenta la probabilidad de un buen resultado”. Propuso que la
evaluacion de la calidad debia ser multidimensional, basada en elementos de
estructura, de proceso y resultados, ya que conseguir unos buenos resultados
de la atencion se relaciona con la disponibilidad de recursos (estructura) y de

cémo se utilicen dichos recursos (procesos) (Donabedian 1988).
Donabedian definio:

Estructura: Las caracteristicas de los escenarios donde se presta la atencion y
los recursos requeridos para asistencia sanitaria. Esto incluye recursos
materiales (instalaciones, capital, equipo, medicamentos, etc.), recursos
intelectuales (conocimiento médico, sistemas de informacion) y recursos

humanos (profesionales de atencién sanitaria).

Proceso: La utilizacién de recursos en cuanto a lo realizado en prestar y recibir
asistencia. Esto puede ser clasificado en procesos relacionados con el paciente
(indices de intervencion, indices de derivacion, etc.) y aspectos organizativos
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(suministro con medicamentos, gestion de listas de espera, pagos del personal
sanitario, captacion de fondos, etc.).

Resultados: Los efectos de la atencion asistencial sobre el estado de salud de
los pacientes y poblaciones, y comprende tanto resultados definitivos
(mortalidad, morbilidad, discapacidad o calidad de vida) como resultados
intermedios (presidén arterial, peso corporal, bienestar personal, capacidad

funcional, capacidad para sobrellevar problemas, mejora del conocimiento).

1.3.3.1. Evaluacién de la calidad de un programa de deteccién precoz de

cancer

Un cribado se deberia ofrecer siempre con un riguroso sistema de evaluacion
del proceso y de los resultados, ya que la relacion entre los beneficios y los
riesgos depende de la calidad del cribado.

Las actividades de evaluacion y control de los programas permiten conocer el
grado de consecucion de los objetivos del cribado y emprender las acciones
correctoras que se consideren necesarias para desarrollar una gestion adecuada
del programa y propiciar una utilizacion adecuada y eficiente de los recursos. Los
programas organizados deben garantizar el cumplimiento de requisitos de

calidad establecido.

Por lo tanto, para que un cribado implique una mejora de la efectividad, se debe
garantizar la calidad y accesibilidad a pruebas diagnosticas adicionales y al
tratamiento y rehabilitacion en el caso de precisarse alguna de estas atenciones.
(Wilson y Junger, 1968).

Hay que tener en cuenta que el cribado se dirige a una poblacion «asintomaticay,
por ello debe cumplir requisitos mas estrictos que los exigibles a pruebas
diagnosticas empleadas en pacientes sintomaticos. Por lo tanto, debe ofrecerse
si se ha demostrado que disminuye la mortalidad especifica de la enfermedad o
la incidencia de la enfermedad en estado avanzado, si se conocen bien sus
beneficios y sus riesgos y su relacion es favorable, y si la relacion coste-eficacia
resulta aceptable.

Por todo ello, es muy importante, en los programas de cribado, tener un sistema

de evaluacién de calidad para analizar el balance esperable entre los efectos
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beneficiosos y los efectos secundarios adversos para la poblacion incluida en
proceso de cribado. Este sistema implica la evaluacion de todo el proceso y sus
resultados, y la retroalimentacion de la evaluacion de los participantes y los
profesionales involucrados. La evaluacién ha de permitir valorar el efecto o
impacto del programa y la calidad y el rendimiento del mismo, y ha de ser una
actividad inherente al propio proceso de cribado, y nunca debe ser interpretada
como un sistema de control, sino como un sistema que permite el analisis, la
obtencion de informacién sobre lo que hacemos y como lo hacemos y, en caso
necesario, cuales son los aspectos a mejorar, cambiar o utilizar adecuadamente
(Lynge et al, 2012; Cerda & Ascunce, 2006).

El proceso de evaluacion de los programas de cribado viene recogido en la
Recomendacion del Consejo de Europa 2003/878/CE que establece que “un
cribado de calidad incluye el analisis del proceso y de los resultados, asi como
una pronta notificacion de estos resultados a la poblacion y al personal que
realiza el cribado”. Este proceso tiene como finalidad la monitorizacién del
programa y la deteccidn de problemas que puedan ser corregidos para cumplir
los compromisos establecidos (Recomendacion del Consejo, 2003), y debe
especificar los aspectos generales de la evaluacion: los principales indicadores
referidos a la estructura, a la actividad, al proceso y a los resultados, asi como
los criterios o estandares, la periodicidad de la evaluacion, las fuentes de los
datos para la elaboracion de los indicadores y los responsables de llevar a cabo

la evaluacion.

Las Guias Europeas, recogen los estandares de calidad recomendados y
constituyen un documento de referencia en todos los aspectos del cribado. Estas
guias contienen documentos sobre control técnico, directrices epidemioldgicas,
radiograficas y radiologicas, control de calidad en patologia y cirugia e incluye
un sumario con los indicadores utilizados para evaluar el proceso de cribado. Las
guias que actualmente rigen el control de calidad de los programas de cribado
de cancer implantados en Espaia son las europeas mediante unos indicadores
estandares de calidad. Los principales indicadores comunes en estas guias son;
la participacion global, la participacidn de la poblacion que se invita por primera
vez al programa, la adherencia al cribado, tasa de deteccion de tumores y las
caracteristicas de los tumores detectados.
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La guia europea para el control de calidad del cribado de CM es:

e Perry, N., Broeders, M., de Wolf, C., Tornberg, S., Holland, R., von Karsa, L.
& Puthaar, E. (Eds.). (2006). European guidelines for quality assurance in
breast cancer screening and diagnosis (4" ed). Office for Official Publications

of the European Communities: Luxembourg; 2006.

La guia europea para el control de calidad del cribado de CCR es:

e Segnan, N., Patnick, J., von Karsa, L. (2010). European guidelines for quality
assurance in colorectal cancer screening and diagnosis 1%t ed). Office for
Official Publications of the European Communities: Luxembourg.

La guia europea para el control de calidad del cribado de cancer de cuello uterino

es:

e Arbyn., M., Anttila, A., Jordan, J., Ronco, G., Schenck, U., ... von Karsa L.
(2008). European guidelines for quality assurance in cervical cancer
screening (2" ed.). Office for Official Publications of the European

Communities: Luxembourg.
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Las enfermeras juegan un papel importante en la prevencion y la deteccion
precoz del cancer (Mcllifatrick, Keeney, McKenna, McCarley, y Mcllwee, 2016).
Este rol ha ido evolucionando con los afos, paralelamente a la evolucion del
tratamiento, la prevencion y de la deteccion precoz del cancer. Este papel puede
y debe darse en los diferentes ambitos de la enfermeria, ya sea tanto en la

atencion primaria como la especializada.

La Oncology Nursing Society elabor6 un documento donde se describia la
implicacion de le enfermera en la prevencién del cancer. Y citaba una serie de

intervenciones (Jennings-Dozer y Mahon, 2002):
e Informar a la poblacion sobre los factores de riesgo del cancer.

e Promover los cambios de vida hacia unos habitos de vida saludables en

relacion al cancer.

e Concienciar a la poblacién sobre la importancia de la prevencion del

cancer.
e Explicar los beneficios y riesgos de los programas de cribado de cancer.

e Fomentar la participacion de la poblacion en los programas de cribado de

cancer.

Sin embargo, aunque se habla del papel fundamental de la enfermera en la
prevencion y la deteccion precoz del cancer, pocos estudios han definido
especificamente el papel de la enfermera en el cribado de cancer (Malik, 1993).
Los estudios que lo hacen se publicaron hace mas de 20 afios y se centraron en
el cribado oportunista. No existen estudios recientes que describan los cuidados

enfermeros en los programas poblacionales de cribado de cancer.

Diversas instituciones como; la International Society of Nurses in Cancer Care o
la European Oncology Nursing Society, entre otras (Arbyn et al, 2008; Perry et
al, 2006; Segnan, Patnick y von Karsa, 2010), recomiendan la incorporacion de
los profesionales enfermeros en los equipos multidisciplinarios de los programas
de cribado de cancer. Estas instituciones describen los objetivos que deben ser
alcanzados por estos profesionales, sin embargo, no describen las actividades a

realizar para conseguirlos.
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El papel de la enfermera en este tipo de programas ha sido descrito en términos
muy generales y no incluyen las actividades que lo componen. Paralelamente, la
mayoria de la literatura sobre el tema se ha desarrollado en ambitos
anglosajones y no se ha documentado suficientemente en nuestro pais. Por
estos motivos creemos importante identificar las actividades y poder evaluarlas,
para dotar a la profesion de las herramientas necesarias para ofrecer una

practica excelente.

Ya hemos visto que es muy importante, en los programas de cribado, tener un
sistema de evaluacion de calidad para analizar el balance esperable entre los
efectos beneficiosos y los efectos secundarios adversos para la poblacion
incluida en proceso de cribado. Por lo tanto, posterior a la identificacion es

imprescindible crear herramientas para poder evaluar la actividad.

Por todo ello, el objetivo de esta tesis es incrementar el conocimiento en relacion
a los cuidados enfermeros en el cribado de cancer. En este contexto, los
objetivos principales de esta tesis doctoral aparecen en el siguiente apartado y
se llevaron a cabo a través de las publicaciones presentadas en este compendio.
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Objetivos:

1. Definir el rol de la enfermera en los programas de cribado de cancer.

1.1. Identificar el conjunto de actividades que componen el papel de la
enfermera en el cribado del cancer.

1.2. Contextualizar en los programas de cribado poblacional, a través de sus
profesionales, las actividades de la enfermera de cribado.

1.3. Identificar qué etiquetas Nursing Interventions Classification (NIC)
corresponden a las intervenciones de enfermeria en el cribado del cancer
de establecer un sistema de documentacion de enfermeria.

2. ldentificar los indicadores de la actividad de la enfermera de cribado de

cancer.

3. Evaluar los cuidados enfermeros del programa de cribado de cancer del

3.1.

3.2.

Institut Catala d’Oncologia en relacion a la transmision de la informacidn.

Describir los conocimientos de los médicos y las enfermeras de atencion
primaria en relacion a los procedimientos de cribado de cancer colorrectal,
recomendaciones de vigilancia posterior a la polipectomia y estrategias
de derivacion.

Evaluar el impacto de una intervencién informativa sobre los
conocimientos de los profesionales de atencion primaria en relacion a los
procedimientos de cribado de cancer colorrectal, recomendaciones de

vigilancia posterior a la polipectomia y estrategias de derivacion.
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A continuacion, se observa en la Figura 5 la organizacion de los objetivos, los

estudios y los articulos presentados en esta tesis:

Figura 5: Organizacion de los objetivos y estudios de la Tesis
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Tal y como se ha descrito un apartado anterior, el primer objetivo fue definir el
rol de la enfermera en los programas de cribado de cancer. Para alcanzar este
objetivo se propuso el Estudio 1 y el Estudio 2, que llevaron por titulo “Defining
the Role of the Nurse in Population-Based Cancer Screening Programs: A
Literature Review” y “Identifying nursing activities in population-based colorectal
and breast cancer screening programs in Spain” respectivamente. Los resultados

de estos dos estudios se muestran en los Articulos 1,2y 3.

El siguiente objetivo, fue determinar los indicadores de evaluacion de la actividad
de la enfermera de cribado de cancer. Este objetivo se resolvié mediante el
Estudio 3 titulado “Coordination and continuity of care for cancer screening:
performance measurement and reporting” y obtuvo como resultado el Articulo
4,

El tercer objetivo evaluaba los cuidados enfermeros del programa de cribado de
cancer de L'Hospitalet de Llobregat. Para ello se disefi6 el Estudio 4 (en dos
fases): “Cross-sectional survey on awareness of colorrectal cancer and its
screening program of primary health care professionals in Catalonia, Spain”y

“Impacto de una intervencion informativa sobre el programa de cribado de cancer
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colorrectal en profesionales de atencion primaria”. Los resultados de este estudio
se publicaron en los Articulos 5y 6.

Los articulos que forman parte de esta tesis son:

Articulo 1. Benito, L., Binefa, G., Lluch, M.T., Vidal, C., Mila, N., Puig, M.,
Roldan, J., Garcia, M. (2014). Defining the role of the nurse in population-
based cancer screening programs. Clinical Journal of Oncology Nursing,
18(4), E77-83.

ISI Journal Citation Reports® Ranking: 2014; 62/111 Nursing (SCIE).
Impact Factor: 0,910 Quartile in Category: Q3.

Articulo 2. Benito, L., Binefa, G., Vidal, C., Lluch, M.T., Puig, M., Padrol, 1.,
Garcia, M. (2016). Identifying nursing activities in population-based
colorectal and breast cancer screening programs in Spain: A Delphi Study.

Collegian, [Epub ahead of print].

ISI Journal Citation Reports® Ranking: 2015; 50/116 Nursing(SCIE).
Impact Factor: 1,122 Quartile in Category: Q2.

Articulo 3. Benito, L., Lluch, M.T., Falcé, A.M., Garcia, M., Puig, M. (2015).
Identifying Nursing Interventions in a Cancer Screening Program Using
Nursing Interventions Classification Taxonomy. International Journal of

Nursing Knowledge, [Epub ahead of print].

ISI Journal Citation Reports® Ranking: 2015; 86/116 Nursing(SCIE).
Impact Factor: 0,727 Quartile in Category: Q3.

Articulo 4. Benito, L., Espinosa, J., Binefa, G., Vidal, C., Lluch, M.T. Puig, M.,
Cabreé, M., Padrol, I., Garcia, M. Coordination and continuity of care for

cancer screening: performance measurement and reporting.

Manuscrito enviado a una revista cientifica. Pendiente de revision.
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Articulo 5. Benito, L., Garcia, M., Binefa, G., Mila, N., Vidal, C., Lluch, M.T.,
Puig, M. and The primary care-screening working group. (2016). Cross
sectional survey on awareness of colorectal cancer and its screening
program of primary health care professionals in Catalonia, Spain. European
Journal of Cancer Care, 25(6):992-1004.

ISI Journal Citation Reports® Ranking: 2015; 14/116 Nursing (SCIE).
Impact Factor: 1,794 Quartile in Category: Q1.

Articulo 6. Benito-Aracil, L., Binefa-Rodriguez, G., Mila-Diaz, N., Lluch-Canut,
M.T., Puig-Llobet, M., Garcia-Martinez, M. (2015). Impacto de una
intervencion informativa sobre el programa de cribado de cancer colorrectal

en profesionales de atencion primaria. Enfermeria Clinica, 25(5),223-31.

Indexada en Scopus.

Para responder a los objetivos planteados en la presente tesis doctoral hemos
utilizado diferentes enfoques metodolégicos disponibles en los articulos y
manuscritos de la tesis doctoral.

Articulo 1: Defining the role of the nurse in population-based cancer
screening programs.

El primer articulo se efectu6 mediante una revisidn de la literatura cientifica sobre
las actividades de la enfermera en los programas de cribado de cancer. La
estrategia de busqueda se efectu6 en MEDLINE (bajo la interfaz PubMed),
CINAHL y SCOPUS. El marco temporal usado para la busqueda fue desde enero
de 2000 hasta junio de 2012. Se utilizaron las palabras clave: nurse role, nursing

role, or nurse’s role and cancer screening.
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Articulo 2: Identifying nursing activities in population-based colorectal and
breast cancer screening programs in Spain: A Delphi Study.

En este articulo se utiliz6 metodologia Delphi para contextualizar las actividades,
identificadas mediante la revision, en los programas poblacionales del territorio
espafol.

Se utilizé un panel de expertos teniendo en cuenta los conocimientos y
experiencia en el cribado de cancer. Para ello, se contactd con todos los
profesionales de los programas poblacionales de cribado de cancer de las
diferentes regiones del territorio espafol (n=68).

Se enviaron cuestionarios a través del correo electronico y se utilizaron dos

rondas para llegar al consenso, que se considero a partir del 75% del panel.

Articulo 3: Identifying Nursing Interventions in a Cancer Screening
Program Using Nursing Interventions Classification Taxonomy.

El tercer articulo fue un estudio descriptivo en el que un grupo de expertos realizo
un analisis para identificar las intervenciones de la taxonomia NIC, a partir del
listado de 25 actividades seleccionadas en el articulo anterior.

El equipo investigador identificé las etiquetas NIC que se relacionaban con cada
una de ellas, y a partir de esta propuesta inicial, se preparo una plantilla para
entregarla a un panel de expertos.

El panel de expertos consistid en profesionales expertos en taxonomia
enfermera, y se utilizaron los criterios de Fehring para identificarlos. Estos
criterios requieren que todos los miembros obtengan una puntuacidn superior a
5, y se obtuvo una media de 6,8 (minimo 5 y maximo 8) (Fehring, 1994).

Los expertos debian describir si estaban de acuerdo con la propuesta inicial o
no. En el caso de estar de acuerdo se puntuaba con un punto, y en caso contrario
con cero puntos, y ademas debian realizar una nueva propuesta.

Se consideraron intervenciones validadas cuando el 60% o mas del panel de
expertos estaban de acuerdo.
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Articulo 4: Coordination and continuity of care for cancer screening:
performance measurement and reporting.

Este se realiz6 mediante dos fases. La primera fase consistié en una revision
bibliografica y la segunda en el consenso del grupo de expertos.

Fase 1. Revision bibliografica: Se realizé una busqueda en la base documental

oy

PubMed, utilizando las palabras clave: “continuity”, “coordination”, “indicators”,
“screening’, “nurs®’, “patient navigat*”y “evaluation” para detectar todos aquellos
documentos publicados hasta junio de 2016. Los indicadores identificados en
esta fase se entregaron al grupo de expertos para que los valorara. Este grupo
de expertos se compuso por nueve profesionales que trabajaron directamente
en la elaboracion del listado.

Fase 2. Consenso interno: El objetivo de esta segunda fase fue revisar los
indicadores obtenidos a partir de la revisidon de la literatura y proponer un listado
final de indicadores consensuados para posteriormente adaptarlos al programa

de cribado de cancer.

Articulo 5: Cross-sectional survey on awareness of colorectal cancer and
a screening programme for primary health care professionals in Catalonia,
Spain.

El disefio de este estudio consistid en una encuesta transversal, cuya poblacion
de estudio fueron los 350 (178 médicos y 172 enfermeras) profesionales de
atencion primaria de L'Hospitalet de Llobregat.

Se utilizd un cuestionario para recopilar informacidn sobre los procedimientos de
cribado de CCR, las caracteristicas demograficas y profesionales de los
participantes. Las preguntas se clasificaron como correctas, incorrectas, no
sabe/no contesta o no contestada. Cada pregunta correcta se puntu6é con un
punto, y las incorrectas con cero puntos. Se cre6 una nueva variable para medir
el conocimiento sobre el cribado de cancer colorrectal con valores de 0 (peor) a
12 (mejor).

El cuestionario se entregd personalmente a cada uno de los profesionales con el
fin de obtener el maximo numero de participantes.

Se realizé un analisis descriptivo, se estimaron las diferencias de las respuestas
del cuestionario comparando las proporciones y sus intervalos de confianza del

95%. Se utiliz6 el método de t Student para comparar las diferentes puntuaciones
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sobre el conocimiento del programa de cribado. Y se calcul6 el modelo
multivariable de regresion logistica para estimar la odds ratio y su intervalo de
confianza al 95%.

Articulo 6: Impacto de una intervencion informativa sobre el programa de
cribado de cancer colorrectal en profesionales de atenciéon primaria.

Se trata de un ensayo clinico controlado y aleatorizado por conglomerados, que
se realizo en los 12 centros de atencidon primaria de L'Hospitalet de Llobregat.
Debido al reducido tamafio de la poblacion de estudio, se entregd el cuestionario
a toda la poblacion.

Se aleatorizaron los centros y se realizdé una sesién informativa presencial en
seis de los 12, donde se trataban los aspectos mas importantes del CCR,
circuitos y procedimientos del cribado actuales, asi como habitos de vida
saludables para la prevencion del CCR.

Se utilizé el mismo cuestionario que el estudio anterior, que se volvio a entregar

después de la intervencion para comparar los resultados y evaluar el impacto.
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4. Resultados

4.1. Articulo 1

Benito, L., Binefa, G., Lluch, M.T., Vidal, C., Mila, N., Puig, M., Roldan, J., Garcia,
M. (2014) Defining the role of the nurse in population-based cancer screening
programs. Clinical Journal of Oncology Nursing, 18(4), E77-83.
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Py B s e st 1 75 b, ohyectins, enel s o cosmmrmcil biss, Nes Fnancil skt ionships reeviast 10 the content of this.arbcke hiss been dedossd
by 1he ansthaes, planners, indepentent peer remwvers, or el st Benmic can be reach ed at lbenim@rnneniogiareL with copy fo aleor 2t O RESinrons
s fubitten luly 093, Rewica siibrmimal Segtemibor 201 3 Aceeqried for publaziton Doshor 3, 3013

Koy et canoar soseasing; poptibation - lias ed; nurse eol; B
Dighial Dect ionifier 10 V1884 CIOR.ETT-EHE

Crecidng prograns are destgned L carmy can sysienm.

HIEC ReslS o EXplorations 0 klennly dieease inis ey

SEARCA 4 PECCrsor JEaiHs i ool sy i o e peegas-

Lavien O WElsen & Jungmer, 1968, These prografus aim

o improve prognosis by enabling diagmoesis at the
carlicst possible slage (Brawdey & Eramer, 20004, Exisiing cvi-
dence from mnslomized, comrollied riaks indicaies thai cancer
sCreching prograns <hanld be sen up aoly forbress, colarectal,
and cervical cancers (von Karsa ef al, J0HE)

Serecmong ag advesalde wtlon the coplest of organiscd
progrims Lhat can guaranioe quality, accessibaliny, acvess,
el informaticn abowl bencdics and adverse effects 10 the
populatien being scneencd. & well-organized progrm enteils
A mdtiEsciplinary team of professionals, a defimed sorecning
SUFECTIERG, & FgOraies syarem of evalaation of the psraders aul

Climkcal Jausnal af Cnoalogy Nursing « Walume 18, Numbasr & -
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i resulis, amd Jecdback from evaluation of the parscipants
il the prolcssemals imvolved (Dynge, Tosrnbery, von Kagsa,
Sepen, & van Deklen, 30823 Papuliinn-Bassd serecmig
programe were Banched foellowing pilsd programs designed
to evaluate the easibdlity of extending this aclivity bo a
larger scale. The kor project= have led to the conchesion thai
populativn-tased programs are feasble il progressively set ap
10 gunaranies maxinim qualivy from Karsa of al | K.
Misrses play a pivoal Tole i cancer prevemsn and early
dete it ¢ emmingsDoenr & Mahan, 200, Lester, 2007 howe-
ever, fow sindse s heve defingd the nuese's pole i GInceT sepeen-
img. Those il do were pabilislee® meore than 200yeams 2o aned
Ipcwssd on opportemi=ic soreening, which s a mnsystemalic
Activiey that is uwselly performed an redqisssa o in comgjlenoikan
welth b cawmniilratiods Fae o deferend mescheal caiseern CCaxRhead,

BT
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1%s: Frank-Stromborg, 1986 Malik, 199%; Miller, Baines, &
Tl B9,

Thee gurbvees have comslied severdl orpani 2rions, which o
clude the Liternsteonal Seciety of Mirses in Caneer Care, Inion
for Infernatonal Cancer Coolnd, Burcpean Onoology Nuzsing
Society, Mational Caompreheasive Cincer Merwork, and Gusde
lines Intermational Nerwork, as well as the Furopean gusdelines
fox cpEifily Sssiraiee i Culcer sereening CArbyr el al., 2004,
Perry b al, 1006, Segnan, Patnick, & von Karsa, 20107 One
recommendstion was theat a mirse siwoukd be incorparined as
part of the maRiEsciplinary team fof ey seresning and
note wWitch posls skl be selheved by the oorse. However,
e grricelines Gl o Gescribe e seivities to be wisderiagen
Tl s re e ik,

Diwerall, the rale of The furse {0 canoer soreening programs
has been described in very general terms that o oot inelude
consEueal pctivides, and previous arricies @0 ot 0oe e
activities 1o develop this role Hecause of thal, an opdate of
the Lireranere s timeh: The authors anderionk a review of the
literature to sdentify the wst of activities that compase the roke
ol the nurss i cancer sereening shd (o daciiment iursings
il Vel in CanceT Screening

Methods

The first siep was to chtzin tee scope af te ltemture usng
electronse detsbases aol e key words wnd mle nursing
rode, ot RArse s e Al oencer sereeridag, [0 e review; 1w
rald coneept was defined as U sed of sctiies tht e miree
performs. The ditabases incloded were MEDLINEY, CINAHLE,
AESCOPUS. Anelectronic search of websines concs nng cancer
sofeeming programs netlonally amd iorernatinma By was ncertak-
e for refevant materials g catations. e ackdsion, refenence lals
from selected papers were scamned for further relevant stodies,

Articles were screened with the overall gaal of finding those
Focised on dedfining the rale of The mirse in CANGST screening
Arfiches were  paiblisled 10 English o Spakish Froan aniaey
200 w0 Jummwe 20020 Chase Wil montiony of rirse activities
In cancer screening were exciuded (s Plgeee 13 A oritical
deserigtive fevienw of the published ariicles wis porformed,

Search Qutcoms

Aveaal of 726 amicles were Kennined as porenrially relevant
Evalmbion of O articles was carried our in several aages, The
preelimdnary sebection was masle ised on aricle titles, The re-
lated abstracts were reviewed, and some papers were selected
for a complere reaEng. Dgdicate grticles were pemaoved from
thes feview, aret an shdiions 25 feports were identitied i Being
releval b the stiedy, Tn adaiion, Pwadocumenns foamd on differ-
ent web=iies were incheded. A total of 72 atckes were read in &n-
trety, and 22 were incuded in the stady, ylelding the desoripdion
of mursing actviey pressnied here The abstracts were reviewed
indepemiemby by owo ol the aathioes. Pull papess Tor selected ab-
strus were retrieved. Each of the articles sias assissed bndeperr
dernly by e same review mutbors aginst the incheston criteria,

& comtent amaliysls was condiecled to classify all of the sctivi-
Hes founed in Lhe 22 articles selecied imin fve aciion areas of
oarsng O, closeal, edwemticn xnd promotion of healtls, man-

I Ly 1 :
—
Ties snd hniracs sssmsed fo slgbibty =726

Btictes included sSor rending full bt (n = 210

HIGLRE 1, Literature Review Process

apernent, trafnming, and ressarch and evaluation of screening))
Cyor Karss et al., 2008 Watson, 19949 Three experts in camoes
prevenio classi fed the activiries, and the fhres revewers ne-
sofved any diszprepments by consensus, The kapga caeflicient
cverall perseniage of apreement or gffective PeErfenrpe al
agree has been deEned by Landgs and Eoch (897 7 hes nearly pen
fect for a kapgra index of .85 =1, The ksppa bodex was caloalsted.
1o messure the degres of agreement gmong the sxperts, wilh a
Eappadmie of 3BT between expert | (ED and experct 2 (B2,
of B3 Detvweeed B aodd exgert 2083, and of 08T berween E2
and B3 Afer U britial classification, the definive classiboa
ricent { EF 3 was determined through comsensus ameng the thiee
exXperis, Yery haph Eappd indexes were obialned; Fl versus BF =
092 E2 wersis EF = 005, B3 versis EF= 09

Activities weere also clssified in terms of the type of work
compedence (ovalved. Generds wook compeience sliows for
commen exercis of dotles in diverse ocoupations and pro-
disctive activities and is applicstle tooall domains of nursing
ﬁ:lEi'.“l'ﬂ:E mork o pElence refers 10 Koowlevw wi® techinicil
pracedires linked tospecife produeive inetns or, i his
CAse. competeEncies appropriae for cancer screem .

Results

The 23 selected arvicles had dfferean soady designs. Bix wese
deseriptive stades, e were selemife recommendations. far
Were x| oginkon, four wese dral#ative stiudies tigeagh infer-
wiew, re thees wers nonsystemstic reviews, The study samples
alza were diverse, arlsing from gatent screenangs in three studies,
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from marses in fve (three of them were
micwivesi, ardd froam gastadegiieralogists
it The rencining 12 <id oor defne
the sumpile tecuse ey Were reviews, apir
pons, and recommencdations

The artlebes were sefected [Foam oonmiekes
widh i iferent hiealth srslefs: 12 werd Irom
Marth Amesica e Srawes s Canadlss,
six were from Euwrope, three were from
develogang countries, and ope was from
Tazw Fesael, The CoUmry, 1V pRe of e,
and] Typeaf sereermng wene neted for escly
arische. Beven artickes were relsted 1o colon
cacer, ve 0 Breas] cander, Ove Lo cervical
caneer, Pwea g S0 cancer, arl thress (oo
aperined type of capeer. Bighe articles weie
populatiog-hased sirecning, 13 Wers oppos-
turlstic screening, and ane article described
differemm types of screening (see Tahle 1.

Manageiment

Mlanagement was the maest frequently oo-
cugring of the Gve action aress, fepreseming
160 aof e %2 ervites fmmd in the evew
{mee Pguse 2. One of the activiises is ooond:
nalkon across diferent care kevels (Fawoeid
scturtl, Gall, Crug & Woadicrd, 20T
welich alloess for comiioety el the
process of caicer sereening The eoordins
ticus Eacilit ates & response to the educational
neelds of the prodessonals particiaing in
cancer sereciing and helps to constric
working relaticgsheps among the pelmary
care cenders, hesgritals, and phormackes i
tng part in the process  Faween e al., 3007
Gradeell, 2005 Murses assunse responshilsy
for Armeraial Ccommunecation in e group o
i e Ty of inFoeanaen (Cha s,
20035 This roke sécyisr es plakneng arnd &oc-
MEATE Mg group meclings and maimainiog ap-
propeise mesing reoarcsdChapman, 20025

I has Besn sigpested by Garcia et al,
(2 1) that encourageng target popaiation
participateon reguires omering acoessibiliy
barriers in the healtheare and social systems
Because ihey temd 1o discourage the lnvited
preoplatio Frou jeirnng propraims for caner
ocntral, Twe (siree oos] aEake e process
esier by simplifying the imeancracy e g
sthecheling visits, acting a5 a fink between
the patier sl pramery care Desd b fingooms
i acoess 10 healtl services, and ensanng
that conldentiaEy of repors is imnamained
(ClEiponan. 2012, Rrwecen gtal., 2007),

Fdueation and Promoting Health

Among the &2 actvitiesidenmibed, seven
ackfressedd ediecarion xnd health promeation,
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TABLE 1. Articles Used in the Literature Review

Al

Airbws o 8L,
2008

AWHDNN, 2010

Aytes, 2009
Bopd & e,
007

Chapman, 2002

Dotvirrey o &l
2007

Fawpcoty ot al,,
2007

asper, ML
Gl sell, 2005

Hikon ot al,
2002

an ot al.,
Iz

Lemscher, 200

Lundgren ot o,
2000
Mahan, 2K

Humalosm,
2008

Cacarsson of o,
1011

Fhelan &
Heneghan, 2008

Shpeern o &,
2007

Shum et al,
2014

Tirkistaf of &,
2003

timny Purtben ot al.,
1005

Wi, 2000

e

Opporlunita: s orgenized waen-
ing ber cervical cancer in Eumpe

Dpportunishe somening o bnesst
cancer in B Linded Sates
Oppartunitic sty fo e
mthe United States

Uppartunitic screenany Tor bopast
conier in e Linfed Slate

Grganized screendng for beosst can-
cer i the Unied Eingdos

Organ|zsd acreening lor colorectsl

CHICE I -]

Opportunistic screenang oo reast
cander in the Lintal Sate

Orpanized seraering for colorecisl
cancar in #he Linitad Kingdom

Cpporrunishic screening Tor skin
cancer i e Urited Kingem

Upportunisbc screenang for corncal
canoo in the Urited Sates

Crganized screendng Tor colorectal
cancer in Mew Dealand

scmereng for bepsst
and corwical cencers mothe Unibed
Ghabay

Organized screening Tof cervcal
coancer in Swaeden

Cipportundstic scresneng Tor cance
mthe United Atates

Opptbunealil séimeneng) Tof brsasl
cence in Mageria

{rgenized screenang fos cervaeal
CECE in Sesden

Cpportundta: scisening bor skin
cancor in the Unsed Stxtes

Orgénized sereeing for colorectsl
canie 0 Canada

Crganized screening for colorecal
caner in China

Opportunsia; steemng for cervical

cencor in Tutkey

Cpportunstic scresneng for oolorac-
ta camcer i the United 3hates

jatie, scraening for ook
tal canioer in the United States

Cnicsl

Erhcatkan anl promat g heatth,
rasemch and program sekuation,
Ty

Edhucatinn s pramiing haalth
Education and promating healh,
dinical

Meanagament, education and gro-
mting haakh, dinaal reseandy and
pragram el ust i, Taining

CEnics!

Management. sducation and promaot-
ing hegith, dinxal

Tenical

CEnical

Eghscetion and promobing health, dine-
Dnical

Managenent, shucatlon snd prosat-
s balion

Education and pramaling haath,
dinical

Managament, sducation and prosat-
Ing haalth, dlinical
Educaton and pramaling heasih
Educatam and promaling heath,
dinijical

Cinice!

CEnica

Education and pramiting haslh

Enical

Educatam and prameting hesih,
diinical

ETS
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Faruaegeim el

& [ErRuning Acoess o appopiane educabonat material and guaranieeny
aralabd by O3 shudies)

= Loing a5 a bnk between the patient and the presary care foam 0
i)

» - Building working relationshins with wariow heslthcare sgenciss {1

shadies)

= Ensring confidentalty of raparts & maimdsnsd atoeding 1o guits-
fines {2 studies)

= Farticipabing n mu kidsoplinary seam mastings and in the decsion:
making process {1 sy

= Ensuring that dala refaied 1o the screming maesssent prooess =m
retined on o sogening record (1 study)

= Facilating patlent apoes 5o heatthears servioes (1 shady)

= Monioring the process of providing care (1 shady)

= Improving and enswing csandination (1 0

= Parlicipsting & & ke menibey ol the sworesring teas (1 sudy

Educatics and Promatieg Health
= Proyading verhial and writlen nfermation theougheut the process [B

studies)
& Frovding aducation to the popalaton 18 shadissh
= Explaning and sxpaunting the benelitd of soreermp 44 stidies)
 Providing haahl s and di S ackiti T4

wligies)
= [Encouragng the populstion 1o participate in canos screeneng | sy
» Comvepng e moodanoe of folime-up and rst evelustion? (1 stody)
= Proveding educstion bo the popilstion on sethods of prevention {1
stuy)

Clmical

* Perfoamning disgnistic tests for scraening grograms? 12 sudias)

. Eﬁm the perecal social and prychological nesds of patients

i}

= [Enmring that people varh postve results receine 2poropate
fellois-up' {2 shudies}
= - Comacting patients and infosmeng fhem of the resulks” (2 shodies]
= Provading emoional suppart (1 ssudy)

Raearch and Frogram Evaliastion

® [Ermaring svabsrtion of she eflicacy of nursing lunctions 1 study)

= Bewievning the Rersiure and sppling the evidence 1o pracie (]
k)

*  Evabsating the screening progras (F shady)

- Cri'u:.IT analyeng the resulls ol veestigations rested to soremg®

':Hrngwuumfwdm:dmhufhrﬂnmh Uyl
= [Parlicipating i reverars and annusl sudits bered on the results of

*he program (1 shudy)

#  Perfoamning irestigations of cancor soreeneng {1 seidy)

= Carhicling reserdh on prevention and satly detection (hat eall
harwe el applicaton i dinkal practice® {1 ssudiy)

Training

= Trzining patients on breast sbnormaliies® (1 shady)

= ientfying the needs for perianat developsant anmd gainng sooeas
0 2poronriate traming (1 study)

* Hipgpaaes, specfic compeetencn hewels

FIGLIRE 2. Activities Accoading to Five Action Araas
off Mursing

O ol thee &crivities o Uvis ares iovolves devedoping, imple-
menting, and evalianng & means of guacimeeing that all stake-
FriakBers Lave access 1o eduealion of GUicer greventiod e
schier, 5104} People are informed of thelr optons concerming
thee management of ther indivedual risk of developing cancer

and of the limirations, beaefits, and risks of each soreening
stesegy Cassocintion of Wamen's Heslrh, Dhstetss, and Meo-
fiatal Mursing [AWHCONM], 2000, Hilton 21 al., 2003, Loesclser,
2004 Ohrwalosin, 3008 Murses Slsoik] provide ug-to-dale,
pertneat informatican o all aspects of cancer with the alm of
facifinating user Raowdedpe ancd chodcs (CAWHONMN, 2R Bovd
& Fine, 2007 Chapman, 2002; Hilten et al, 3003 Lundgren «t
al, TOW0: Mateonn. 2004, Ccarssdn, Dalalbeng, & Tycéa, 2011,
Tizkistanly, Sogukginar, Sapdam, & Avdendr, 2003%), That ac
tivity was referenced in elght articles. Odher activities @o this
CALE @Y D8 SN Rging DaricRiriom 0 Canoer foresing
(OssEssan et al LD, covesing he impartanes f fallow-ap
arsfrisk evalustion Chaloen, 20080 s providing el promo-
L anl dlisedse prevenlion scrivities (Ayres, 2009 CRapoman,
2T Leescher, 2004, (Howatosin, 20081

Mirses i0 cancer sereening e funcdamenial educsiiog in
the preverizod of CanceT, Inchucling means of paevemio, sirae
gies, and eurdy detection and screening services, Mimsss provide
thai edscasian o the context af the culivcl mckground of
the indvidels thetr fzmilies, and patient and fzmily belsefs
abom Nealth CAWHONN, 2000, Ayres, 2008, Chapman, 2012,
Faweceat et al, 2007, Lossches, 2004 Qluwaosing 2008, Fhelan
& Heneghan, 2008 Wrighi. 20405
Clinical

OF the 32 acdivities kentfied, fve were dasmibed to the cling.
el mres Thee muain clingesl dcininy idenrifled in caneer soreern
e Was D0 carry Ul disgdicaric tests (Bod el al, 20T, Duabraoy
efal, 2007, Glasper. 201Z; Gaodsell, 2008 Hilcn et al, 203
khan. Khan, & Crwen. 200G Lundgren ef al, HEIC; Shapero
cf al, 2007 S, Lus, Chud, Las, & Hio, 22L0; wan Parten, van
Leerdam. & Kulpers, 2008 Waght, 20000, The artcles relerred
o eotosecTal, bredast, skin, and cervical cances sereenings Tl
activity inchudes performing dingnostic testing, providing in.
feenuation fo patlents and their famdlies abouat procedises and
resili s, oitalning informed consent, reconding proce diges, amd
el e pratienr for achBrional services when tecesasry, The
niarsl s the oot for the paiecds nroaphois e procsess,
performing Rllowap and mandtoring the process from. the
beginning (Faweel e1 ai, JHIT, Phelan & Henegihan, 2008

Research and Program Evaheation

This category represeols cight of the selocied aotivies. A
cordling 10 he articles reviened, U Suter screening niirese
el Besd reseanci dnd pubilsestians aboul duily pra dee. Tlee
research and publicstions shoold inckide projects relaied to
user s@isfaciion, the inglications of improvemems in the pro-
gram scheme  evaluation of mesing soUvin and ather ferors
than may cioourdges of discoeige P CipMEn in sorecning
{ Loescher, 2004 Ensuring efficacy in nursing hmction regae
sErEs an actvity in the research and program evalugbon ansa.

Fabli Health England suggested that murses mast codlaboraie
in driving the design and devel opment of stues timed griden
Lilwime arud e valuating nevw serategies for early detection and for
pramoting participation, s well as measiring the plwsicnd and
psvchological tmpact af early deteciion (Chapman, 3125 Ad:
ditianal mursing activities fnclode the crithel arafysis of resaits
for cancer soreening investigations and pasticipating 40 audts
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to evalnate the remilis of cancer screening programs CHalran
etal, 2005k

Traiiing

Trainimg represenis 1o of the fve sreas selecied for the
sCLly. AW HOMN (20100 noted Ul cances sereemking programs
mui st be develogied to provide angoang training for professionals
ancl ceeare speciali2ed exhacaginmal programs in reesing peactee
iiegraic preveaiion wnl ciny defecton imo chinsesl practice
(Chighma, 20820,

Work Competencles

Classifcximon of the [¥pe af work Lo ienoe sl 12
generic actvites and 1 specific activitles. Accarding go the
infarmation collected in the currend articke, the camoer screen:
ing s should perform actbvities that seguibre crosscarriciar
CEHEIETEOCTES,

Discussion

The clrpent feview was iniiaod (o delinese the aciivities
ol e flirsdnge pmflé-&".llm:ll Lk CACEF sereening preeruns The
mist relevant Anding Lo the sudy & that the role of the marse
N cuncer sereening invalves the management of ceses zad the
periormance of apnostic iesis & primary sctivites,

Case markgensent is o collaborative process of assessmeni,
panming. facilsaricd, Al advocaey e Sprioms ol services
o e alivichsd's e ahh needs erough oonmmncsliong
amil availakde resnIrces o prome Nagh-cuediny, cost-cileciive
alcpnes Chpnss Mankgement Sociery of America, Z00; Boss,
ourry, & Goaddwin, 2000 The fass IMEnager merse wodks in
coounction with the reference professonols of the patient,
providing added value and orgamizing the comtribotions of
the Lmerdisciplinary team withows replacing amy ol them.
Thee defenition of case management s well wirh 1 rale wd
detEvities of the cancer serearlsng oerse, s mested in e -
el lberature review 11 alse ENCTHEI PSS sEs e acrivibies ihat
compose the five areas,

Oy dimgeeram fandings in this review inchick: ofservaEans
that the CARCEr sopsening Mirse perionms I‘-:Hm*-up And AR,
coedinales resfinent ensires {‘\'.'I'l.'llil'l.'l.il'!-' el the pro-
ce=s. and works o provede pertinent and upeioedate information
on all aspects of cancer prevention o foster knowdedge and 1o
help paleais make fnloe med chodoss. The sereening msse shoald
ensire Sormoiinstio s the difTerent levels of Beallware P
fesssorals, solwediile oipsing and IILIJEl!F Ertiming o fhe PrEvEd-
thows and eardy ded ection of cunces. irain mrses I conomarication
techricpies, provide eadership in research and publication on
diav-poatay practioe, and coéleborabe in reseanch for cancer soreed-
LI PrOgrams Alrlewags e articles reviewed mesiEaes] oniy fwio
detivElies regarding trainidg o related o Gl dianty witli bregsr
sz lies i one related e ibhe need for persanal developiment,
a wick: pagige af tratning presibildies sxeses

Idemtifyving patenial activities perlormed b cancer scieen-
N migses is the Orst steprin ssscssing the impact of their rodes
Inese pesesg i biers vk then exploce sy they affect patiens
and outeomes. Further research s peeded 1o meazire Use

Implications for Practice

b Takethe kad bor conrdination and comminication insancer
sCresning progams.

k Measre the amount of work reeced for screening activites
‘5l prigritize au;mlng 0 reeEnce.

» Provlde up-io-date and pertinent education o all patients
gnd thesr famifies an cancer soreendng,

amyAnt of work pelaned to esch activicy and 1 priociize the ac-
tivities acoording torelevance, Nurses do it perfoom all of the
cleseribued detivities, activities will be determined by the type
af screening e, opportanistc o populatca-taseds and oo
the basis af the time availabée for screening 0.2 exclusive time
fiof sereening of shaced time with cdher hesfihicars activitiesi

Lirmitations

O of The Hinitarions of this seview B Oal nwest of e
bl e atians were fo0 ariginal réports Tl wers Densyslemaric
rEVEHEWS O EXper u-P'iI.'I|l.'II'I.E\ T s the artscles exanmined
were primarily from Morth Ameriean coundries and used op-
POTINNESHC SCTESHOE ProErams, A% 2 fesuln, somse of the ac-
tiviries noed are 0ot applicaile o pogualation-ased screoning
programs, sk a5 1 minse performing dRagnesEc testing. Many
studes have shown that dingnostic tests pecformed by rained
murses fpe scresning colorectzl breast, and cervical cancer are
as sufe and effective & those carred R by orher healtheary
prevrsdersy Boncd et al. . 3007, Dodwow et al., 20607 Glasper, 21,
Gawlsell, 20068 Hilton et al.; 2003; Khan égal, 2002, Lirvfgren
et al, HD; Shapero et al, 2007, Shum et al., 2014 yan Putten
et al., 200, Wrighd . 30000, Seme authars suggested limiging the
activities of The soreciling Oerse 1o perioeming tests, which s
A sramEwinl fedisnionist view Decause mirsds ane capabbe of
performing well in mamy other damzains

Implications for Practice

This articie describes the activitics imwéved in the oorse's
rode i canced screening programs, The definition of the rale
i the first step in developing indicators 0 2ssess mirse perfon
mance in cancer soreenlng. Additional resesrch (s peeded 1o
measure the workioad aof the sctivities and to priorit ze them
aceoriEng 1o their felevance, Nurses mast be b the kead when
il cames T cootdnatiod amd comomaricirion wal pasents
willy cxoncer e et relSEves B Dmpmone CRncer soneening.
The nurse showld be 2 core member of the makidisciplinary
feam o organized cancer screening programs. Ciadlabosation
] malbdiscapdinary sirsegics can have importam heneris
for patients

Conclusion

The rale af the cancer screeming nurse is best anderstood
i the comtext of o moltidissiptinary team. The role mvolves
consiierable imepsetion with other prodfessicnals, with seme

Clinical Journal of Oncalogy Nursing « Valume 18, Namber 4 = Defining the Murs's Boke in Cancer Streening Programs E81
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overlapping in the process of cancer screening. For that reason,
a central component for nurses is coordination and collabora-
tion with other members of the team. The authors conclude that
the management of screen-detected cases involves coordination
among provider services and resources, avoiding duplication in
tests and procedures, and making better use of time. Case man-
agement aidsin planning and guarantees that patients’ rights are
respected and their decisions honored, and it improves resource
management to vield financial benefit. Healthcare providers
should promote the inclusion of nurses in population-based can-
cer screening programs to guarantee optimal care of the patient
and his or her family throughout the screening process.

The authars gratefully ackmowledye Anma Riccobene. R for
fer amistance with the clasrfication of activitier dentified by
e rivvicws
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ABSTRACT

Background: Guidelines for quality assurance in cancer screening recommend that nurses be included on
multidisciplinary teams for population-based cancer screening programs, however there are no current
documents describing the activities of nurses in these programs.

Objectives: To identify nursing activities performed in cancer screening programs in Spain from the
perspective of professionals involved in those programs.

Methods: A national two-round Delphi study was conducted in a population of sixty-eight cancer screen-
ing experts who were invited to participate and asked to identify nursing activities in cancer screening
from a list of 24 possible activities. This list was obtained from a review article that was adapted for this
study. Individuals were also asked to report the importance and frequency of these activities.

Results: Forty-seven experts participated, and they identified 25 activities performed by colorectal cancer
screening nurses and 17 performed by breast cancer screening nurses. These activities were primarily
in the areas of patient management, education and health promotion. All activities selected by breast
cancer screening professionals were also selected by colorectal cancer screening professionals.
Conclusions: The mostimportantand frequent working practices of cancer screening nurses include acting
as a link between the user and the primary care team, providing users with information and explaining
that information, and resolving users’ concerns. The main responsibilities that were identified included
registering all nursing activities during the process of cancer screening and keeping all patient data

confidential.
© 2016 Australian College of Nursing Ltd. Published by Elsevier Ltd.

1. Background

that it is highly decentralized, and responsibility is delegated to the
health authorities in the country’s 17 regions and two autonomous

Health care in Spain is organized as a national health system,
amd all Spansh citizens mociwe unlversial coverage, Health cane
is prowvided free of charge ab the pomnt of delivery, However, the
imoEr relevant fearine of the arganizarica of heakith care in Spain is

* rpespariedling o beor s Catarkn [Tt e of Chcobosy), Caioed Freveilbog diid
Cosmind Ppogram, A, Gran P FS HTL TS U Hea plta i de Dintaspa. Banoe bona,
Spaain

I o e ey s o aekeea e | |, [ewaing, g, Tl

L TG Jar b i 30 T T
P1E- M A Aembrahan Collepe ol Mersing L, Pabisbed by Dlseeer Lid,

cities. These regional health authorities have the power to plan and
ofganize thelr heabth services, and the Minsiry of Heakh plays
a coordinating mole and has responsibibity over some key ansas,
sich as basic legislation aid rlee package of benefirs covened by Dwe
health service across Spain [Barras, Colomer, Soria, & Lipez, 200407,

Population-based séreeming progiams fn cancer aré miphe-
meneed and srganized according torthe characrer|stics of the healrh
system. The adoprion of population-based screening pragrams
for Beast cancer (B and coborectal cancer (CROD Dias wnoreased
thrausghour Europe, and pamicularky an Spain, over the last Af-
by s (T LllLaedl et al, 20047, Thed el pognilatoii-based] canie

Please cite thus article mpress as: Bemibo, Lot al. [dentifying

programs IpnSpaim: A Delphd sosdy. Cotlemiom (20FE], Imrp il docorg 10 10 iaijeolegn R E.07 068

aiy pognalarion-based colerecal gnd brea s cancer sereening
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wieediig prograns impleinented i Spain are for CRC and BC, All
Spansh regions hase a cervical canoer screemdng program, althodgh
the=y ar= generaily oppartumistic { Ricardo-Bodrimes et al., 2115%

Cramently, 2l pegions of Spain have pogulation-based B acreen-
Imgprograms. Mavarre was the first to implement such a program in
1950, il e remaining regions progressivedy [allowed, All of hese
programs have attalned 1065 coverage, rarget women hetween 50
arid 65 years of age, and offer a biermial mesnomoegram (acimce,
Dedlgache: Sadas, Zulstwreia & Ederva, 201 L

Ta dave, verelwe of the 17 Spanish regeons have Inidaced CRC
screenireg programs, and 8 of these reggons have prodoced resalesof
at least one sereening round. The remaning regions have initiated
CP% ATt Dy, Thes [ Cegr aames thal are curme iy op=raling Carger men
and wormen betwoen S0 and 2 ypears of ape except for Cantabeia,
witich SLar s rhe arged axe M0 55 s [Oacer Siyeenang Merwiod,
1AL

screening programs in Spaan follow the aitena detadled in the
Exiropean gusdelines foe quality in sereaming (Periy of al., Z006:
Geimay Patrck, & won Kapsa, *EOF and are coardinated by a
national cancer screening retwork. This netwaork |5 responsibde for
ErsUing TRl screeing prog ans follow commen merhod ologics
criveria and utillze compatible informatian sysiems sa they can be
evaluated, and their results can be comngraresd. Howeer, Hhe g
titarial arganization of Spain, which iz characterized hy widely
theceniralized posesr, has led to dilferent appdications of the cancer
serennirg policies [ Aacuinee ef al, 2010k

A well-organized program endale 4 mitEsciplinary wam of
professionats, a defined screening suciure, a dgoreus sysem for
evaluating the process and its resisles, and the prowvisson of Feedback
toy bl prodessicnals iovoelved [Lypiee, Tornbere v Kass, Ss=enan,
Bevan Delglen, 2000 % Seweral insttilons, induding the Eurcpean
I'.'lnnuh:g].r Maursing Society, and the European guidelines far qualizy
A T Can e seieening recamimend that irses b iclisded
e multidsciplinacy teams for population-based cancer scresming
[ArEadmied al., 206 Permy ef al., 006 Seiag et al, 201 Althouigh
these gulclelines notetihe goals i be aciesed, they do not describe
the= activities that shaold be undertaken to achiewe thoe= gaals

1.1, Purpose of the study

Takdentfy the actlthes perlormed by cancer seresning nursss,
wee corcdicted a lirerature revies o document nurses' myodeement
Im cancer pereening e ot al, 2014), Howsver, mast publéca-
tioms inchaded in this peviewr were not original reports, Zathes, they
wers non-nystematic reviews o expert opinions. In addidion, the
exarEned aticlesd were primarnily fiom Moeth Americen countres
and irwestlgated cpportimiste soreening programs, &s a resulr,
same of the idendified activites were not applicable to population-
based someening programa, To conbesiuaize these activites in o
gl o hased sores dng program, s study consuled screen-
ing professionals to identify the activities performeed by cancer
sereening nurses, These activites were selected based anthe |ites-
atire review. The aimm aof the studdy was o jdentify rursng activities
perfarmeed during cancer defeening programs in Spain fmom the
st we af grofesslenals invalved inothese programs,

1 Methads

21, Sy desdpn

The Delphd techaigue was ussd o ganespert consensus, which
pefers 1o Che axtand o which paripantd agres o0 0 particols
Issue (lones and Humber, 185950 The process began with a list of
propessd itemes for debaie Trom a Fecadure review wnider taken
to |dentify the activities of meses In cancer soreendng [ropTanms.

This review was iniliated o deBmeate the scrivities perfammed by
malrsire peofessionats in cancer screening programs and ldendifed
a tatal of 32 activities | Fenito et ol 501 4L The research tearn mod -
ified ard adapted same of these acnivites te datly coie s adapt
them ta the study languege (Spanish ] and contextualize them ina
gl ation-based screening program A d el the 32 activities
were consalidared into 24 activitles.

22 Saripde drad SeiTiig

Rather than using a random sample representative of the tare
ger population, the Delphi rechnigque smgloys “espers” as paned
membeers (s son Mo Kenma, Covwsman, 8 Keady, 20881 The paric-
ipans were sebarted and considersd 1o be experts bassd an their
knvmaledae of and experience with cancer soreening,

We ldentified all contacts far the cancer sereening programs
aof the differemt reglans through the Spanish Mebeork of Can-
LRI FCreening Frograms website [Tips wivwsci il ocane e RN |
angd corstaceed them to chain (nfoomatan on the cancer screen-
Ing programs and the nueses whoowork in these programs. Ve
contacted andy CRC and BC soresning prolesssonals, which e
popailagion-based sereening. In Spain the cersical cancer screen-
iy i an epportimis e scieemng and foe that feasom was esclded
{rorm the stuly, The appomunsstc appreach does not sysemat
catly inwite the =ntire target pogulation. Endividisls are invited o
i e g Ehee sereering Test wihen they have contact with the healtl
system [ public or private) They might maioe the decision an heir
ey i becaime they attend ahealth center for a diffeoent reason
and are identified a5 a member of the tget groap.

The liverature does nor provide dear pulidance regarding the
optimal paned sipe, alshoumh panets of 20-50 participents aoe moast
fraquently recommended (Endacon, (Tifford, % Tripn, [959) The
size of the exgpert panel for 2 Delphistudy is determined bnea nom-
bz of Factors, including the content und er consderatian, the depnes=
of umeertainby of connreveray in e liearose amnd rhe availabiling
of pescarees [ofeman, Hisdson, & BEaine, 20751 Wich these [actors
In mind, we aimed {0 convene an expert panel of at least 30 cancer
Seresiing roleasionas in Span,

21 Data rotkection

2LL. Frocedare

Canitaeta icentifbed in the Spanizh Merwork ol Cander Sereening
Frograms prowlded dara an 41 respansibée partles amd 27 nimses
imvodved in cancer soreening programs. Al 68 cancer screeming
prolessonals were invited o participate im the frar Dephi suvey
questiormadre, Some of these professionals were engaged I both
CREC and BC screening programes. Al 68 patential panelists wen=
inwited to participate viaan e mail informing chem of the pueposs
o dhie sty the process that wokd b Folbomeeed snd the estimated
duration af the sudhy. They were informed that the study was part
of 3 research praject inveatganng the activiries of cancer Screen-
Irg nierses im Spain from the perspecive of professionats involved
in cancer screening programs. Panelivts did not know the identides
of the ather members on the panel Participatian in the study was
vodumbary, and no fmandal or other remuneration was affered.

Thig study emplogred 3 Das-stage Delphi survey because the iz
erarure has shown that participanis ofven becomes Gaigoesd afier
Charee omiruls [Wialker snd Selle 1095 The @udy ineluded two
aaline quiestomnalres, with the first adminstered in Ootober 2017
and the second in Joly 204, Only participants who completed the
first quastionnaire wene invited 1o participare in the secomd. The
surveEy was pre-tested For comprehension, and ity weeding and
lagpont weere slizhely adapred.
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All partcipants were malked a pvo-part guesttannalre. bn the
first part, participants were asked topravide data on cancer scresn-
i pragram characteristod, inchiding the propran's dedication o
sereening i -time or past-time], the type of streendng perflarmed
ar thwer wobopalace, wiet et g praolessionas were invalved in
screening, and the oype of soreening insalving pralessional nursing,
Bespondents were also asked to report their persomal and pro.
berscicnsal backgroumd [ags, gender, professonal categony, bead of
thee soreening program, wok area, and years of peactice In can-
cer screening). In the second part of the questionnaire, participants
weere asked tooselect mEsing activities incancer screening from a
list ol 24 acrivities (Benitoes ol 200495 I they werked in programs
that did not have nurses, thny wers asked to selact these artivities
rhey Breliesend that should be pare of de muise praofie

In addision, in the Rrse guestionnaire, partcipants wiere ashed 1o
provide sisggesticns for reword ing activity statemenis they consil -
ered uncleas ared oo list achivities they believed were not addiessed
In the questlanmalme Two weeles after the inlisd mailing reminder
e-rmails were sent fo pandagants who did not respond. After 3
ey, (e ponses we e snalyred, sammarized and wssd togenerate
the secomad questiopnaine

F33 Coimersny

Althoigh the approprise lewel of consensus kas been exten-
wvehr discusesd in the liberatone, it conimies 20 be an ashitrany
decigion [Watdon e al., 7008} In the presant sy, TS5 was
deme to be an appropciae cut-off poine for consensus Inather
wards, ab least 755 of participants had to agree that a particulars
itern mesited core starus [ e Kerm Al Hasso, 2000 T e g8 lecred
acovities thay achieved comsensos were Indwded [n the second
guestianmalre, arml the resuliz were analyasd according ro the wpe
of sereenming [ BC or CRC)L

234 Second greshionnaire

Thiz questiomnaire smed o establish consendus regarding the
inorranceal Teir s g e tiviGes s d o alten Dese activilied wens
perfoomsed, The panlcipars recelved an dendfcaseon namber that
alboveed the first and second questionnaires o ke linked.

Thiis guesianndire comgiised two lisss ol activities ihat
emerped froem the dara analysis of rhe first guesiomnalre; CRC
scpeening activities and BC screening actvitios, Teoversions of the
sovordl (uestEonnaine were administered, The frs was senn m pro-
f=ssionals In programs with messes, and the second way semt o
profeasionals in programs withour nursas, The fies) version of rhe
questiammalne asked shoar the impomance and Fregquency of rhe
activities performed by nurses, while the second only aseesd about
Ul fmiporrance of mese aetivities,

The questonnalne asked the pamst 0 rate the Impemance of
each activiby om a Fee-paint Liert-type= scale ranging froam 10 nat
ar all impartam™) o 5 [Cestremsely impemant™h o slditon, the
panelisre were ashed "HerrFreguentiy donurses perfoom this act -
ity @, and they responded ona ¥ocategory scal e anc hored bay “never”
arid eveny day™, A Likeir scale wias ulilized foc this questiomnaine
bacaigsa it s a Bamilian tool vsed insureys and is considered ro be
& Mckenna, JO0E; Folii and Deck, O8], RBeminder a-malls were
wenl, and 34 indvidoals responded to the secand gquestionnaire
FITYEY,

24 Data analris

Desoripainee statistics Jmeans, sandard deviations (505] and
frequencies] were wed o analyze the demopraghic variables, Fre-
quiencles were el 20 rank the imporiance of the actlwities for

Ches el quisstionisine, The Dwi questicninaires were analyzed
sepraralely, SIES version 15900 was usad for all quangisanve anahses.

Eh Erfricad comrdderations

The sty profocol was approved by the Ginical Research Ethics
Comnimitted of the Bellviyge Univer @y Hosgeral (FR2GRT 31 and all
irvckved parties fplbowed the echical requtremends sat forth (n the
Spanish Organsc Law an Pratention of Personal Data (1501959 of
Decamibar 13)

3. Resulis
). Besporss rate

Forty-soven expents, wha represented 69.1% of the B8 canrer
wereening professionals, participared in the stody. The non
[eepealse (abes were 30.9% (2168} for e st questicnnaine and
FLTR (03047 for the second questionnaine. Ko statistcaly sl
rificant differences in the sxperts’ characteristics were detectad
among either the respondenia ol the st questionmaing o thisss
whio completed hoth questionnalres.

Tahle 1 shows selected professionsd and socicdemegraphic
Characterisiees of the siudy pariol pens. The magaricy of Eidivics
als whao responded to the questionnaires were medical dociors and
caerdinarars of the sereening undra, They warked in bath seresning
and other care agivities The gype of sereening performed (o the
workplace wis primarily 8C sresndng. and a nurse was involved
in ihe proggam The measn nseber of years of scresning exps-
Hence was .05 | 540500 wears, Overall, 4688 of CRC screening
professionats and 655 of BC screening professonals reparted that
mrses wers invodved in their cancer scresning pragram. The study
o Tiei paen s were From Aragon, Ralearie Blands Resque Coundry.
Cantabria, Catzfonia, Ceata, Galicla, La Riok, Madrid, Murda and
Valencia Commmmming. This iepresems 706 (12077 ) of the Spanidh
TEfE0IE,

TE Bk of the [ qeesticranaire

Table 1 shows the resulis of the st gquestionnaire.. CRC
sepeaning professionads eliminared five actvites lrom the initizl
lisr af 24 and proposed six new  aerivities, Delsged  activi-
tes related to verifying whether those who do not mest
the inchesion criteria are at risk Ffor developing cancer, refer-
fng indiwviduals with a higher risk of developing cancer
to th= correspondirg screening,. performing  diagnostic tests
for carwes screening programs, volunteering for dinicad oi-
als relaed 1o cancer prevention, ard rewewing rhe lteratise
and  leading the implementation of evidence-hased practios
[ Talde 21

The BC professanals ellminaded 13 of the Inldial acrivi-
Hes and addsd six new ones. Dedeted acividles relsted o
verfiying whether these who do mot meer the Indusion cri-
teria are ab sk for developing cancer; refeving individuals
with @ hegher sk of deseloping caneer G the correspoiading
screening; @valimting the nursing activites durdng the soreen-
i procesd: beading Meir@ng Cances seieering resesch; povsding
wEere wilh informaticn alssil e pEeinive resulls of the sreen-
i et prowiding educasion abeor healiby Hiespgle choices m
prevent cancel! peafofmirg diagnostic ed Tor canear Sresn-
Ing programs; valuneering for clinlcal trials relaced w0 canoer
prevention; desgning avl implementing strategses o motivab:
the rarged pogifalicn o participale in cancer wieening Ho-
prams; developing educational materials for e tacget populagion
anel emzuting their avadabiliog; identifying the piogical, social
andl pewchcdomical meeds of fhe acges populacican: participating
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Talile 2
Mharsamg activivies i cancer wreeing seleaad Jrerihe ra guesio eaire
Nursing activities Nursing activities Meonitoring and supporting users during the diagnostic and therapeutic processes Added activities
selected by CRC selected by BC Identifying and monitoring cases detected through screening and intervals

screening professionals screening professionals Encouraging the continued process of screening
Explaining and administering the diagnostic test to users
Identifying the target population (EDCP-Management Unit)
Training professionals involved in the screening process
Acting as a link between the user and the primary care team
Building working relationships with various healthcare agencies
Referring individuals with a positive screening test result for diagnosis
Registering all nursing activities during the process of cancer screening
Participating in program team meetings and decision-making processes
Keeping the data of participants of cancer screening confidential
Providing users with information about the benefits and risks of early cancer detection
Resolving users’ concerns about report results
Providing users with information about proper surveillance
Evaluating nursing activities during the screening process
Being part of the cancer screening program research team
Receiving training related to early cancer detection

Leading nursing research on cancer screening

Activities excluded by

Providing users with information about positive screening test results BC professionals

Providing education on healthy lifestyle choices to prevent cancer

Designing and implementing strategies to motivate the target population to participate in the cancer screening program

Developing educational materials for the target population and ensuring their availability

Iedermifsing the Ehysboal social, aed paychalogical needi of iBes

Pamidpatng inthe ssaluaiiom of the camcer soesniang peogras
wershy g whether thiree who S0 ot meet the inclgion cnberis S program et o pisen sev gt sk bor deweio pang canoe| At e enclidded by
Westerming ind ivithuab with & grester sk of canoer g0 the oomes pordng weeesing programs 3 4 BT

FerFramming o | apmosdic besh e soeemmg pmgrass
i g 1o ol it (oar BC clinecal iriak
e g e Diesa D ol Lo ineg e agep R aanny o ol il Bdsed Sracrice

perhiss | mmaafc

EHTP: Eaity Detnection Cadar Program: BC Bresr cocer: OB Colenecal comes

im s evalimtian of cancer SCTRRMNILEG OIS and [
the =xisting literatire and apphing evidence to clincal practics
[ Talse 2L

Twio actvities were not kncluded inthe final cone actwitiesof the
BCacresning but mealy resched T5% consensis: evaluining narsng
activires during the siveening process | MUSEE and pardcipating

in the evaluagkan ol canoer soreening programs (G200 Talve 31,
Finally, 25 activities wers identified for CRC screening nsses and
17 lar B sereenang nurses (Tahles 2 aml 3L

The anlwites were classified Into the folbowing cabegories: 1)
[EREN manaperment: 2] education and healh promotion: 31 clin
{cal: ) research and program evaluadom: and 5} maining | Henlao
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Pezcentage of comsens i of s bacied nurses ' activilies i cancer ScrecnEng Umgrams

Areas Mursing aotivites selecred oy CRC wpsening professanals n'e
PatisfIL T Tgeinen Acing 43 4 Ank betseen she e 20 (he By Gae 17 T
= 355 Buikling woeking reladoeklps with vanomes bealifcme e 19 o5
Besfrring Indasduab wih & posilve soreeslieg feet mes ol [ diagsoss 17 MrG
Beziserimp ALl s g Auly it ar ing (B process of CHET SO g 17 s
Farticimading in program beam seetings and Seciiom- making progesue b th
B pliay Dha fima of partici pants of cances scroenisg cosflderaial i ]
Beliomutiseimgg and s e eies during the diagnocrs and sarsgoinic pracese 5 Al
Blesrifyig andl imanisisg cse detssmed Srouh soreening and interak - il
ENCOUTaZing e oontimes peocess of Seerisg - Aided
Fdsiainon and healih Frovaling ib-en with indoran il the benefits asd roks of el ly camced dibechioa il 53
promabon Froviding ueers vlith Indormearsan ehoal pouibe sorodiiing nst e i7 G
n=d 15 Wi b e it " COOET A DT Besiils ik 52
Providing users with information about proper surveillance 20 95.2
Providing education on healthy lifestyle choices to prevent cancer 18 85.7
Designing and implementing strategies to motivate the target population to participate in the cancer screening program 17 80.9
Developing educational materials for the target population and ensuring their availability 18 85.7
Explaining and administering the diagnostic test to users - Added
Research and Evaluating nursing activities during the screening process 15 75.0
evaluation Leading nursing research on cancer screening 16 76.2
n=4(16%) Being part of the cancer screening program research team 19 90.5
Participating in the evaluation of cancer screening programs 20 95.2
Clinical Identifying the physical, social, and psychological needs of users 16 76.2
n=2(8%) Identifying the target population (EDCP-Management Unit) - Added
Training n=2 (8%) Participating in training related to early cancer detection 17 80.9
Training professionals involved in the screening process - Added
Areas Nursing activities selected by BC screening professionals
Patient management Acting as a link between the user and the primary care team 30 85.7
n=9(52.9%) Building working relationships with various healthcare agencies 28 80.0
Referring individuals with a positive screening test result for diagnosis 27 771
Registering all nursing activities during the process of cancer screening 31 88.2
Participating in program team meetings and decision-making processes 30 85.7
Keeping the data of participants of cancer screening confidential 33 943
Monitoring and supporting users during the diagnostic and therapeutic processes - Added
Hemaiing and monioelng ceses deseoed] e sopeemsg and Inienaals LEa ]
Emacoour azing the crmtbmiisd prmoess of JTes1ing A
Fgstnon and bealih Frording usen with mivrmeamon aboet the besehiin and miks of sady cancer desecoos ] Lot
prevmEnn Pthuing ssaid’ COnoeTe Sl fopdT il i | #32
o= (T3] Proling users with Infomarion ahoar proger sunseiline i:} EruTH
Ex plainire il sdimisis e the S 1= [ e = Al e
Heseasch il svabsationn= | |5 55 Belng pan nf the canoer soeediing prossm res=anc =am I L |
Climicad 1= 145505 leemaidying the Rrget popuitian [FUFN-Slassge men el - Sl el
Tramnirg m-2 [11.8%] teing sraining velabed to arky cmerr dateczion nk =D
TWrainesy profediossls Freodved D e sareening groces - Fudadial

EDXT; Early DetreGon Cancar Frogram; BL: B casees; CRC: Colodvctal catnat

er al, 2014}, OF the 25 CHC soreendng aciwities, 362 (9 actlvinies)
kelomgzed ta the area of patient management, 128 (8 activities] to
education amd bealth prosmotion, 169 (4 aotivitie) 1o research amd
prosram evalisation, $5 02 activites) o clinical, snd 85 (2 actiw-
Gies ) Lo (rasmne D0 the 17 selecred BC seresning activitied, 5250
4 pctiwicies) belonged to the area of pasien: managemenr, 73,535
4 actiwities) bo education and headth promotion, 11.8% [2 activi-
s ) Lo irasmengs. ared 509 01 Gerividy each o cessaieh andd elinical
[Tabl= 31

Differenceswereabserved among oecupationd grosps. Respoen-
demrs wha  were nurses did et select  actlwies  neafed
o mmducting research on o screening. receiving  traEming on
early canoer derection, parhopaing In poomam team meet-
ings, desipning and  impéementing  strafegies o encourage
the garged popodation Do panfidpate in screening identify
ing users’ needs, poovding osers with  iformation about
pasitive screemang test resulis, developmp edecational matesn-
als For he Lagel popdation and ensming their svalabitiny,
o pamicipanirg i othe evaluation of cancer someening pEo-
grams,

13 Heselrs af e second questionnise

Thesecoinl questipnnesre asied i e fegusncy and impo-
tanwe of the activives (dermSied inrhe firss oomd.

T2 frmportonce of tfee ochiiles

O rhoe 25 detivitias sedec tad by the CRC pamel, 17 where ¢lagsitied
e rrernely or vary Enpeiant big mone dan P55 of e panalisnd
Activities that were not considered (o be the most impartant were
Mhose refates] Do aseess g activities, perfomming Dealrh education
vl develening educatianal materiats, raining professicnals, [den-
tilinyg bl needs of the target popalation, and ident fying cases and
Pk ing vk relasiorships (Fig U OF che 17 activities sebected
by the BC scre=ning panel, 1 5were dassified as extremely impoz-
LANE A VET ENNPOrLAnE, The acriviises thol wers mol considered o
e the most Impontant were those relaved to ralnieg professionals
in e process of sereening and idemiling the targer popidatan
(Fii- 7

T2 Frcmency of activities
The resudiz an the frequency of each miivity ae shawan in
Fige § amd 2 The CRC panel experts selected 10 activities chat
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Leading nursing research on cancer screening

Providing ' ion about and risks of early cancer detection
Providing users with information about positive screening test results
Resolving users’ concems about report results

Providing i ion about proper

program team i decisic king processes

population to

Being part of the cancer screening program research team

Keeping the data of partcipants of cancer screening confdential

Panticipating in the evaluation of cancer screening programs

Monitoring and supporting users during the diagnostic and therapeutic processes

Explaining and administering the diagnostio testto users

jing the cotinued p

Evaluating nursing activities during the screening process
Providing heakh education on heakihy lifestylesto prevent cancer
Developing educational materials for the target population and ensuring their availabilty

social, and jical needs ofusers

Training professionals involved in the screening process

Building working relationships with various heakthcare agencies

Fig. 1. Frequency and importance of nursing activities in CRC screening programs.

- At most twice per year. -

Once per month.

At least twice per week

Footnote: The activities “Identifying the target population (PDPCM-Management Unit)” and “Identifying and monitoring cases detected through screening and intervals” did
not reach the 75% consensus and therefore there were not placed in any category of “Importance”.

were performed more than once per week. These activities were
mainly related to acting as a link between the user and the pri-
mary care team; referring individuals with a positive screening test
result for diagnasis: praviding infarmatien abaut positive screening
test results: reporting results on the diagnestic test and condisct
ing proper sereeilance; regstenng all nursng acivities danng the
process; and keeping participants” data confidential (Fig. 11

B panc| experts selected seven activicies with this same fre-
quency, which were primarily related to referring indivicluak with
A posifree screendng tesd result for diagrosds; keeping participants’
data canfidential; encoaraging the contimied process of screening;
identifying and monitoring cases detected througls screening and
Infervals; explaining amnd slminisiering th fIagnasns est tothe
users; and menitonng and supponting wsers during the diagnos
tic and therapeutic promsses (Fie I The sctivities perforrsed less
Frequently in both screening programs were related totraining and
teaching amel 1o resesrch (Figs. | anid 21

4, [riscuisshon

This paper dearifes mirsing sctivities relapsd o BC and CRE
sereening in Spain from the perspective of cancer sCreening pro-
pram eaperts. The Endings from Chis stody indicate that the mose
lmporeant aond frequent acriviiis oonsised of acrimg a5 a link
between the user and the primary care team, providing users
with information related to the cancer screening process, resoling
ey concerns, fegislecing &l nursang activities during e process

of cancer screening, and as responsibility; keeping all participant
data confidential.

The final consensus resulted in 25 activities performed by CRC
sCreening nurses, and 17 acfivities performed by BC screening
nurses. The idenished activiises serve as the core of the cancer
screeing nursa's role and a5 an indtial protoced for assessmant,
Fram the activities sdentsficd in this study, we could differeotiate
rthoese that ase warking practices anid thase thar are responsibh-
tiess, such as keeping data confidennal, participate in the evaluation
al the program or in feam meefings. and registering all oaiesing
S

Thas is the first study to identify nurseng activities performed
In popudation-hased cancer screcmng programs thar are desoribed
iy Spanish health profesionals resporsibde for conducting BC and
CRC sereenmy programs. The wlesdification of the core achivities
15 & starting paint for the developmens of indicatars and outoome
medsures that, in turn, arg necedsary for evaluating nursing care
in canceT screEning programs and ensuring the qualicy of the pro-
EIAIms,

ldenriffing the acrivicies performed by cancer sCoeeilmg nurses
allowws us to determine cancer screening mirsss’ competencies. Ta
Emnpower nurses in Hweic role, competencies shoald b definesd (o
ensure the developmens of evidence-hassd pramices and the pro-
visian of comprebensive, persanalized care and quality practices.
Based an these definiticne & training plan can then be develaped
(o irses wib ane workingin arwish to work 10 a cancer screeniing
program, Cancer sareening nurses should conrinually reassess thear

Please cite thiz arthche b press as Beadta, L, ot sl ddentifying niersing activides i population-tased colorscraland breast cancer seredning
programs in Spain: A Delghi study: Cofegiom { 30067, Sirrp: il danorg D00 DG e nlega 20107 405
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Building working relationships with various healthcare agencies 35.7
Referring the population with a positive screening test result to the diagnosis circuit &8
Providing users with information about the benefits and risks of early cancer detection 35.7

Resolving users' concems about report results 214
Providing users with information about proper surveillance 143
Receiving training related to early cancer detection

Registering all nursing activities during the process of cancer screening

Participating in program team ings and decisi king p

Being part of the cancer screening program research team

Keeping the data of participants of cancer screening confidential

Monitoring and supporting users during the diagnostic and therapeutic processes
Explaining and administering the diag

tic test to users  [Jr

Identifying the target population (PDPCM-Manag t Unit)

d of

p

Moderately important

Training professionals involved in the screening process

- @
Enc ging the ¢ g

Identifying and itoring cases d  through ing and intervals [ 78.6

I I
»
w w

Ap- 3 Frequency and mmpestance ol murdrg ol ies m D0 soreering peog nun s
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competenoes arel Idsntify their needs lor addmional knowksdge,
sieills; pereanad growth, and integrative learning experiences.

All activities selected by BC serecmng professionals were alsa
sedected by CRO screening professionals. The study results shawed
that CRC sereening nurses perform some activities that BC séreen-
ing nurses do not perform. These activities were mainly related to
leading nursing research, evaluating the cancer screening program
and nursing activities, providing information about test results,
providing education on healthy lifestyle choices, designing and
implementing strategies to encourage participation in screening,
developing educational materials, and identifying users’ needs.

The activities selected by nurses differed from those selected by
screening unit coordinators. This was likely due to a social desirabil-
ity bias because the coordinators reported the activities that nurses
wiete fdpected to perfiorme while nurses reporied the ztiviries rhat
they achzally performed.

The top activities can be grouped o two donmisant sareas
{patient management and education and health prometion] that
fizcus an user information, referrals to appropriate programs, and
monlrering. The activicies that cancer screeiing nurses perfonmsad
wire mainly patient management activities. For CRC screcning,
[hese aceoanted for 36% of all acervities, which B very similar @
the result reported ina previous sty (Benleo et al, 2014) How-
ever, for BC séreening, patient managemest stivities represented a
Ereater percentage. comprising agprosimarely 53% of all actiwities,

There is a significant difference betwesn the percentage of
research and evaluation activities disoussed intheary, based on the
liEndaniire review. and those perfenmed i praciee, as detacred by

Al e per ek

this study. Accoreling vo cne study (Benita et &l 3074 ] 5% al activ-
itirs should faous on evaboation and rescarch. Howewer, the current
sPuchy Temirsdd Eluak Chese activities compided Between B and 165 of
all acravities,

CRC sereenmy nuerses engaged in & hegher percemtage ol active
tiesrelated to research and evaluation than did BC screening nurses.
This result may be due to the laterimplementation of CRC screening
and a new definition of the nursing role linked to the integration
of nursing programs in universities. In the 1980s, nursing began to
consolidate as a discipline, and various professional groups worked
to develop a body of knowledge. This resulted in a new frame-
work for defining nurses’ responsibilities in health care. Before
then, nursing education had been eminently practical. However,
during these years, there was a substantial shift in nursing edu-
carbon rendard a curricubim that placss egial wekzhe an thecry
and clinical practice, Mursing graduates eaust be trained to provide
infeEral cane to people faced witl any esith siteston and o use
the appropriate methadalogy for 4 given situatian, They must also
he able to develop management, teaching and rescarch activities
; 1, 20T Do Spalin BC screening was implensnted
in the 18090=, while CRC sereeming did not begin wntil 2000,

Althcugh we provided participants with mfBomation on the
Oelphi rechnique, seat remander e-mails in each round, and pro-
vided leedback after roungd 1, the attrition rate bebween the it
and second questonnaiies was 27,75 This rate & consistent with
ather Delphi study respanse races, with response rates o raend
| guestionnaires ranging from 1558 po 0% (Harcett
|98 B

{Maminez Ma

11dIESoE
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Pheaset ibe this artichy in press 50 Benito Lo etal Jdentifylng mursiog activithes in papsifacion-based colorectal anid breast cancer soreening
programs inSpain: & Delphl study, Colleginn {20061 frep | fde.dol arg/ 10,1 D15 colepn 200 607 D05
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B Richarrison, #0002 Dgniels and Ascoal, 190605 Kirkwaod, Wales,
B Willson JOHEE; Miclilatrck and Keesiey, 2000 ddsilken, MN1: Hosly,
L§HiR; Soanes, (A l=ony, Sayiges, & Hanman, FOO0C Samsson, 1H00 )

The limitationg of this stody s related b tles rez=arch method
and analyss, Although thie Delphi method i generdly reoognized
as an effecrive ool For determinping expen consensus, It has alse
Iy critienzed i being valiieralle o @ varisng of bisssa, An impaor-
rans limitation of the Dedphl technlgue Hes in the meshod used o
d=fire conz=nsus There has been considerabdes disaussion of this
i9gue bt there apgeears 1o bé Gride agreement vegarding ow oo
th=fine conrensus (WEHEame and Webh, 159941 Themsfore, the def-
Imiticn af consensus is inherently determined ab least partially ng
rhe saibjective opinion of the reseascher,

Another studdy Hmizatonis thar notall regions wene roprscon tead
Pwacanse twe panel commparised anly Those sagers who sgoeed o gar-
Hielpade, Frofessionals from cnly edeven of the 17 reglons agresd
ter parHeipate. Because the pansl did not include @grects from 2l
tegicns of Spadn, the idenified acrivitees may nof be appoopiace
far 2l Spanish screening programs. The cowverage rates of camcer
s eelnirg programs troughoot Spain in J002, before starting the
sy, were THEE for BC and 17 for CRC. Therefore, nod all regsons
coull be represented in CRC Sereeing programs [Cameer Soieening
e, M AL Of the 17 regions wich the active breast cancer
wreening program, nine of them participated. OF the 14 regions
WL e R OB e Ll L0 ST e program, seven af tem
puarticipated [ 51

Catalanda acoounted Tor 68% of all participands. The resson for
thas high represenration is that aldough thene is only soe cameer
screenirg proamam in Catslonda, these are different techinical affices
Clads manige i, The researeh team thiught it waould be interesting
e inwite all professiomals from the differens offices to Inclule 3l
prooedures used throughout that regios.

Far the pelential banefin of CRC seresning 1o be realized, qusd
Ity must be optimad at each stepool the proces, induding the
idenrification of and personal invitations wo e e ol
perrfoammance of the soreenimg test: and, il necessany, the diagnostic
work-up treatmend, susveillanoe and altercare of screen-detec bed
lesinns [Aritym e al, 2008, Pery er al., 2006, "‘_#_E i ol .!I.I '{lIII!-:L
Cuality azsiwranee of the scresnEng process reguines a robist sys-
e ol program management ad cooedinaton that ensures that
all aspects of the service are being perfoomed adequsashy. As pan
of the multidizciplinary cancer screening team, murses shodd be
imchaded G Ehig qualing assorance progrant.

Alchough there is Heile wp dated literature descoibing mmses'
actiwities in this ype of program, the available artides that do
present resulis are similar o shese Gndings. The Natenal Health
Service Areast Screening Programme pressnts qualiny assurance
puidefines Tar nurses in BC sovesping. which dram that & nerses
rode n thas area bs primariby refaved b most of the activities identl-
Fied in ohis study. These poidelines alsoidenified pooviding e
wath infarmaticn related fo the cances soneen|ng process, register-
Impr all mur=ingg activitses dusng this peocess, and keeping all data
of ife participanis confideniial 35 key mrsing activitles [Thapman,
HITFY

There are & rrummbes of studies in e Brerars on Raving nsses
perfonm endascapbes that suggest that when nurses perfonm enda-
genpic procedules, patioulanly lower edosooses, eiteomes and
Aifverae events are in line with thse of plysicians Qo Sl
Inadcayi, 8 Somaad, F014 ) However, thisactivi irwas not selecisd
Loy Thes cancel seveanaby profssonals in our sy beeaose S panish
Lty chosss ot by naurses o peafoam these procedares,

Bamed om the activities identifiesc in this study, the training
Peiguirements for nuses i CRC aml B soreening programs includs
an in-depth mderstanding of CREC and B and their scrs=ning pra
cesses amd advanced comrmmicarion skills Appeaniiale courses
shodtld ke avallable o mrses ivvalved n CRE and BCscreendng pro-

grams to address these lssues, Including adequane tralning 1o help
make infarmed decigions ahowt CRC and BC screenings [Segnan
it al, TOR0) Thee pesis of this study can be ised o devslep com-
petencies staternent and training Pans for nursss

Becase this mudy colbested informaton on only the type, e
quency and impartance of each activiny, Insufficen Information
g avaalalde o ddenrify the e each Crisity Teguired, Fulun
atudles could recard the dmespent performing each actyvioy. There
5 a clear nes=| foe reseasch an naursng cars in cancer scre=ming poo-
wiame in Fusape, There i alas a need o develap ocs o sy il
rmvonfbor nursing cars in cancer scresndng programs. The dentifica-
thon of thess activities, topether with the Endings i the literature
and the wisws of professionals, can aid inthe exaluaion of nesing
cara [l hapman, J017}
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4.3. Articulo 3
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Nursing Interventions in a Cancer Screening Program Using Nursing
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PURFOSE: This study slmed o investigate which Mursing Intervantions Classf|-
cation (MC] lakels correspond to specific nursing interventions provided during
cHRCEr sofsening to astablish a rureamg docurmenlation fystem.

METHOD: This descriptive sty was conducled 1o idealily and classity the inter:
vantions that cancer soreaning rirsas I:lEr"ZI'I'-"ﬂ- based o an inikia ek,
FINDINGS: The mitlal Ikt was growped nto 15 interventions that corresponted to
laur gomaing and eghl classes.

CONCLUSHON: The study found paperf contensus regarding fhe duties of
CANCET =Creaning nurees and wentified 5 Interventions that shoudd be mple-
mented In clindcal practice for cancer screening care, accerding te the MIC
laxansmy,

IMPLICATIONS: This study is the first steg in gewalzping indicators to assess
nursing performance In cancar scraening, and it helps te establish the cors com-
petancy requEremeants 1or cancer sCrganing nursas,
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publication and Liucia Benito acts
as the submission’s guarantor

Streening programs are designed to administer syslem:
atic tesis or explorations to identify 3 disease = ite early
stages oF precursor keslans & an -HS\'ﬂl:ITEII'I'IEI[k DpEtion
(Wilzon & Jungner, 968}, Thewe programs aom o improve
patient graqnoss by providng a diagnosis al the earliest
possibés stage (Brawkey & Kramer, 2005

Scresning iz advizable within the context of organirad
programs thal can querantes gueality, sccessibdity,. agual
access, and informabon aboul the banelils and sdverse
effects &4 welkorganized program includes a multidisci-
plinary team of professionals, a defmed screening struc-
fure, a rigorous sysiem of evalusting the soreening process

& 2515 HANDS Insraatioml, inc
intemmikone kournal ol Murshig Arowledge. Nokime =, Moo=, - 2015
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and ity reseits and feedback frem the perticipanis and
professionais  invelved {Lynge Tdmberg von Karsa,
Segnan, & van Delden, 20012k

Populsban-based screening programs sere Eunched
fallawing pilol pregrams desigred to avalusle the feagiklity
of eapanding the programs. The pilot projecis led to the
concluszn that population-based programs are feasibée il
they are progressively consiructed o quaranies manimam
guality (von Karga et al., 2008])

Murses play a pivatal role in cancer prevention and early
detection (Jennmgs-Dozier & Mahaon, 2002; Lester, 2007,
Howewar, Tew studad have delimed he nursa's role in
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cancer soresning thoss that do were pubdshed mare than
20 years ago, and they Tocussd an opparlinistic screenkng
(Conhaad, 1993, Frank-Stramberg, 1985 Malik, P93 Miller,
Banes, & Turnbud, 190 Owarall, the role of nurses in
CANCET BCreening programs has bean described in genaral
terms that do not include conalstuent activities, and previ-
gusly published erticle do pol include activities 1o help
riurses cavelon in this role

Standardized nursing fenguags |5 a usef tool for
describirg nurses’ roles, This laaguage continues lo evalve
a: amelhod for syslemalically gacumenting nurses’ distine]
confribution to hastth care. The ayadlatibty and wse of stan-
dardized vocabulany allow the aggregation of data pertain-
ing to camman nursing disqhoses, nursing inlerventians,
and headth outoomes as a basis for qualtty Fmprovement,
for evauating the achéevement of mational and ofher
standards, and for enabding the research and walidation
of nursing care. Mussing lasonoemiss heve gained popdlarity
as a means of standardizing the language used to classity
diagnostic assessments, Intervertons, and outoomes
theough evidence-based nursing practice M0ller-Staub
efal, 2008),

Currently, some classification systems mclede e
nursang term s used i alf Aealthcare scenarios and specéal-
tlze, Some examples mclude the diagrosis classticatons
described by the Morth Lmerican Nursing Disgnoss O5soeia:
tion International (MAKDA-1) (Herdman & Kamitsuru, 2004)
fhe interventions described by tha Mursing interyentons
Clagssification (RIC) (Buleches, Butcher, Dochierman, &
Wagner, 2012}, and the sutcames described by the Mursing
Critcomes Classification {HOC) (Moorhead, Johnson, Mass, &
Swanson, 200 L

A review of studees gescribeng the useof nursing clessifi
cation systems in differenl comiries has shawn that the
MARDA, NIC, and NOC are among the mast widely used
systems (Arrodin et al, 2013 The recent mtegration of stan-
dardized nursing lAnguages, swch a3 the NANDA-|, NOT, and
MEC sysbarns, inle nursing documentiation makes it possdble
io capture @l contextual elements of the nersing care
process and to decument the nursing care prowiged to
patients. For camcer scresning programs, it s imparative
Lhat nurses defing tnair services snd provide evidence sup
parting the effectveness of the mterventions that they
offer,

in Spain, & study examined the Blerature bo idenlily the
nursing Intervention: silributed to cancér screening
nurses, The resulis showed 32 activities that were grouped
it Five areas: management, heafth education and promo-
tiem, clinical, ressarch and proagram evalustion and Lraning
{Eenito st al, 20045 A subzequant Delphi study yeelded a
iotal of 25 rursing interventions porformed | the contest
o cancer screending in Sgain However, a5 mentaned above,
ILis rmperative bouse standardized language when sharing
infarmation and completing alecliranic regislration. Thera:
fore, a study was designed to correlate the nursing activi-
tles Wentifeed In the previously cited studes with the
standardized nursing language classifications.

L. Banito =t al.
Purpasa

The purpose of his study was 1o investigate which NIC
labzls corresponded o nursing interventions in cancer
screening to establish a nursing docurentation sysiem

Meathsds
Study Dasign

Thizs descriptive study is part of the foliowing line af
research: iendilying and svalualing the activities of cancar
scresning nuesas, We refer to a population-based scresning
for breast and colorectal cancer. The targeted population
included men (Tar colaraclal cancer] and women for
calarectal and bresst cancer) S0-69 years of age.

An anatysis was conducted fo identify the snberventions
found in the MNIC faxonemy; an inibal list of 25 achivities
performed by the cances stragnings nirse was used. The
sigth aditian of the MIC wat wiad in bhic shody (Balechei
etal, 2012%

Procedurs

The striiciure of the MIC clasiification syslem is fallawed
in this paper {Bulechak ot al., 2020 Far the 25 indial activi-
tles, the Enquistically equivalent MIC interventicn labels
were idepbfied. This process generated the focument
shim In Tabes L Far each activity, an NIC Bnfervantion kabed
wai identified. Thus, as shown in Table 1, for the 25 activi-
ties idantified In the Delphé search, & tokas of 16 MK labels
were igantified From this indial progosal, a fempiate was
prepared for delivery to an expert paned

Zottings and Farticipants

The group of experls consisked of specialists in niersing
faxomarny. The Fehring criteria were used to dentily pra-
fessionais as gxperts (Fehring, 1994) The research team
sefected five experts who fulfilled the Fehring. critera to
seryd an fhe aiperl graup. Latlers wers sent o the prafes:
sionals 1o explain the objectives of Lhe stdy and to request
thes partcipation

The group corssted of five nurses (mean age, 56,8
years) Thres al the gradp members had Phbs, end two had
maslers deqress. &1 gross members had teaching apd
research esparence in BIC tazcnomy, The Faehring criteria
requed that all members of the group obtain & score
higher than S Lo be considered eaperis. The mean scare was
G (minimam 5, magiram 8) (Fehring, 1994)

The gaperts had o describe whether they agreed with
the mitdal proposat o ot They sfoo had to evaleate each
interveantion accarding o the criterion “De you think this iz
the best gption?" The respanse was dchslomous [ye:fn-b}l.
and if they answered ng, they wore asked to propese a more
aporopriate cotion The "yes" answers were scored "1™ and
tHe "ne” anewears were scored "0
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Table 1. Relatienship Between the Activities [dentifisd in the DELPHI Study and the Initial Prapasal fer Equlvalent
HIC Codes and Mames
-———----—uaaaaaa=a=a=a=

Dlphd Ackivity HIC Intervantion Code  RIC Intervention Nama
1 acting as & Bnk beteeen Eie patienl and Ehe primary care leam 5250 Discsion. Masng Support
2 Huildng sorking relabonships with warous heakhcare aganckes TR0 Case Management
i Eeferming peopds whi received a posithe screening test result to fha HH Ralerral
diagnostic cercust
4 Evaluating nurse activiy during the soresning prooess 00 Pesr Revlam
5 Lasding furss (esagrch on cancer screening EZ Oials Collection lar
Hesearch
& Prowidng information (0 wsers sout the penefits and risks of early cancer 5602 Teaching: Ceseasa Proless
detecton
T Frovaing Information (o emers absud pomithe soraening 1951 results = Sireediiane
B Rerolving wuser concears aDoul reporting resilts B4 Tedaphons CorguRation
g Prowading inlormation U9 users sboud groper surveilianis e Tedaphons Folos-Up
10 Ewcelving frainang relabed fo ety canter dateciion T Pesr Rovies
1 Corductng headih sducation on heallhy Gfestyles bo prevent cancer S5k Healkh Education
12 Hegistering ali nurse activity during Ehe cancer scresning prooess T Oocomentation
13 Particapating In grogram fesm mestings and the decssan-maling procesies SO0 Multidisciplinary Carg
Conference
M Eesigning and Eplementing strategles o encowrage the targst popuation =L Health Sducatan
Lo gaeticipale in Cancer scresning program
15 Qevelogeng educational materials for the target population and enzurng o Health Education
thelr avallamility
1 Eaing part of the cancer screening program propect’s research team {24 s Data Collection far
Research
7 Edentilying patients’ piniacal, socisl, and prpchokogicsd neecs T Cate Management
1B Makntaning the confidentiality of the cancer scresning partcipants’ data TNy Case Management
i [Particaeating in the evaiualon of Lhe (30T SCreening progias TG Pesr Revies
20 Training the professionals involved in the soresning prooess TEED Zzafl Developmernt
2l sanitaring and prowsiing support during petients’ dagnostic ana 500 SireeiBarca
therapaudls procaess
22 Prowasing explanation and programmeng bo the users of the diagnostic best A Teaching: Procedure /
Traatment
23 wdentilying e bargel population (PEPCK-managemend unitk A520 Health Soresning
£4  adentilying and monitoring ases detected Eroisgh screening and intervals T2 Case Management
25 Encouraging the confinestsin of the Screening process TITG Dizchange Flanreng

M nurtng ni=ie=nticos cla=ilication

Data Treatmant and Analysis

T analyze the study results, we used descriptive stabls-
tics and sedected the Interventions by consansus.

interventicns were considored validated when &0% or
moee of the expert nurses agreed with them, that is, when
at leact three of the fve axperts agreed with the propased
intervention. &s Fehring propased, the selected interverr
ticns were classified as “major” if they reached a consensus
fpwel of BO% or greater, and they were labeled “mnor®
whan the consensus level was lower than 80%, but greater
than @0%: (Fehring, 12ETL

Far mterventions with conssnsus levels of less than 0%
{Lg., approvad from anly one ar twe of the exparts in the
groups, a8 of the options proposed by the expert group
wera astaszed by the research team, wha sefacted one of
tha proposed options by consensis

Ethical Aspects

The study is part of a projedt approved by the Chnical
Ressarch Ethics Cammities af the Belivilge Universily Hos-
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pital (PRZGEMI), and &l involved parties folowed the
affical requiremenis estableshed In the Spanish Qrganic
Law enthe Protection of Personal Data (5559 of Dacemn-
Ber 130

Results

Of the 25 studied ttems that were obtained from the
previeus Delphil study, 22 ftermns (880880 achsyvsd major
agreement. Far cne item (42096, the agresmanl was minar,
anel lar bve ilernd (B0 the percentage of aqresment was
fazs than &0% (Fehring, 1937, Table 2 shows the agree
ment pereeniages for each ¢f the items

The twe ilems with egreement levels below S0 were
“Manitering and supparl during the disgnestic and thers
peutic process” and "Encouraging the contamuing screening
process” (Tatle £ &s previowsly mantionad, the résearch
l=am avalust=d these ilems and sslecled one of the pro
posed oplions by consensus.

For the first itern, based on the proposal mase by the
expert qroup, the resasrch team determinad that the MIC
“Surve|lance (S50 ik besl
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Table 2, Heapenass of the Experts ard Thelr Agresment WIth the Proposed Cancer Sereening NMursse MIC

Interventions

HIC Infarvantizn Code HIC Intervaniien Nama

Ei EE Ed E.4 ES Total®

i S50 Decissrriaking Suppert i 1 i 1 i 1

2 =20 Caze Management 1 1 i o] 1 LB
i ano Eetarral i i i i i i

4 ThH Peer Revies 1 1 1 1 e} 0B
5 aed Data Collection far Research i 1 i 1 i 1

o a0 Tesching: Diteaze Prooess i 1 0 1 0 o
T SEL0 Surveilianoe 1 1 ] 1 a 0.8
E 880 Telephens Lonculialion i 1 i 1 Q LB
& arap Talephone Fallow-Up ] 1 1 1 u} -]
0 TTO0 Paer Review i 1 i 1 a 0.8
L BEA Heafth Education i 1 L 1 i 1
12 T90 Detumenlation i 1 I 1 1 1
13 a0z0 Muftigizciplinary Care Conlersnce i i i | 1 i
4 5580 Heafh Cowcadion L 1 L 1 f 1
15 BENY Hesith Education 1 1 4 1 1 1
& B0 Dafa Collection for Resaarch i | o 1 1 LB
v a3 Caze Managesent 1 1 | 1 1 1
& [ES Case Management i 1 i g 1 0.8
19 T Peer Heyvivw i i i 1 0 B
20 Taeg “2alf Development 1 1 ] 1 1 1
i GE50 Surwedllanoe i & 0 J i 0.2
2 LEe Taaching: Procedure/Treabment 1 1 ] 1 1 1
3 S50 Heaflth Screening i 1 i i i i
24 TR Caz= Managerenl i 1 i 1 0 LB
25 il Dizchange Fanning 1 1] 1 a a L i

ek Su o (e papas

fespensat draalid Oy 5 Cue, T8 Numbar OF periss,

M. nirsng mizreenlicns chiesitcstion; 1 Ewpert |; EZ Expert 33 E3, Eamer 3 E4 Expatt & E5 Fupart &

For the second item, thie groap proposed the interven-
tigns "Suwweillance (S4501" and “Program Deveiopment
(8T The redearch team chose Ehe first option.

The 25 indlial activilies were gradped into 15 intervention
faalds corresponding fo 4 domain: and 8 classes, which are
summarized m Tables 2 and 4

O the 15 intervanlions, e most freguent Samain was
Headlth Syslem fapproximatety hall of the fotal). Another
comeman domain vwas Bahavicral, with a frequency of more
than Z0%. The remaining domains wers Community
(1585} and Salety (10.5%): Mo nfersentions ifn the Family
af Fhysiological domains were sefecbed (Tabie d)

Of the 30 existing classes, only eight were considered to
fall within the cancer screening nwrse’s rale. The mast re-
quently occurring class was Infarmation Mansgemenl,
which répresented apgroximetaly 32% af the nursing activie
ties; the savond most common class was Patient Education
115.8%0 The results for & classes are shown in Table 4.

Cancluslons

The study results sllowed the classzficefion of cancer
gereaning nLUFsed’ aursing inbersention activities accarding
to the MIC. There ave large gaps @ our knowledge of cancer
screening: and nuries are consiclered sy participants nthis
field. Thus, these prolessionals reguire Enowledge, end hey

8

need to dewelop skls that can improve the guality of thair
work, One possible strategy for imprawing the quality o
cancer screening nurses’ work is the uea ol a nursing process
methodolagy combined with classification syilems that
contain standardized nursng language:. in this contaat, the
study used expert consensus to describe nursing infervan:
tions and activities bazed on BT classlications (Bul=chek
et al, 202} This stsdy Investigated which KIC fabais corre
spend to specific nursing interventions m cancer screening
to estabdish 3 nursing documentation system,

In this contensus sbady, the mosl common nferven
lions focused on palient egucation. Nurses pay an impar:
tant role in enhancing the wnderstanding of patents ang
thelr familles’ regarding the cowrse of the disease, the
possibilifies lor improvement and recovery, and fimitations
af scresnng and possible ireaimenls, and In praviding
mformation about the dizesse, treatment. rehabilitation,
and [utwe eapectaticns Phelan & Henegham, 2008h
Another Treguent nlervention was case management,
whichk har been delined s tha coordinaied assslance and
protection of specific. indviduals and patient populations
o different contests to reduce costs and ressunce use and
tz improve the guality of heafhcare and achieve the
desired resulls (Buleshel 2%al, 20012) This delndtion of
casa management aligns parfectly with the rode and aclivi-
ties of the cancer scresning nurse (Case Management
Sacetly of America, 20400

93



4. Resultados

L, Bapito &t al.

Table 3. The HIC Interventions, Classes, and Damains af

1

Cada MIT

Tazo Cass panagemeanl

e1Ey Heafh Eduscation

T Pear Reviow

150 Taksphons Follow-Lp

S0 Decizion-Making Suppot

Sahs Teacnng Dissase Procass
&80 Headth Soroening

TESD SLaM Devalapinshl

90 Documentaeon

i) b Belarral

a1e0 Tekphone Consuffation

SalR Taaching: Protedural Treatmant
B0 Rhgltidisciplinary Care Conlerars
120 fata Coliecton tor Research
S50 Duiveikanie

Cancer Scresnlng Murses

Cilzss
H=adh Syslesn meadiaton
Cofnmietily heafih prosnoticn
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Dmain

Health Syatem Commanily

Comenunty hesith prosobon Commiunity
Fatient aducation Eehavleral
Heslith systesn management Health System
Enlermation managemsnt Health Systen
Coping asssance Behavioral
Haalth system mediaton Health System
Patient education Eehaviaral
Aizs management Sadety
Commumnidy nsk management Community
ie=aah !-'[!IZE—'I managemment Haalth Syalem
Irformation managemant Health
Imlermation snagemsnt Haalth Syaiein
Inlormation management Health System
Patient azucation Eahavicral
nlormation s agemsnl H=alth Syilein
Inlormnation managemsnt Health System
Rz managesnent Salely

ME nurEng kifereEnlicns clasilcation

Table 4. Percentages of Domalns and Clagses
P — = ]\

Domain n 36) Chass n {¥%5)
Heoalih Syatem W3 (524 Health system madiation 2805}
irformation managesment & {34
Haalth syitam 2,51
EAanageman]
Behaviomal 4 (2LE Coping assstance 1531
Patmnt educaton I{15.8)
COEmm iy 3058y  Commamity kealth Z(m 5k
promotion
Commanity risk 1453
mansgemanl
Salety 2 0.8, Risk managemant 2.5

In the literature revew of Bendbe etal, (20M), nwsing
aclivities were categerized Inbe five nussing action arsas:
manegement, haalth sducation end promoation, clnical
research and program evaluatan, ang training. The most
comenan categories of aursing intervention were manage-
menl and health education and promotion {Benifo et al,
20 Thess rewulls align with those of the préesent study,
in which the most Trequeent tervenfions were case
manajement and health education,

One area that dillered significantly lram the initial study
was {he Tragueney of sctivities aisned with the HSC label
“Data Collection for Research.” Mo such fabel was found
among the WG classifcations In this investigation there-
lare, these resufls contrast with those of the indliad study,
which idenlified leadership and research Sasign among
nurses’ activities. Thase two ifems indicate that nurses play
an active role i the reseanch conducted i cancer screen
ing programs. Hewever, in the sivth edition, Lhe NIC classi-
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fications anly refer fo the ressarch niese’s role as a data
collector and do not Inclusa research project eadership or
& sigrilicent roée within multidisciplinary ressarch beasms
among rurses’ activities In fwture ecitions, it would be
mteresting fo incliede activities and miercentions thad dem-
onstrate the moortant roles that nurses currently play m
resagrch, which afe not Bmiled Lo dala collectos.

This sfudly has several nplications. In nursiEig practice,
cancer-screening nurses can wse the knowledge generated
in this study te plan aad evalusle nursing case. Further
mere fhese findings can be used to estimate the time and
cost required for cancer scrpening nursing care. For nuersing
resagrch, thesa findngs provide & foundation for extending
the literature fo slsdy the effectivensss of inferventions
{rchneider & Showil, 20090 A more syslematic and come
preqhensive use of standardized fanguage for patient prab-
famns, the Interventions that nurses groviss, and ouicomes
achisved by thase interventions will f2ad bo the craation of
a database specilically degicaled Lo nursing (Noh & Les,
2085,

Further research is needed to measure the proportion of
Ihe nurding warkbosd that these activities account for and
1o pricritize them according be their relevanes. 4 paisible
area Tor fulvre research would b= to correlate the B0 with
the activitles and fterventions emtifiad o this study to
ewaluabe the eflecis of cancer seresning nirsing care The
HOC i & comarehensive, standardized classification ol
patient/client cutcomas developed to evaluate the affects
of the mterventions provided by nurses of other health-
care professionals (Moorhead etal, 202). The need for
and impartance of [uflbering knowledge through new
research regarding the nursing classifications (NANDA-L
MICACH and thelr links fo various reat-Efe care environ
menis cannal be oversmphasized. Thus, 1§ s possible b
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expand o understaneng of thess classification systems
and bo asiess their ese in patient care, Therefars, the iden-
tificatian of the eferments of nerdng diagnoses, awlcomes,
and interventicns using standardized lanquagas is impor-
tant for advancing the nursing prodession and improssng
the adiscation of nursing students

Thit sbudy hes f1ame limdations. In tarma of conlent
walidity, one Bmitation @ the detinitien of “expart” that we
used Fehring swqaested using seven oriterla to detarmene
fhe guality of #xperty, According fo Fehring, @ minimum
seare ol 5is reguired Tor & perticipent bo be considered an
expert, and in this study, a8 members of the expert group
fukfiEsad this condition {Fehring, s,

The eigmimation of capcsr séfegning nufies' inlerven:
fions i this sfudy lmits the generalization of the results
because the study focused ¢n intervention nurses whe par-
ticipated in organized. popuiation-baszed programs. This
Sludy did nof consideér any caportunistic o wmorgandzed
SCTERninG progeame.

The présent study used consensus to Sofine cancer
soreening nurses’ role, which consisted of 15 Interventions
implemented in clinical practice fo provide cancer scresn-
ing care, according 1o the NIC tancnomy. Wa believe that
the apolication of the MIC taxoromy in clinical praction wil
allow the effectvaness of nwrsing Interventions to be
assewsed with greater scientific rigoe.

Impdications for Nurzing Krowledge

= This study provides comprehensive knowledge about the
care that cancer screening nurses provide (o patients
Fatient intarventians thal st unicue be cancer scresniang
nursirg care have been identified and decumanted wiing
standardized nirsing languages from data warehouses.
This mformation 15 wseful when adocatmg nursag staff
and resowrces and the develkoment of educalion pros
arams Ter nifses and sludents, all of which help nurs=s Lo
provide better patent care,

= This study also describes the nwwsing Interventsons
invalwad In cancer screening programs. Defining these
inferventions i4 the first step in developing indicatars to
Asmess nursng performance in cancer screenang,

* The information also helps establich the core compatency
requirements Tar cances fcresning nurses, Morsover, it
provides mmpartanl evidence lar determining the cost ol
nersing interventions delivered to people sndergaing
CARCEr SCrasming,
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4.4. Articulo 4

Benito, L., Espinosa, J., Binefa, G., Vidal, C., Lluch, M.T. Puig, M., Fernandez,
M., Padrol, |., Garcia, M. Coordination and continuity of care for cancer screening:

performance measurement and reporting.
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TITLE: Coordination and continuity of care for cancer screening: performance

measurement and reporting

INTRODUCTION:

Population cancer screening programs aim to detect the disease early to reduce
morbidity and mortality from cancer and/or increase the quality of life of
individuals affected by this condition'. Population screening is a process that is
organized and integrated into the health system, in which all process activities
are planned, coordinated, monitored, and evaluated within a framework of
continuous quality improvement, while ensuring the principles of efficiency and
equity?. In these screening programs, it is important to perform adequate quality
control in order to analyze the expected balance between the beneficial and
adverse side effects for the population included in the screening process. This
quality control system demands a thorough evaluation of the entire process and
its outcomes as well as obtaining feedback from the assessment by the
participants and professionals involved®#. The evaluation of a screening program
should be an activity inherent to the screening process. It should never be
construed as a control system but as a system that allows the analysis and
gathering of information about what we do and how we do it and, if necessary,
identifies the areas to improve, change, or properly use.

Indicators are one of the basic elements of the assessment, allowing us to
evaluate the means (structure), actions (processes), and outcomes. The use of
indicators is a breakthrough in management because it allows discovering
relevant aspects of care, making comparisons, proposing objectives, and

promoting a culture of evaluation and improvement of care®.

In this context, the first European guidelines were developed in the early 1990s
for the quality of screening programs for breast cancer and in 2010 for colorectal
cancer. The aim of these guidelines was to establish evidence-based
recommendations for the quality assurance best practices to be followed by
population cancer screening programs. To achieve this objective, a series of
indicators were identified for evaluating how these screenings are performed.
Population programs for the early detection of colorectal and breast cancer,
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implemented in Spain, follow European guidelines®’. The Ministry of Health of
Spain, together with the autonomous communities and several scientific
societies, has defined a basic common portfolio of public services for screenings,
including population screening programs for breast, colorectal, and cervical
cancers. While breast cancer screening is performed in approximately 100% of
the territory, colorectal cancer screening is still under implementation and is

expanding in most autonomous communities?.

European guidelines on cancer screening quality recommend that
screening teams should be multidisciplinary and include nurses®’. A study
conducted with professionals involved in cancer screening in Spain reported that

83% of the cancer screening units include a nurse®.

The same study also found that nursing activities mainly dealt with promoting
coordination and continuity of care during cancer screening®. Participants of
cancer screening programs are cared for by various professionals and different
levels of care, which can make coordination difficult. Thus, the concepts of
coordination and continuity of care become greatly important.

Healthcare coordination involves all services related to health care, regardless of
where they are received, so that these services are synchronized and a common
goal is reached without creating conflicts'®'.

Continuity of care, in turn, is the result of coordination from the viewpoint of the
patient; it is defined as the degree of coherence and unity of experiences in the
care received by the patient over time'213,

Objective: European guidelines for the quality of screening programs for
breast and colorectal cancer, as well as more-local reference documents,
describe process, structure, and outcome indicators. However, none of them
specifically evaluate coordination and continuity of care during the cancer
screening process. Therefore, it is important to add indicators that would
differentiate whether care has been provided in a coordinated and continuing
manner. In this study, we identify and adapt care quality indicators related to the
coordination and continuity of the cancer screening process to assess nursing

care in cancer screening programs.

METHODOLOGY:
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The indicators proposed in this study were selected in two phases. The first phase
consisted of a literature review, and the second comprised an expert consensus

process.

Phase 1. Literature Review: A search was conducted in PubMed using the
keywords “continuity”, “coordination”, “indicators”, “screening”, “nurs*”’, “patient
navigat*”and “evaluation”, to discover all related documents published until June

2016. Four search strategies were carried out as shown in Figure 1.

Using these different search strategies, 214 articles were retrieved, as shown in
figure 1. Different webpages were also consulted to discover guidelines and
working papers to ensure that the right material on the subject was selected.
Through this search, 11 more documents were selected. The resulting 225
documents were included if they met all inclusion criteria: (1) studies that
measured continuity or coordination (2) studies that measured one or more
outcomes of continuity or coordination (3) studies of any design (4) studies in
English or Spanish.

In the first stage of the review, a detailed double blinded assessment of titles and
abstracts was performed by two independent reviewers to determine whether
each item met the pre-determined requirements for inclusion. After this phase 79
documents were selected (figure 1).

Later, the full text of the references potentially eligible to assess were evaluated
whether they met the inclusion criteria for review, and 14 were selected. These

14 documents were delivered to the group of experts for evaluation 27

Group of experts: The group comprised nine professionals, who prepared the list.
Five were experts in cancer screening; two, in quality indicators; and two, in

nursing care. All had more than five years of experience in their field.

Phase 2. Internal Consensus: The objective of this phase was to review the
indicators obtained from the literature review, propose a final list of agreed-upon
indicators, and subsequently adapt them to the cancer-screening program. It was
determined that the indicators should be relevant, concrete, objective, valid,
sensitive, specific, and efficient to achieve a consensus on the indicators?. The
group extracted 118 indicators from these 14 documents. At the first meeting, the

118 indicators obtained from the literature review were reviewed, and 54 were
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removed because they did not measure continuity or coordination. At a second
meeting the expert group excluded duplicates and those which were not feasible
and not relevant. Finally, 7 indicators were excluded because were not adaptable

to cancer screening program.

Dimensions analyzed:

After the key indicators were selected, they were classified according to the
dimension of coordination or continuity of care to which they belonged. Based on
the definition of Starfield and Terraza, coordination consists of clinical
management coordination and informational coordination. Clinical management
coordination refers to coordination between the professionals and services
involved in the care of cancer screening participants. Informational coordination
refers to the transfer and use of participant clinical information, which is

necessary to coordinate activities between providers'®-1".

The classification proposed by Reid was used for continuity of care. Continuity of
care includes the following types: informational continuity, management
continuity, and relational continuity. Informational continuity is the perception of
the information held by different levels of care and its transfer. Clinical
management continuity is the perception by the participant that the care received
is coordinated, complementary, and not duplicated. Relational continuity is the
perception by the participant of the relationship established with the professionals

involved in the screening process'?28,

Indicator characteristics: After the indicators were identified and classified, each

was described, stating whether it was a structure, process, or outcome

indicator?®. For each indicator, the following items were specified?°:

- Formula: mathematical expression used to quantify the indicator;

- Explanation of terms: clarification of any term that may be ambiguous or open
to different interpretations in the formula;

- Population: description of the specific group measured by the indicator;

- Source of information: source or location of the information or data necessary
to quantify the indicator; and

- Guiding standard: desirable level of indicator performance. This item was
defined as the guiding standard because these indicators have never been
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measured in this area; therefore, indicator standards used in other areas were

applied.

Ethical considerations: The study protocol was approved by the Clinical Research
and Ethics Committee of Bellvitge University Hospital (PR124/14), and all parties
involved followed the ethical requirements of the Spanish Organic Law on
Protection of Personal Data (15/1999 December 13).

RESULTS

This study identified indicators to measure coordination and continuity of care in
cancer screening because previous studies had reported that nursing activities
were mainly involved in the promotion of these two aspects. Table 1 lists each of
the activities previously defined by our team®, including the area to which they
belong (Table 1). This table shows that almost 67% (16/24) of nursing activities

in cancer screening include promoting coordination and continuity of care.

According to the expert consensus process, seven possible indicators were
selected and adapted out of the 14 indicators. Table 2 shows the indicators
selected, detailing their type and dimension. Regarding the type of indicator, out
of the seven so obtained, five are considered process indicators, and the other

two outcome indicators.

Regarding the dimension, four indicators relate to coordination of care (two to
clinical management coordination and two to informational coordination), and
three indicators relate to continuity of care (one to clinical management continuity,

one to informational continuity, and one to relational continuity).

The final list of indicators selected is depicted in table 3. This table lists and

describes the characteristics of each of these seven indicators.
Figure 2 shows these indicators within the cancer screening process.

DISCUSSION

The results of this study provided a common set of indicators to evaluate the
coordination and continuity of care for cancer screening and to consequently
assess the contribution of nursing care in cancer screening programs. The
identification and adaptation of these quality indicators will help to identify areas

for improvement and measure the effect of coordination and continuity of care; in
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addition, they may also be used as a tool to guide efforts to improve quality.
Measurements of the processes and outcomes of care is an essential component

of efforts to improve the quality of patient care.

The evidence available and theoretical background suggest that
coordination of care is one of the areas of organizational practice that has a direct
and significant impact on health outcomes, costs, and patient satisfaction®. In
particular, coordination of care may avoid duplication of tests, visits, and
treatments; inappropriate referrals; medical or prescription errors; inconsistencies
in care plans; and misdiagnosis (quality of care)—all with a direct effect on access

to services and continuity of care3'32,

In this regard and to improve the coordination of care, different strategies
have been implemented in recent decades to manage the care of patients who
require close collaboration between different levels of care, and case
management is one of the most widespread of these strategies®. Case
management is an advanced nursing practice that is aimed at the population
presenting (or likely to present) complexity in the process and requiring continuity
of care®*. The nurse, from a cross-sectional perspective, integrates input from
other professionals, services, and resources to promote the autonomy of the
individual. The nurse works together with the various professionals of the
screening process involved in the care of the participant, provides additional

value, and integrates the collective contributions33.

To achieve this coordination among professionals, the transmission of
information becomes essential to produce continuity of care33, which is why the
selected indicators are aimed at evaluating the transmission of information during

the screening process.

The nurse, as a member of the multidisciplinary team of cancer screening
programs, should play a key role in improving the quality of care during cancer

screening—providing coordination and continuity of care34.

This study is one of the first in the field of population cancer screening programs
that proposes a conceptual framework for evaluating quality of care and
indicators to measure the performance of the entire process. The collection of
data to create the indicators involves an administrative burden for population
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programs and professionals. Therefore, great care has been applied in the
selection of the required data, considering the effort involved in calculating each
of the indicators.

Notably, the availability of data in the health system, including information
on the outcomes of nursing care, would provide valuable and complementary
information to current indicators of cancer screening programs. A scorecard with
a set of indicators to monitor nursing care would be an essential management
tool that would give an overview of all the care provided in cancer screening. This
knowledge can help establish efficient health policies and, at the same time,
encourage the participation of nurses in the planning of cancer screening
programs. Ensuring that patients receive only the most beneficial care (and not
more care than necessary) can have positive implications for the quality of care
and sustainability of the health system.

This study is to be understood as a first step in the development of care-
sensitive indicators in our practice. An internal consensus document has been
created for our cancer-screening-program technical office, which serves as the
starting point. However, more research and reviews of these outcomes are still
required. Therefore, future studies should consider establishing a working group
of experts in evaluation methods and another group for the analysis, monitoring,
and planning of improvement in different areas to assess the validity and reliability
of these indicators so they can be used in other screening programs, whether at

the national or international level.

Even so, the indicators of a screening program should not be considered fixed
because, as scientific evidence changes and clinical practice guidelines are
updated, indicators should adapt to changes via periodic reviews and

adjustments.

The scorecard or set of indicators presented in this study has certain
limitations that must be considered. The most noteworthy is that the reliability of
the outcomes is dependent on the reliability of the data sources®.

Therefore, it should be recognized that a specific system for gathering and

recording information regarding care in screening programs is essential to keep
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us aware (through defined key indicators) and to show the contribution that

nursing professionals offer to participants in terms of health outcomes.

In conclusion, we believe that this study is an important innovation
because it identified key indicators from nursing activities in cancer screening
aimed at promoting the coordination and continuity of care. The evaluation of the
indicators is crucial for quality improvement and should allow establishing a
measuring system common to all population cancer-screening programs to allow

the comparison of outcomes.

Figure 1: Flowchart of the literature review process and indicator’s

selection process

Figure 2: Flowchart of the cancer screening program and indicators of the

coordination and continuity of care.
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Table 1: Activities and areas of action of the cancer screening nurse

Area Activity

To act as a liaison between the participant and the primary care team
To build working relationships with different levels of care
To refer the population with a positive screening test to the diagnostic health circuit
To participate in team meetings and the decision-making process
To train the professionals involved in cancer screening
_ o To monitor and provide support to participants during the diagnostic and therapeutic process
Promotion of coordination  Tq jdentify and monitor interval cases and cases detected through screening
and/or continuity of the To encourage continuity in the screening process
. To provide participants with information about the benefits and risks of early cancer detection
cancer screening process  Tq provide participants with information on the positive results of screening tests
To answer questions from participants on the screening results report
To provide participants with information on necessary follow-up
To provide education about healthy lifestyles to prevent cancer
To explain the procedure and administration of the diagnostic test to participants
To identify the physical, social, and psychological needs of participants
To record all nursing activities during cancer screening
To participate in the evaluation of cancer screening programs
To evaluate nursing activities during the screening process
of cancer screening To lead nursing research on cancer screening
To be a member of the research team of the cancer screening program

Research and evaluation

Training To receive training related to early cancer detection

Implementation/planning  To identify the target population
To design and implement strategies to motivate the target population to participate in cancer screening
To develop educational materials for the target population and ensure their availability

Table 2: Quality indicators of the coordination and continuity of care
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Dimension #  Indicator name Type
COORDINATION OF CARE

Management 0 Adequacy of the referral of the screening program participants to other health circuits Process
coordination @ \Waiting time for a referral to other health circuits Process
Informational 9 Reporting of the participants’ screening results Process
coordination @ Understanding of the screening program by the professionals involved in the process Process
CONTINUITY OF CARE

Management continuity e Participants’ satisfaction with the screening process Outcome
Informational continuity @ Delivery of the screening process report to the participant Outcome
Relational continuity e Participants’ understanding of the information regarding the screening program Process
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Table 3: Description of the indicators

Formula

Explanation of Terms

Population

Source of

information

Guiding

standard®:

o Adequacy of the referral of the target population from the screening program to different health circuits

To ensure the continuity and quality of care, it is important to measure the extent to which participants are being referred, following the

criteria established in the clinical practice guidelines or protocols.

Number of participants
who meet the criteria for
follow-up in the referral
units due to moderate or
high risk

Total number of
participants referred

Percentage of participants referred from
the cancer screening program to the
following units:

- Genetic counseling units

- Primary Care

These participants meet the referral
criteria due to moderate or high risk,
according to a multidisciplinary clinical
protocol based on evidence.

Participants in the
cancer screening

program

Medical history or
records in a
structured clinical
and administrative

database

Eighty percent of
the referred
participants
should meet the

follow-up criteria

113




4. Resultados

0 Waiting time for a referral to other health circuits

Delayed referral to the appropriate health circuit can contribute to worsening the prognosis and increasing the anxiety of the

participants.

Referrals that do not meet population risk criteria stated by the screening program are sent to the following units:

o Genetic counseling units

o Primary Care

Number of participants
whose interval between
risk classification and
communication of the
referral is < 7 calendar

days

Total number of
participants referred

Risk classification: time when the
participant communicates the family
and/or personal history to us, which
allows us to classify the case into
moderate or high population risk.
Interval: number of calendar days
between the date of contact and
communication of the referral to the

participant.

Participants in the
cancer screening

program

Medical history or
records in a
structured clinical
and administrative
database.

80% percent of
participants
should
experience a
time interval of <

7 days
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e Reporting of the participants’ screening results

Complete clinical documentation allows better monitoring of participants by the professionals involved in their care and improved

communication among professionals and care services or centers.

Number of full reports,
updated in the established
time interval and included

in health system records

Number of participants
who completed the

screening process

A complete and updated report contains
the following:

* Screening test results

* Diagnostic test results

* Follow-up recommendations
 Screening program contact information
Completed screening process: all the
information necessary has been
obtained to close the process, whether
from screening test or diagnostic test
results.

Once this process is complete, the
report should be available within four

weeks.

Screening program
participants

Medical history or
records in a
structured clinical
and administrative

database

Eighty percent of
closed cases
should have a
complete and
updated report
in the health
records system
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o Understanding of the screening program by the professionals involved in the process
The understanding of the information by the professionals involved in the screening process is a way to measure quality, ensuring
process continuity in these programs. The complexity of the health circuits and activities makes it necessary to analyze whether the

professionals understand the care process and the information received.

Number of professionals The questionnaire on understanding Professionals involved | Ad hoc Percentage of
who score =2 7/10 on the should include the following: in the screening qguestionnaire professionals
questionnaire regarding a) criteria for participation in the process. aimed at who score less
understanding the screening program Given that the professionals than 7.
information received about | b) procedures for the screening and population comprises involved in the Acceptable: 75%
the program diagnostic test more than 1000 screening process, | Desirable: 100%
Number of professionals c) monitoring to be performed after the professionals and to be administered
surveyed diagnostic test assuming a sampling every five years.
d) cancer screening program health error of 5% and 95%
circuits confidence level, a
sample of 278
participants is
required.
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e Participants’ satisfaction with cancer screening

Measuring satisfaction with the care provided in the program, perceived by participants, is the outcome measure most commonly used

in the field of health management. This outcome measure complements the usual measures in cancer screening programs.

Number of participants
who score the screening

process as = 7/10.

Number of participants

surveyed in the program

The satisfaction of participants will be
measured via a questionnaire with a
minimum score of 0 and a maximum
score of 10. The questionnaire will
contain various items, including the
following:

a) overall satisfaction with the care
provided in the program

b) satisfaction with the information
received in the program

c) perception of coordination among the
professionals involved in the screening
process

d) perception of communication among
the professionals involved in the
screening process

e) perception of the waiting times

Participants in the
screening program.
Given that the
population comprises
more than 500,000
people and assuming
a sampling error of 5%
and 95% confidence
level, a sample of 385
participants is
required.

Ad hoc
questionnaire
addressed to
program
participants, to be
administered every

five years.

Percentage of
participants who
score the
programas 2 7.
Acceptable: 75%
Desirable: 100%
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@ Delivery of the screening process report to the participants

The delivery of adequate and timely information to the participants contributes to the transmission of information between levels of care

and serves as reinforcement to inform the participants about their screening process. The report ensures continuity of care and is an

excellent instrument for health education and for reducing patient anxiety.

Number of participants
who answered that they
received the screening

process report

Number of participants
surveyed

In the questionnaire regarding
participant satisfaction, a question will
be added to determine whether they
received the screening process report.
The report may have been delivered by
postal mail, by electronic mail, or in

person.

Participants in the
screening program.
Given that the
population comprises
more than 500,000
people and assuming
a sampling error of 5%
and 95% confidence
level, a sample of 385
participants is
required.

Ad hoc
qguestionnaire
aimed at
participants
involved in the
screening process,
to be administered

every five years.

Percentage of
participants who
answer that they
received the
screening
process report.
Acceptable: 75%
Desirable: 100%
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e Participants’ understanding of the information regarding the cancer-screening program: Understanding the information

received is a way of measuring quality. The complexity of the health circuits and care activities makes it necessary to analyze whether

participants understand the care process and the information received.

Number of participants
who score 27/10 on the
questionnaire regarding
the understanding of the
information received in the

program

Number of participants

surveyed

The questionnaire on understanding
should include the following:

a) perceived cancer risk of the
participants

b) importance of preventive strategies
c) benefits and risks of early detection
d) diagnostic test procedure

Given that the
population comprises
more than 500,000
people and assuming
a sample error of 5%
and 95% confidence
level, a sample of 385
participants is

required.

Ad hoc
questionnaire
addressed to
program
participants, to be
administered

every five years

Percentage of
participants who
score 2 7.
Acceptable: 75%
Desirable: 100%
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Identification

Figure 1: Flowchart of the literature review process and indicator’s selection process

Other sources

Screening

Eligibility
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Data extraction

Feasbility assessment

Iterative refinement of indicators

Strategy #1 Strategy #2 Strategy #3 Strategy #4 Grev literat
31 14 58 111 O e,
11
\/
Citations
225
4
Number of articles after the elimination of duplicate references
215
Excluded after title/abstract screen
150
Number of full papers assessed for eligibility
79
Exclusion criteria applied
65
Reasons:
Articles included in the review Not relevant 20
14 No indicator data 18
No coordinator or continuity indicator 17
Data Extraction from the articles
118 indicators
Creation and consultation a multidisciplinary review panel
Excluded
(didn’t measure coordination or continuity)
54
Phase 1 Indicator’s selection
64
Excluded
(Duplicates, not relevant not feasible)
50
Phase 2 Indicator’s selection
14
Excluded
S| (Not adaptable to cancer screening program)
7
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7
Strategy #1: (((continuity OR coordination) AND indicators) AND screening) AND nurs*
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Strategy #4: (((continuity [Title/Abstract]) OR coordination [Title/Abstract]) AND screening [Title/Abstract]) AND nurs*

[Title/Abstract].
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Figure 2: Flowchart of the cancer screening program and indicators of the coordination and continuity of care
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4.5. Articulo 5

Benito, L., Garcia, M., Binefa, G., Mila, N., Vidal, C., Lluch, M.T., Puig, M. and
The primary care-screening working group (2016) Cross sectional survey on
awareness of colorectal cancer and its screening program of primary health care
professionals in Catalonia, Spain. European Journal of Cancer Care, 25(6):992-
1004.
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Crriginal Article

Cross-sectional survey on awareness of colorectal cancer
and a screening programme for primary health care
protessionals in Catalonia, Spain
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Ihis andy aimed o gssess whether primmary health care professionals have accumate information regsrding
celareetal cancer [CRC) sereening procedures, sarvelllance recommenadations and sefersal ssmabepies. This cross-
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BEEITO HT AL

Feywords; eolorectal cancer, screening, primary health care, maose, genem) practitioner

INTRODUCTIOMN

Organdsed colorectal cancér [CROY seresning programmes
have been incoessingly adopted throughout Enpope over
the last 15 wears [Benson et al, 2008 In dpain, CRO
sgrecndng programimes are plemented and manaped on
a regional basis. Although the Arst population. hased pilog
sereening programme for CRO in Spain was implemented
im 2000 [Peris ot al 2000, it was not unnol 2009 tha
Spaini’s Mamonal Health Sysrem [WHS] Cancer Stravegy rec-
ommended the inplementanon of CRC zoeening prm-
grammes througheat the Spanish cerritory (Ministry of
Healtly MHR ) Cutrently, 12 of Sgacn's 17 megions have ingt-
aved sereentng propramimes, and eight are abie to provede
data from at et one sceendng wound |Spanish Metwark ol
Canwer Screening Programs 2010

Because of their frequent contact with the public, gen.
enal practitioners [Gl's) and nurses can play an importans
role in cuncer scresning and  preventlon [Mellfatnck
af al 20141, GPs and nnrses have been identified as the
prefemed sowrce of infoomation tegarding ORI, and they
have the greatest Influemes on patients’ decisions regand-
g tesHng; in f@ct the motivarlon levels of primary
heslth care professiomals have been associsted with
incoeased screening rates (Thomas & Clarke 19980 GPs
and nueses can Reifltave infoeied chofces by patients
who participate in CRC scresning, and this mole requires
health care professionals to have access to relevant, acco-
rate and complete mbsrmation (Launoy el 19931 To
improve participation, several sets of puidelines have mwe.
ommended that primary health care poofesslonals be
inwaived in laplementing sereening programimes [Pye
et al. 1986, Winower eral 1997, [epsom et al 2000
CarmdlEoni a¢ al 2H3IL

Dmpite thetr impattant mwole, several stisdses have shown
that probesionals doe not always well informed about CRC
screening prectices | Woodrow et ol 2006y Ramos et al,
2000, Mone of these studies collected information abous
pst-polypectomy surveillance recommendations o tefer
ral strategies 10 assess whether GPs and numes have ade
aquate mfarrmasion regarding the whinle scresning process.

Simee 2000, two soreening test stratégies have been
used, For the frst to third rounds [biennial invitason of
the targer population e participate in 4 cancer screening
programime|, a guaiae FOBT [(pFOBET] was used as the
spreining test [hesma-sereen TH; Imminossics, Deean, M,
LEAL A faecal trmmunochembeal pest (FIT) was indsially

-
-

imcrodnced o evaluare the fessibility and sccepsabilivy of
the sereening prograrnrs, and the FIT remained the only
strategy bor further screcning roands [fom the fifth roumd
cnwarda),

Dring the hrst three sereeming ounds (2000 1008,
survelllance colonascoples feolonoscopies perforimed after
the first polypectomy| were pedormed and monitoned by
the CREC screeming progamme. By the fourth round
[2009], privary health care professionals were responsibie
for mondtorng swrvelllanes colonoscoples. Sinees EO0Y,
primary health care pmofessionals have been expected to
schedule the fipst survedl lanece colonescopy at the miemval
reomimensded by the screcning progranme and to sched-
ule and detzrmins the interval for all subsequent sureeil-
Lance col omdgeopies,

The technieal office develops protecsds that are deliv-
ered to primary health care prodessionals (CPs and nurses).
Furthesmroes, regular meetdngs jat loast one meeting every
& weans! are comducted o report changes and explain the
results of previous rounds. Although all of these actions
oopur, the muitiple protecol madificatdons can lead to
confusion for the professionals who implement the pro-
gramanae. For that reasom, we chose @0 analvse whether pri-
reary health care professiomals  are familiaz with the
curietit sereening chasscteristics and procedures, This
stuedy thias asrred teassess whether GPs and anses had
aceurate inforrmation regieding RO screening pooce-
dures, poat-polypectomy surveillance recommendations
and refemral strategies,

METHDE
Sereening precedure

4 blenntal seteening programme tor CROC usdng el
aciult bloesd testiing [FOBT| was Lannched &t Hosphtaler de
Lichregat, Catalonia, in 2KXL The sarget population
inchaded men and women aged 50 £9 years who lzved in
the scresning ares.

All patients with a positive FOBRT ondergy follow-up
eolonnsoopies [colonoscapies performed after & positive
FORT] fon dingmostle confirrmation, Risk swatfcation of
adenomias 15 hased on the number, size and hismlogical
characteristics of resected and evalvared leions, Each
patient i3 then clasified according o e following
resalis; mormal colonoscopy, hvpemplastie polyp, low-tzk
adenoma, fntermediate-risk sdenoma, high-risk adenoma
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Table 1. Eisk classification of colorecral besions ard survelllanes stravegy for each degree of sk

Chacscheripdica

Semenimigtsrirveil lanes interval

Risk 011 - Trisend
sgcatification 1000-1110 ML Eneapian Gibbeling T4 Eiropzan Guidefings
Mormal Mo polvps ar [RD i pofivps ar [HD FOET or colonoscapy FORT or colomosoopy
nocoTding bo aped {apcocdimp, tooagel
& Bl vears
Hyysizplastic Hiyperplastic pokips Flypesplastic polyps a EOET i1 aolonascipy FORT we cardimasigy
palyps irmespective of dheir sipms of Testnm <1 mm {rocomding to aged in irpcarding o age|
Focarkon 1IN s
Lanw-rak 1-2 adbimimar -2 aldgncemag Colimyascopy in 5§ yvease  FORT i ibe sext rooml
adiniima <10 men <11l mm |8 =i years Gld)
Tubular histology Tubular histology Colonoscopy in
Low-grade dysplasia Low-grade dysplasia 5 years [if =69 years old)
Intermediate- 3—4 adenomas <10 mm Colonoscopy in 3 years

risk adenoma

1 adenoma =10 and <20 mm
Villous or tubulovillous
histology

High-grade dysplasia

pTis

Intraepithelial or
ntramucosal carcinoma
Serrated adenoma
Hyperplastic polyp located
at the rectum or

sigma =10 mm
Hyperplastic polyp located

in colon

High-risk Adenoma =10 mm villous 5 adenomas Colonoscopy in 3 years Colonoscopy in 1 vear
adenoma or tubulovillous histology 1 adenoma 20 mm
=2 adenomas
In sifx High-grade dveplasia See Intermedisie. risk Colonascapy in 1 year  Colinoseopy in 3 vears
EArginoma pTis inlenicane
Intracgithadial o
intramucosall carcinoma
e ot Tresal v adenncancinama Invasiie sdandsa resnma Reles to Neder b gasdrnentesalogiak
[EETIE PR T L
(WL Ulceranive caliris ar Wlcetative calits or Crobm's Eefer tio Hefer to gastroenteralogise

Crohn's dsease s eans

pasrroenperalogisr

1HEY, Inflammaroy bowe] disease; FORT, feecal ccenlt Blood resting; eeommendacions hessd on o eomplers colovoscopy jeascal mim-
hatinm gl asdequate colos clansine The inserval wan dhoctamed by kall in csés ol inadequare colon cleanging (Seman 2 ol T

or caneer (Bineda oc @l R013] (Tabe 1] Susvedllanes
colpaoseiies should have been recommended o patients
when pre-meoplastic lesions were removed during the fol-
lowenp colonoscopy. To inform these patients, the screem
ing technical office sent a letter with the follow-up
colenascoqy results and o recommendation for the fma
survelllance colanosoapy.

Primary heahth care profescionals are responsible foy
scheduling the Hrt survedllanee colonoscopy and for
determining the appropriases intereal for second and subee-
quient surveillanee enlonoscopies |Fig 1),

Sady design

Thes stwdy was a eross-aectional somvey of the primary
el the care professionals [CGPs and nurss) ab Hospisilet de
Lichregat |Barcelom, Catalontal.
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Fapalation

At Hospitalet de Llobragt, all 350 prodessionals whie wete
engiged in pramary health care ot the time of the smudy
|78 GPs and 172 numses| were invited to participaie. 'We
imeluded pritmary health care professionals at all 12 health
care centres of Hogpltalet de Llobeegat,

Yariables

The study employs warinbles relaved 1o the professionals*
characteristics [sex, health care centre, professional cate-
gory . and years of expenience| We also gathered imborma-
trom Tegarding CRC andl 105 risk facions [cincern, screening
proseedines, ollow-op colonossagy and survel limee. rec-
ommendations and procedures| s well a2 refernal strase-
ples o msess whether GPs and mwses bad adequeste

3
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Figure I Flow chace of colomeceal cancer pereiming pooseamms

information regarding the CRO screening programme,
This information was ohtained using 13 muliple chrdice
guestinns.

We also gathered Informaton for warlables related o
the prirnary health care centre chirscteristios (the acult
pogralatiom, the eligible popufation and the oumber of
prodeasionals in the health case centre] and [oa two con-
wential varlables (the percentage of people with less
themy peimary stidies within the health care centee and
the rate of participation in CRC screening). A varable
describing the involvement of the health care centre
with the screening programme was also added. This
variable was created based on whether the primary
health care centres supported the screening programme
to increase uptake (i.e. phone calls to non-participants).
A list for each primary health centre containing the peo-
ple who had not already participated in the screening
programme was prepared. Primary health care profes-
sionals were asked to contact these individuals to
inform about the CRC screening programme. We con-

4

g rmle T ¥ ma

e Ny e e ey e P e e

sidered centres bo have a high level of involvement i
they agreed to comtact thase individuals and a low level
of imvalvernent if they did oot

Questionnaire

Anoud o qustionnai re was s, and bt consistad of 17
guestions: 13 related w0 GRS and sereening mwareness and
four guestions pertaining o the posonal and probesstonsel
characteristics of the study subjects |Appendix 1].

The questionnaire was pre-tested in ad hoc interviews
with volunteers to assess its comprehension, time length
and overall feasibility. We also collected information
regarding CRC epidemiology and CRC screening pro-
cesses, consistent with other questionnaires used to
study knowledge of cancer screening among primary
health care professionals (Klabunde et al. 2003; Federici
et al. 2005; Bell et al. 2006; Birkenfeld & Niv 2006, Han-
non et al. 2008). Our study also collected information on

post-polypectomy surveillance recommendations and

© 2016 John Wiley & Sons Ltd
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referral strategies to assess whether GPs and nurses had
adequate information regarding the CRC screening pro-
gramme.

The questions were classified as follows: correct, incor-
rect, do not know/no opinion or unanswered. Each correct
answer was scored with one point, and incorrect answers
were given no points. We created a new variable (score)
called Colorectal Cancer and Screening Awareness to
measure screening knowledge on the basis of the question-
naire responses, and the values for this variable ranged
was from 0 (worst] w0 12 (hest]. This seore was hosed an
the Hrst 11 questions of the guesticnnaire, which cone
cemed generil CRC knowledge, CRC sk factors, CRC
sereening characrenstics and procedures, and surveiilance,

Fromy the 12 questions, three differens seores were also
ereated, Colorecral sqncer; The flest score ineluded only
questiens related o CRO (questions | and 2 on the ques-
tiofmaiee]l.  Scecanise  gwatonsss The secomd score
tacluded questions prtaining o general spects of sereen
ing [questions 3 7L FPollow.ap ssreemire: The thicd score
included questions related wo the follpweop atter 2 FOIT
|questions 8 11] [Appendix 1,

The survey also comtaimed & guestion related m survell-
lamee colomoscopy [guestien 12 in Appendix 1], The
remaining question, regarding whi answered the partent
when he or she had any questbon sepasdeng the mond tosing
ter b patbormed, was not constdered in calenlating the dif-
ferent aoores [question 13 in Appendix 1),

Data collection

The questionnaives were peseaally delivered 1o each pro-
fessional, with the goal of reaching the macsirmarn number
of participants, and they completed the uestionnaizes
imctividnally at vthelr own health care cenmres. The gues-
tionnaires were defivered fromi 10 Febmgary o A0 fune
M1, To encourege professiomals to pamicipate in the
stacy, dwo reminder omalls were sent, and a meeting was
held in exch health care cemtre

Analysis

An explomtory analysis of the noneresponse rate was per
formed Although missing values were detected in six o
the questions, the non-response rates for each question
wens lower than 20%,; therefore, no questions were imeali-
dated, We performed an item-by-item anakysis considenng
the fnlivwing wartables: the health care centre, pemcentage
of poople with les than primary studies, rate of CRC
soresming participation, participation (n pravious s,
experience and professional extepory.

& J0EG John Wiley & Sons Lid
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Awareness of colorectal cancer screening of primary care

Descriptive analysis was performed. Differences were
estimated for the questionnaire responses by comparing
proportions and their 95% confidence intervals (Cls). The
t-test method was used to compare the average knowledge
scores. A P < 0.05 was considered significant.

Multivariate logistic regression models were used to
estimate the odds ratios [ORs) and their 95% ClIs for can-
cer screening knowledge and follow-up. To perform this
analysis, the variable Colorectal Cancer and Screening
Awareness was dichotomised for a categorical variable
[poar knowledge: score from O to 8; good lenowledge: score
foom B ko 121

Ethics

All participants wers assused of the confldentializy of the
tnformation peosided and the nse of dam exelusively fos
the stady, The study pootocol s approved by the Clind-
cal Research Evhics Commities of the Belivigge University
Hoapital (PR205/11, and all involved parties followed the
ethical requirermnents established in the Spanish Chrganic
L o Prestection af Persoma] Diata [15/15999 of 13 Decernber).

RESLILTS
Sample characteristics

The health care centres were divided inbo two groups
beiseal om the nmaber of G Ps and marses who worked there:
omee groug of s1x health s centres with 30 or fewes pro-
fesaionals @l a second group of ik health care ositaes
emploing more than 30 profeasionals. Table 2 shows the
churzcteristics of the 12 health care centres.

The overall response rats for the questionnoire was
589% |206/350 health professionals), and the mate ranged
from 31.6% to 8% lor each health care centre, Ten af
tweiwe health cane centres had @ response tate higher than
5%, Table 3 shows the distibution of primeary health
gare professionals who agreed to answer the susvey ansd
thiose who mefased, aceerding to selected vadalsles. Sipnifi-
cant differences betwein centres with more than 30 pro-
tessionals and those with 23 or bewer professional were
foumd. The centres with fewes woskers were more lkely
to partici pate than were the centres with more profession:
als (71.9% v 50.2%). Mo other statistically significant
differences were detecred, ur women pariicipated mors
than men (G25% v, 47,005, and professionals rom cen-
tres with & hagh lewel of fmvolvernent pariicipated mors
than profesaiomals from centres with o low level of
Invevement [67.3% v 55.6% [Takle 3L

Of the 204 bes-pl.'lm]-Erlls, L05 wiesk mumes (51.0%), amd
LOHL weeme GiPa (49.0% | O these respondents, 41.3% came

5
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Table 2. Charseterietbes of prinuey health cans ceptres

Inwishvrrsit

Adult populamon Eligible Fifth round % %ol peopls Byumber of witth the CRL

[T and averd, populetion, of seresnimg wieh less than professbongls foreenting Srudy participanest,

r % i {%} participation®  pornary snodiest  bnothe cenceed programmes @ %]
ki | APAT A3 5|24 369 I3 =30 High #5400,
Canire 2 BRE4 4.4 IR [51] 4.7 T023 =0 L 12 {R5.7)
Cmnire 3 LL 955 5.9 4E15 |T5] X3 Ta64 =30 Lo 165161
Cimtre 4 L7 BT (84 S8 (TR L8 14,62 =30 High 15§51.7)
Cimkrie 5 L1 #55 59| S0 |TE 3T TG54 =30 Liw 22181.5)
Cmnire £ 12 0] (RL1] AR5 &5 ¥R IM6E =0 Lanw 24 (6.7
Centre ¥ B 487 (0G| 545 |&F] A02 | 1 1 =30 Lo L4 (574
Cimtee B 17 RIL 18R SFEF [0l 3R 1462 =30 High AT PR
Centre 9 T a2A-(220) G373 |0 XA .47 =10 Lo 18 {5141
Cienere 100 L6 938 (2.3 GaT {104 414 lE16 =40 High 15 {51.7)
Clentre 11 b W Y T G710 {105 115G 14,72 =31 Lone L 4.7
Conire 12 2954 (R0 TrHL KL 359 KR =3 Low 12iAL.61
Taal FIIER ] o [ 2

*% of sereening participation refers to the percermage of peuple who participared in CRC sereenimg i the last mound:
1% people witls Bess than primary snsdies refers o the percentege of people with less than primary siudies within che health care

RE Lo e

1umbes of professionals @ the health came centoe cefers 1o the oumber of peaple (GPs and nurees] workang in the health care cendme,
Elavalvernent with the CRC sorsening programinee | baged on whedver the primrary healch care oornes pave snppon o thee soreening

PEOETETIIE 10 Eoneare Optake
SEP and murses who agreed 1o pardecipate inoour study.

Table 3. Chacpteriezid of  survey  coppomdents ve,  nen-
responidoors
Fespomidenis Mansespondemis
%] e | w | %] LR |
Sex
Fenple  1&7{BL1}  FRREs4 Mbaddf elATTA
Male AREO A6 44 B0Ed A0S
Profession tipe
Mumes 105 {510y d4.0-5T 8 BT 486.5F JR4-5d4.T
GPs FTRREC R T b I - Yrsdsp  ds3-EL4
Miirmlier of prodesbonals Boche Bealth dare et
=0 1mkdR5f  dE.7554 Jefryly 10825 -
=20 I ELE)  446-5R3  LDSrLY  Ss6E0a

Pemimtans of poophs with legs than primany studies within e
health mre centre

131w 46 1LY A50-4ES T4 440513
-2 G310 24 FAT ML 1246267
=1 S6EF AL1-33.3 ATESTE  1R46-20H

Powentage of CRC screening participation wichin the health
Cre ke

131 . TR S el 48 50 A6.3-300
a1 3r E{IREF D15 A4H A7 43k 6k Asd-l03
d8-45 eF 355 Ardamd 3 3r% la1-doH
Invedvement with the CRC screening programme
High 66 4ILOF 25 YaRe  JpELA 159
Law LR BIASTHA  LI2JrrEF Tmdslé
Crvwrall 2ik5 1444
*Srarisbeally algnificent,

fromy Beslth cone centres with 30 or fewer professionals
amd H5.TN from health care centres with more than 2
professionals. In wial, 81.1% of the padcipants were
wiorten, and B4.5% had moge than 5 vears of expariance in
prinsary health cane,

&

The highess percentage ol missing responscs was 0,74
for the guestion related 1o the msk of developing CRO
when having & hyperplastic polvp comparsd with the nsk
of Ruiviing other ool o cacapic oameomes.

Cobrrectal Gurcer and screcning awareness total

The average scome was B.4% with a standand deviation of
1.3 the tange was 5 12, Differences besween the study
variables and total scores were analysed and wers foumdd
enly between the professional categones [P < 00016)
[mrsesr F00 | L24) vel GPFs 836 |1.23]]. Mo essoclations
were found ameng knowledge, voars of workl cxperience,
and the eontextual variabios [the nember of professlisnal
pr hialth care centie, the pencentage of people with less
than primary studies within the health care centre and the
CRE sereendng rate within the health eaee centrel.

Caorrect ansd incorrect answess

In addition to the toml score, we onalysed the percentage
of comect and incerrect answers o the 12 guestions thas
detemnimesd the tomal score, a8 showwn i Table 4.

flore than A% of the respondents answered 8 of the 12
questions correctly.

For foan questons, maore than &% of the answers
wind ineorrect: one was related o sk facoons (qoestlon
2, wwo  guestons  addeessed  follow-up  colomoscapy
Jguestion 10 and 11], and another quession was relaged
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Table 4. Freguency af comect and Inveorrect answers b gquestons relaced to sonceming knowledge

CREeaHome
Colorectal Cancer Screeming Do miot kool id
Avrarmicss e Ifarmect O BN EWET
Caboreeral l. Fresguency al CRC L7R (a5 4] R o
cancr ammong hoth s
LOCRE majes nim- S5 24.7| 147 (1.4 4|19
meoidiflable risk factors
Serening A Aupe range of the vanget 16k (405l aTins I sl
AW ATETIRAR population hop CRC aomening,
. Axmikabilsy nf o CRC 2k |ws) ) R 0
SCISEILE ProOgraAMme B s
5. Screening test used in 204 (99) 2 (1) 0 {0}
the CRC screening programme
6. CRC screening interval 170 {82.5) 36 (17.5) 0 {0}
7. Diagnostic procedure 196 (95.1) 7 (3.4 3{L.5]
used in the CRC screening
programme
Follow-up 8. Follow-up after a negative 195 {94.7) 10 (4.9} 1{0.5)
screening result on the screening test
9. Follow-up after a positive 199 (96.6) 7 (3.4 00}
result on the screening test
10. Follow-up after a negative 48 (23.3) 148 (71.8} 10 {4.9)
result on the diagnostic procedure
11. Risk of progression of a 59 (28.6) 125 [60.7} 22 (10.7)
hyperplastic polyp located
in the sigimoid colon vs. rectum
Surveillance 12. Adherence to successive 62 (30.1) 125 {60.7} 19 (9.2}
surveillance colonoscopies
Overall 1736 (70.2) 676 (27.3) 60 (2.4)

Values are expressed in n (%)

ter surveillamce |guestion 111 Sones answers o these
questions wers more fikely ve be chosen; 67.8% of the
tesponalents  answessd that  the maln  nen-modifiable
CRE rish faeror was fmily hdswory, 47.1% answened
that the follow-up after a notmal resuls was 2 new colo-
noscopy after 5 yvears and 413% erroneowsly answered
that a persom with a hyperplastic polyp in the rectum oz
sigmaid colon had the same CRC risk as a person with
i fowerink adenama

The: percentage of GPs whe cortectly answered thas
CREC was the most common cancer in beth seoes was
highet than the cormesponding percendage of mirses [GTs:
PHAFS (5% O 92 9% ve murses: 77 1% [85% OO0 &9
A5%]. Mo differences were observed for the remaining
questiong. The tesalts revealed no signibicant differences
i the nomiber of cotoect answers provided based on pri-
mary health come experience, professional expemence oz
CRmbbe BV

The perceniage of cotrect answers on the (uesions
related to CRC scores was less than 60%, and the percent-
age of cormect anawess related o the screening awareness
score was more than 90%. The perceniage of cotrect
arswers for questions relared ro follow-up soresning was
LB, and thas for gquestions relaged fo survedllancs was
omly M0 1% (Fig. 21
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Craestion related to sorveillance colinoscipy

The swrvey alse contained a qustion ssking how tha
health care centres ensural] that patients tn whorm pre-
teoplastic Reslons wene detected socelved snecessive
surveillunce  colonpscopies  |second  and  suhseguent
survedllance oolomascopies . O thie :rupnnﬂmu. L6597
bealievied that pattents are notifed by the primary health
care centre of sach & visiyy, 12.9% believed that the GP
is respomsihie for successive surveillunce, Both answess
were corect, thetefore, 308% answered this question
correctly, Second, 61.1% mswered that patients visit 2
prbmidry health care contre following the mterval vetom-
mended in the letter sent by the scréening prograrmms,
and 7% did not knowt. We anmalysed differences within
health cars centies [the degres of apreement of probes-
slemals working in the sinee health cae conbre] w0 me-
cupe  the level of comsensus telated to sarveillames
colonpscogies. The degree of agreemen: ranged bom
4 4% 1o BLA.

In the stem-by-item analys:s, dfferences were foumd
according o professiomal category: 24.0% [95% CL 154
A%.4% | of the nurses believed that the GFs are responsible
for mecoessive smrveillomce, wheteas only 4% [(85% CI
1 7.8%| of the GPs held this belisf,
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The quees Hontadte als sought o determine professiomal
percepsions of whether patienss should specifically con
sinlt GFs or orsess if they have gquestions. (3 the respon:
denis, 47.3% answered that patients could ask both Ci's
and murses.

Tabie 5 shows the msnbs of the multivariate analysis
Profdessiomais with mere than 10 years of experience were
twice as likely 1o cam bettey CRC and screening aware-
ness sonres than prodessionals withe 10 or fewer veams of
experience (OR: 2.01; 95% CI: 1.09 3.70%).

DISCUSSION

This paper analyses whether GPs and nurses have accu-
rate information regarding CRC screening procedures,

Table 5. Factors associated with CRC screening knowledge and
early detection

Colorectal cancer and screening awareness OR,gjuqeq (95% CIJ*

Experience in primary health care [vears)

10 or fewer vears 1

More than 10 years 2.02.{1.13-3.61})
Professional

Nurse 1

GP 1.85(1.03-3.33)
Percentage of people with unfinished studies within the

neighbourhood

13-19 1

20-21 0.60 {0.30-1.23)

=22 1.48 {0.65-3.36]
Sex

Females 1

Males 1.05{0.45-2.44)

CI, confidence intervals.

OR adjusted by the variables included in the model.

Dummy variable: score 0-8 (poor knowledge) and score of 9-12,
{good knowledge).

“Results derived from four multivariate logistic regression mod-
els.

poct-polypectamy surveillonce  recommendationa and
referm] strategizs. We have explored the koowledge o
P2 and marses in A mgion in Spain 1ma:|:rgn'i1'.‘|:: several
misfifications o the melevant soreening protocsl. The
findings ol this study saggest that although prolession-
alz are knowledgeable abowt CRC screening chammoeris-
tiea, some agrects could be impioved. Theae resulss are
conaietent with other stulies conducted with peimary
health care profesionals. Birkendeld & Niv [2004) mea-
st knowledee abour the ae cange fur CRE sereening,
the aspects of approving the proscedure lor screening the
risk population, the definition of the rsk population
and the signs and symptoms of CRC. The aspects that
were less unkpown were guestions melated w the misk
population jonily 1&% of correct answers) and those
related o the CRO symproms and signs jonfy 37% ol
correct gnegwers|, Ramas ebal 2000 investigated the
knowledpe of CRC and cancer screcming, but the per-
centage of comect answess was very wide, tanging from
4E.9% o 96.3%. In oour :I.‘:Idj", inkrmation relsted o
followeup and surveillance colonoscopies and the major
non-mindifiable CRC risk factozs was the least known
arexng the respondents.

More specifically, only A00% of professiomals knew
that they wers tespansibie Tor scheduling survetllames
colonoscopies. Inmappropriate screening harms healthy
individuals and squanders precious resources. One form of
overuse is associated with repeat screening and surveil-
lance intervals that are more frequent than recommended,
in addition to screening in individuals who would not
derive benefit because of advanced age or significant
cometbidity. Overuse can unnecessarily increase patient
harm from overdiagnosis or cause colonoscopy complica-
tions as well as gastroenterologist workload and increased
health care costs (Garcia 2015).

Almost 70% of professionals are not aware of some part
of their roles in CRC screening, specifically their role
related to surveillance colonoscopies. These professionals
performed their roles in motivating patients to participate
in CRC screening, but they are unaware that they are also
responsible for determining the appropriate successive
surveillance intervals and for scheduling colonoscopies.
Crucially, patients’ surveillance requires that profession-
als remain informed and receive regular training. Surveil-
lance is very important for patients who have had a
polypectomy because they have a higher risk of developing
CRC.

Although 15 vears have passed since the screening pro-
gramme was implemented, numercus organisational
changes have occurred. Specific and regular sessions
should be provided to keep professionals updated on cur-
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vemit procedores involving individuals who reguire survesl-
lance calpnoscopies,

Communication  between the canoer scresndng pro
grammie and primary health care provides s camtical to
clarily these issues. The resalts of this sty have high-
Hghted dafficulies in cormmunicating inbormation relaed
tor CRC sereening procedures, To impoove cormrmanication,
wi propose providing small amount of Infarmatien
temimding all professtonals of the recomniended follow-up
intervals. Another possshile proposs] would mvalve inpos-
ing access to CRC screening guidelines and estoblishing
CRC screening programme prodocols: To facilitate such
access, we conbld create, update and adwertise am educs
viomal websive for prmary health care prodessiomals. Az a
lagt proposal, ed hos record cands for primary health care
professonals could be desdgned, printed and distd buzed 1o
desorle the sppropriate level of survelllanee for patients
acoarding to the codonossmry resulis,

Futmwne sesearch should evaluate the possible mpooe
ment af these intetventions.

Every prafessional should have confidence in the belis|
that the preventive interventions offered 10 patients are
approptiate and that the Information = up o daze, In this
pomtext, prnary health care prefessiomals can help to
Iragproe eoverage by dissenvinating information and enconr-
aging patient participation and adherence. It is important
that doctors and nurses share updated information regarding
CRC screening because 67.3% of the respondents indicated
that patients ask questions of both doctors and nurses.

As some studies have demonstrated, a large number of
screening recommendations for each patient and large
numbers of patients in a practice are the major reasons
that these services are not provided (Yarnall et al. 2003).
The addition of even small interventions that require little
professional time adds significantly to the workload of
GPs and nurses administering to large numbers of eligible
patients. In all likelihood, any new screening procedure
that a patient receives from a GP or nurse will be per-
formed at the expense of another currently provided ser-
vice (Lynch et al. 2004).

Professionals working in health care centres with large
populations and lower education levels were expected to
receive lower scores. People with lower socioceconomic
status tend to have poorer health (Borrell ez al 1999}; the
presence of higher priority and acute problems in the pop-
ulation might be a reason for lower scores. The findings of
this study revealed differences related to the population
education level and the involvement of professionals in
the screening programme. The presence of higher priority
problems in health care centres can hinder the involve-

ment of professionals in screening for cancer.
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The ather swbiect i which we and a lhigh eron per-
centape is relited to non-modifiable risk factars for TR
7 8% of prmary health cate professionals helieved thaz
the rmain non-modifishle risk factor for CRC s a family
history of cancer, The literanare, however, suggests that
only 5 10% of cases are hereditary amd thae 15 200% are
These data
{rdicate than between P0% and B0 of cases are aporake

faradly-related  camcers (Lyneh ex ol 04

camcers amd that family history 8 vypieally not dizectly
tavelvad . Primary health e prafessionals have 2 clind-
gal perspective on this popilation because their activi
ties are pmmanly conducted with individuals, whersas
cancer screening programmes are designed with puablic
health m mind. Thizs diference may explain why the
respondents identided a family history of cancer as the
mapar non-mdaddi Qable msk fecoor for SR mther than
ape.

The tespomse tae was clise te 6, which ks simelar vo
that obtaimed in otlver smeveys involving GFs (Klabande
et ad, 2003, Federici ot al. 2005] Oor efforts to obtain
responses confitmeed how difficult it is to ensure participa.
tiom from most of the CF population. Althongh we are sat.
isfied with this result and we did nor And any =0pnefcans
dierences between compliant and mon-complisnt profes-
siomals in fermes of demographic characteristics, 4 relewvians
proportion of GPs and nurses (41.1%) refused to partici-
pate, and these individuals might have had less knowledge
of screening.

Our study had several potential limitations. This
research is a cross-sectional study that is susceptible to
bias. An important source of potential bias is non-response
bias, which we explored by comparing the response and
non-response groups. As mentioned in the results, the
only significant difference identified was related to the
number of professionals working in a health care centre.
Professionals in health care centres with fewer workers
were more likely to participate in the study. The fact that
the questionnaire was issued to professionals individually
might have made it difficult to refuse participation at
health care centres with fewer workers.

An important indicator of data quality in surveys is the
number of questions with missing data (Klabunde et al.
2003). In cross-sectional studies, non-response to specific
questions results in missing data at the question level.
The causes of missing responses are often numerous, and
they can be related to design and chance. Accounting for
incomplete observations is particularly important in
observational analyses with many questions. In our study,
no question was missing more than 10.7% of the
responses, although 61.5% of the responses had at least
one missing value.
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The threee questions with the highest percentages of
non-respanse were questions related to sunesillance after a
normal follow-up colonoscepy, CRC risk in patients with
hyperplasic polyp located in the colon sigmnid or rectum,
and the precedure for ensurng ther surveillance colome-
seopyes dre performed. Mone of the  individusl non-
reaponse tates for these guestions exceeded E0%. Motably,
a lack of reaponses identifies relevant mfsrmation that
should be reinforced to ensute complene comprebenslon
[Federseh g ol 2H15],

Implications fur practice

Feedhack berween the CRC soreening programme and pri-
roary health care prodessionals is essential v ensure the
quality of the screening programme and consgstent miomi-
toting celtert o monitar hipher sk pattents. The paokes-
siomals whe are sesponaible for onpoting commumication
with primary bealth care providers omild be screening
mnmes, as this male coincides with their other duties. Cane
cet screening numes serve as links betwern primary healzh
cire and CRC screening programmes [Benite o af. 2014
Binorndal screening nurses and prireary health care nmses
roay e important 0 improving communication between
primary health care providers and professionalz conduct-
Lisg sereening peogrammes. Acconding o the MHS repoit,
tinires assiened responsbility for mmemal commumdestion
im the group so mamain the flow of informanion; this tole
recuires the planning and documentation of groug meet-
g [WHS 2008, Proventive health care 15 an importing
aspect of the fumre of health care |Sprsce & Sanbord 20121).
Murses are in an ideal position to change the health of
pattenss ima global way. The lack of time avallable for pri-
miary health care consalis is a limiting aspect. Therefore,
muirses with longer appedntrnent tirmes have adequate rime
to imitiate dislogne abowt screening participadon o
survelllance colonoscopies [Blackbummn e g 200151, How-
aver, nurses may Had it challenging to manais fall
awareness of how practes are changing and to combng-

ally adinst and enhanee communicition in the sereening
programmies to ensure continuaity throughows the proces.

In summary, this study shows that although primary
health care protessimals are familiar with CRC scoeening,
it is necessany 0 matniain freqeent commanication wich
them te maintain wpdated screening-related nformation
Beeanss spme aspects of soreening are pot well Enown,
espocially aspeces ralated to kdlow-up and samveillanee

colonneoogy,
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1, What s the mamm MOM modifiable nsk factor for
colam and rectal camees?

QUESTIOMNAIRE : COLORECTAL CANCER

AND SCREENING AWARENESS TOTAL

Colerectal cancer

L. Coborecns] cancer is:

& The miose sormion caneed conatdiring o zaxes

h. A rare cancer in bath sexes.

c. It is very sommon in women but very rare in men.
od. It is wery common in men but very rare in women

& J0EG John Wiley & Sons Lid
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L Age
b, Crender.

c. Family history,

d. Dhiien.

SCrEETINE 1%

Hereeming awareness

i The age of target population in colorecial cances
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a. From 40 to 74 years
b. From 50 to 69 vears
c. Over 50 years

d. From 40 to 60 vears

. Is there a CRC screening programme in your health
care centre?

a. Yes
. No
o, Mo answeridon's know

. Which is the screenmg test used o the celorectal
canger early detection?

4, Barfum enenui

b, Coloncacopy

o Fasend acenill Woced best

do Bload test b detect cascinoembryonic  ankigen
[{CEA) a tumaor marker.

o How often &5 the colorectal cancer screening!

& Yeatly

b. Evary 2 yeats
c. Every & vears
d. Ewery f months

. Which &= the conbirmation west wsed for colorecssl
cEneer screening?

a. Barmm enema

b Lolegoscopy

. Faseal oconlt hiood test

od Blood fest to detect carcinoembryonic antigen
[CEAL o tumor marker,

Fellow-up screening

B, According to the protocal, what would be recom-

mend to a pemson with a negative result on the col
orectal cancer screening test!

a. A colonascopy to rule out any lesion.

b, Mo moe contols are nesdexd over the nexs 50
FEATE,

¢, Bepeat cancst soreening test o rule onr falss posi-
Elves,

. Birck to attend the moxd round of Sorsdnlie iF it (5
within she age renge of te terped pogralittion

9. According to the protocol, what would recommend
to a person who tests positive in the screening test
for colorectal cancer?

a. A colonascapy to rule out any lesian.

b. No more controls are needed over the mext 10
years.

c. Repeat the test for fecal occult blood to rule out
false positives.

d. Back to attend the next round of screening if it is
within the age mnge of the target population.

L I @ Mepayive gesale in diagaostle poocedure is
obtalned, secerding to the protocol would be resom.
I'I.'IE'II*:L'

n. A coloanscopy aber 100 years i the pemson is
hetween "0 amd T4 years,

b, Hack o astend screcming alver 10 vears if the per-
&0m i less than &% vears,

e Repeat colonoscogy at 5 yeams regandless of age

d. Beoh o amd b are coerect,

L1, An explosation with a hypesplasic polyp |=10 mm)
located in sigma or rectwm involyes;

a. The same nak of developing g colorectal orncer
el Sl
b, The same nsk of developing & colorsctal cancer
tham colonsacapy with high-risk adenomas,
c. The same sk of developing o celorectal cances
than colopoacopy with [ntermediate-dak adeto-

mas

d. The same risk of developing colorectal cancer
than colomoscopy with low.risk adenomas

Surveillanes

Huizse are some goestbons in telation to persons who huave
patticipated in colomctal cancer screening and the pro-
pramme sent them a lekter with dhe Jolloss-ap to be per-
formed om the surveillance calonoscopy

When they come toyour primarny health care centre:

12. How does the centre ensure adherence 1o swecessive
{ il =
surveilllamce colonascopy = 2™ surveiliance colomn-
BT
i Patients come o the centre following the recom-

mendation st by the sereening programme [let-
ter|

© 2006 John Wiley & Sons Lid
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Fatignts g sdvized Gom the canttes # pome.

2. The docior v wha sontroly the  appropriate
moveiilanee irterval for eoch screenes.

d. Do not know/ Do mist answer

When the patien: has anvy guestion regarding the
manitoring o be performed, whe ask them?

a. Alwavs ask the doctor

b Always ask the nune

o, Asked either tao doctor ansl | or nucse
d. Do not knose) Do not anawer

Diemegraphic and Professional information

Ld. Sex

&, Woman
h, Mam

© 2016 John Wiley & Sons Ltd
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Profeasional categary:

i Morse
b: General Practitioner

How many vears have you besn woriing i a pri-
mary care center in Hospialer de Liohregan?

i Maore than 1 years
b, From & te 10 vears
. Frosm 2 80 5 venms
d. Lieas thin 1 years

17. Health Case Center

13
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4.6. Articulo 6

Benito-Aracil, L., Binefa-Rodriguez, G., Mila-Diaz, N., Lluch-Canut, M.T., Puig-
Llobet, M., Garcia-Martinez, M. (2015) Impacto de una intervencion informativa
sobre el programa de cribado de cancer colorrectal en profesionales de atencion

primaria. Enfermeria Clinica, 25(5),223-31.
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Impacto de una intervencion informativa sobre el
programa de cribado de cancer colorrectal en
profesionales de atencion primaria

Llicia Benito-Aracil®, Gemma Binefa-Rodriguez’, Maria Mila-Diaz®,
M Teresa Lluch-Canut®, Montse Puig-Llobet” y Montse Garcia-Martinez®

@ Programa de Deteccidn Precoz del Cdncer, Institut Catala d’Oncologia - IDIBELL, Hospitalet de Llobregat, Barcelona, Espafia
b Departamento de Enfermeria Salud Pablica, Mental y Maternoinfantil, Escuela Universitaria de Enfermeria, Universidad de
Barcelona, Hospitalet de Llobregat, Barcelona, Espana

Recibido el 9 de febrero de 2015; aceptado el 31 de mayo de 2015

PALABRAS CLAVE Resumen

Carcer colormec bal: O et ivize Evaiviar o impacio &= ucd interencion informative & profesisnaies de ataencion pei-
Cridracdo:; maaria sobre s conccimientos de cribbdo de cancer mlomectal, recomendacionss de wighancia
Abencian primariag praterior v estrategias de derivacion,

Fvaluacian: Metodo disena: Ensayo clinioo controladg v aleatarizado por conglomerados. Emplozamdenta:
Echucacian; contros de atencicn primaria de UHespitalet de Liobregat jSarcelonal. Porticipentes: medi-
Farmacian de oxs Y erfermeras de atencicn primania. inbervencidn: sesian irdommativa y envio de pildoras
profastanales inforrnativas on & de 13 centros (seleccionades aleatoriamente) sohre o programa da crbads

cancer colpmectal. Mediciones principaiies: cuestionario od hoc gue recoge L caractoristicas
di bos profesionales, los centros ¥ 1 vanahles contextuaies; Impolicacdn de bos profesionales
an @l programa de cribedo; conocimiantos sobre @l canoer colomectad, Los factones de rigsgo,
Ips procedimdentos de cribada, las recomendaciones de seguimiento postennr a Lz exploracien
diagrdstica v las estrateglas do darivaskin,

Resuthaaos: La medin de by puntugcign ootal en o primer cusstignanc fue BAO7(1 2R) sobre 11 ¥
| ded segindo B,3101,395, Mo se encontraron diferensias estadisticamente sipnificativas entre
al ruin interere #n ¥ contrgd, 510 embangn, en 9 preguintas a8 aurnentd el porcenta e g8 rese
PaEstas Correl tas en al grups nteraemidn, maparitariaments relacionadss con el segulmisnio
postarior 4 la axplorssitn diagnostica

Canclpsdones: La Interencion mefora el porgentale de mesposstas caomechas, sabre tado en
ague]las o a8 que s shluvd pas puniuscin o o peimer Cusstionario. Esne e tudia muesira
gua loe prifesianales esthn TamilErizsdas com el eribada de comcer cokarmectal, pero & mpor-
tante tener una comuniicecion frecomnte con allos para manterer actualizads la informacidn
relacionads con & cribads ¢ TomenLar i implicssion con &l mSno.

o 2015 Elsevier Espania, 5.L.0. Todos ot derechos reservados.

¢ Bartor PR GOTTERNRNs i
Corrag dleeindalioe Ihimito@ieoncaioga. nel (L. Benlg-Arsedl)
MEEpe £ d el org ! 10, TG | aniel, 2015, 05 08
A120-8631.)0 3N E Blseder EEpaiia, 5Lk Todos b darsdhod resirvisdos.

Camo  citar este artioulo:  BenstooAracil L. et ab, Wmpacte de una  wtervencian infermativa sobre ol
mmnmu-ﬁmwm en  profesionales de atencien  primaria.  Enferm Clin, 2015,
hiap: ! fdx, doiorg/ 10,1016/ endchi_ J045.05.004
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1 L, Batite-AracH at sl
REYWORDS Impact of an informative Intervention on the colorectal cancer soreening program in
Colorectal cancer; primary care professionass
Screening;

Prifmary cars: Abstract

Assassment; Dbfective: T evaluate the impact of an interventicn in primany care prafessionals on their
Educatsan; current knowledge abcut colorectal Cancer scresning, sulnequent sunveiliance recomimenda-
Training professianals. ticers and referral srateges,

Methods Desigr: Cluster randomized controlied trial. Locatian: Primary Chre Centess 40
L'Hespitalet de Lichregat (Barcelonai, Participants; Frimary Care Professionads {doctars and
nrses), Intervention: Trafmang sessian in st of the 12 centers {randomiy slected) about the
colerectal Cancer sreening program, and three emails with key messages. Main measure-
menis: Professionals and centeds characierisiaos and two contexiual vartables; involwement of
professionals @ Lhe screening program; information about colorectal cancer knpwledge, risk
FECLES, soreaning procedienss, surveillance recommendations and refemal strategies.

Resurits: The totak score mean gn the frs queskionmaire was 8.07 {1.38) and the second 831
i1.39). Mo stasistscally signsficant defferences between the intervention and control groups were
faund, henwenss, i 9 sut of 11 guedtians the percentane of cormect redpondds was ine resed in
the intervention growp, mostly related to the sursestlance after the diagnastic mamination.
Conclustons; The intervention improses the percentage of comest answers, especially in those
In wihvich sorst soore obtained in the first guesthonnasne. This sludy shows thal professio-
nals are familiar with colorectal cancer soreeming, but there's & nesd 1o maktai fregeent
Comamumication En arder w0 BeEp wD 12 date the infarmarion relzed o the colorectal cancer
SCTEENing.

T 2015 Elsevrer Espafia, 5L UL AH fights reseryed.

Introduccion

El eribada de cancer calorreckal (CCR) =1 un medada que=-ha

iQué se conoce?

Lios profestonates de AP son las perscnas de mayar
canfianza para obtenes Wformacion v Hensn masar
influencia e |as pachentes ressects a las dechiiane
sabre s salud,

Los cercisbos y procedsmientos del programa de crl-
bado de L'Mospitalet han cambiado an los anos de
funcionamierta, esto confunde a los profesionales de
AR

La retroatimentackin antre o programa de oribads
y o= profesionalas de AP es smencial para garantizar la
calidad del programea de cribads v urdficar criterios de
wigilaria,

iQueé aporta?

Esfe estudio mussira ques 08 profesbanales de AP eitan
familiarizadas con &l grigede o] CER.

Es necesano mantener ura comunicacion frecusnte
can ellas para menbener aclualizads toda la informa-
‘cien relaciorada con el crbads,

La intansencian mejara of parcontaje e respuestas
carrectas, scbre todo en agquedlas en las gue se obbuv
pear punbiacion en el prmer cusstianario.

demoilrade ser sficar sl mejorar el proncatica de un impes-
tante rOmers de pacientes con COR, ya que el diagnstica
precoz reduce i incidencia y la mostalidad. Diferentes #atu.
fips han demastrade que el criade, mediante al test de
sangre coulta en heces (T30H| v la sigmoldascapla flexble
reduce la martalidad par CCR'S,

En el afo 2000, se lewh & cabo en Calaivha = primer
pragrame piloto de cribsde pablacicnal de COR dirigida
a hambees ¥ muferes entre S0-69 afos adinbemdaticas. En
2005, el Sistema Mactonal de Salud recomendd ta aplicacidn
de programas de cribada pilote”, v en 2009 so recomenda
gue las programas de cribado de CCR se implementaran en
tedo & termitorie espafol’. Enla actualidad, 13 de las 17
comunidades aubdnamas de Espafia han pussta en marcha
pragramas de cribada de COR.

Un slements cricial para =l dxita de los programas pobla-
cinnales de cribada o= la participacian de la poblscion diana,
fuie dhedre sar como minkma ded 453, v de manera deseable de
65-T0', El papel de Los profesbanales de atencion primarks
(AP} an @l aumento de |a participacion se ha explorado &0
diferentes estudias®, ya que (as ac titudes de estas profesia-
nales pusden infiukr en la parbcipacian” ' par su frecwents
contacto con la pabiacion, Las funciones de los profesiona:
lgs dim AF gentro dil pregrama de cribado son many diversas:
a| gramaver participacian y adherencia al cribada, &) infor
mar sobes pemaficlos y riesgas, ) valerar los oriterios ge

i
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axclustin y categorias de riesgns y considesar sl es pre-
cisa derfvar 8 unidades aspecializadas, v di gacantizas
la cantinuidad ¥ =l comeclo seguimients de las ledianes
detectadas '™

Los profésionaies de AP wan les perionad oe mayar con-
fianza de la poblactan para chtener infarmacian sobre salud,
¥ por la tanko Henen una mayor influencia en ios pacientes
respecte a las decistones sobre su salid™'. Pueden facili
tar que los paclentes que participan en el cribado de CCR
bpmen decksionet infarmadas ¥ para hacerla cormeciamente,
o profegiceales deban enaer sccass B informacion rele-
wArbE, praciks y cormplata', Sin efmbargn, varios mstudios
han demastrade que las profesionales ne siempre estan bian
infarmades 1ok las grickicss de cribade de CCR'Y Y, Poe
glie, ¥ al estar directamente implicados on diversas fases
del cribade, #s impartante que cenozcan =us circuitos y pro
cedimientas. Los circitos ¥ procedimientos ded programa
de cribade de CCR de UHaspitalet de Llobregat ilataluna,
capanal han 1de camibdandd en ol franscurss delos 13 afos de
funcionambento. El métada &= cribade wtilizada, las clasif-
caciones en funcion del riesgo y e estrategias de vigRancia
spgun fas lesiones detectadas 5o han modificado a Lo largo
de sstos afics para adaptarlas a las directrioes surapeas, y
a5t garantizar | calidad del cribado v duagradstico del CCRY

Un procedimientoe que se ha modificado desde su implan:
tackan as la esbrategls de viglancta sepln 135 lasiones
debectadas, Las porsonas a las gue e les ha getactado
algdm aserama an la colonesco pla dlagndstics tenen mayos
riesge de desarrollar COR, v oo importante garantizases una
wighancia adecuads mediante calonoscopia, Bl programa de
cribamdo sp encarga de informar a sstos pacientes, porcarta y
por teléfono, de cual es el resultado v el intervalo adecuado
para la realizacion de la primera colonoscopia de segui-
miento. Sin embargo, desde 2009, son los profesionales de
AP quienes deben programar esta primera coloncscopia
de seguimiento en el intervalo recomendado por la carta,
y también programar y decidir el intervalo de las colonosco-
pias de vigilancia posteriores.

Para poder mantener a los profesionales de AP informa-
dos, cuando se inicia una ronda de cribado, los profesionales
del programa acuden a cada centro de AP para presen-
tar los resultados de participacion y tasas de deteccion
de adenomas y cancer y explicar las novedades surgidas
desde la Ultima reunidon. A pesar de estas reuniones, las
modificaciones del protocolo pueden llevar a confundir a
los profesionales, y por ello se decidio realizar el presente
trabajo con el objetivo de evaluar el impacto de una inter-
vencion informativa continuada (sesion informativa mas 3
pildoras informativas) a los profesionales de AP sobre sus
coratimisntos del oribada de CCR, recomendachonés de vigl-
lancia pasterior v esirategias de derivacsan.

Material y métodos

Pobiacion de estudio: o estudic =2 realizé an bes 12 centros
dir AP e L'Hospitalet de Liobregat (Barcelana ) gue atiendan
a una poblacién de 254,600 personas, En el momento del
astudle, fueron invitados a participar los 150 profesionates
que se dadicaban a AF (178 madicos 172 enfermerash,
Muestra: debldo al reducida tamans de fa poblacién de
estudle, e entregd el cusstionaric a toda pobdaciin

in= 1301, 58 calould el tamahto del efecto minima Q2 25
probable gue se detecte wands &l namera final e paski-
tipantes del satudio. Aceptando un riesga alfa de| 0,05 @
i camtraste Dilateral con 84 sujetos &n ambas grupos, la
potencia ded contrasie de hipdbesis e dal BIY para detectar
uma diferenciy de 082 punitos en las puntuaciones mediss
oo La pumtuacion total diel cusstonario (wariable descrita an
i apartado de varables que va ded-11).

Disena: ensawa clinicg controlado v aleatorizads por can-
glameradas,

intervencidn: & aleatorizaron lod cenbros y e rea-
ligs una secidn fermative gresapcigl an & do las 12, En
eila sadinn s rataban los sspecbos mas oo lasibes ge)
LR, circuitas vy procedimiented el cribade actuales, i
coma habitas de vida ssledsbles pars 16 prevencidn el
LR, La impartia un profesional e enfermeria previamenta
entranado por 2l eqguips investigador. Posterior & la sesidn
sa enmvlaran a les particlpantes, 3 pildesss formatieas
mediants comee electrdnicn, 58 hiza do maneara mensual
durants la1 3 meses siguientes, y conlentan apeclos clave
de & sesiorn.

La intervencion e aleatorizg por centros ¥ na por indi
vhduas para evitar gue & infarmacion de |a a=35n 18 pasard
enifire Las profestanales ded mismo céntro y DarA na alkersr
la dinamca habitual de las consultas.

Variables: las wartabies relacionadas com las caracte
risticas de los profesiomates fuerond sexo, centra donds
trabajan, categoria profesional v afios de experiencla. 5=
recogla informacidn sobre el centra de AP madiante: nimen
e profedionales que trabafan en = cantrg; porcentsje de is
poblacien diana ¢ol cribado que tiene un mived de estudios
inferior a los estudios primarios; porcentaje de participacion
en el cribado. También se afiadié una variable que describe
la participacidén de los profesionales del centro en el pro-
grama de cribado. Se cred en funcion de si los profesionales
de los centros se involucraron con el programa de cribado
para aumentar la captacion (llamadas telefonicas a los no
participantes).

El cuestionario recogia preguntas sobre conocimientos
mediante 11 preguntas que contemplaban aspectos sobre el
CCR (pregunta 1y 2), el cribado (preguntas 3-9), y el segui-
miento posterior a la colonoscopia de pacientes a los que se
les habia detectado algin adenoma (preguntas 10y 11). Las
2 ultimas preguntas eran de respuesta multiple sobre cémo
aseguraban la adherencia al seguimiento mediante colono-
scopias y a qué profesional preguntaban los participantes
cuando tenian dudas sobre el cribado.

Las preguntas se clasificaron como correctas, incorrectas
y NS/NC o sin respuesta. Las respuestas correctas se puntua-
rofn e wne y las incarractss con 0. A partic & la suma de
pskas 11 proguntas se cred ura varkable para medir el copoci
mienta glehal sabre el cribada, La puntuacion de esta nueva
variable iba de 0 [peorha 11 [majori.

Insbrumentd: s& disefa e cuEstionaris con base enotnos
instrumentos utilizades para estudiar el conocimaanto da
lgz profesionales de A sobire la detecciin del cancer” ",
También s¢ receghd informaciin sobre las recomendachoness
g2 vighancia pesterar a la colonoscopla v L35 estrateglas de
darivackin, aspeckos que sagin i3 pibliografis revisada ' ',
na han sbde esbidbsdad. Se disens Un cosstionarie od hoo
por que guerdames estidiar assectes especificss del pro-
grama de CCR de L'Hospitatet de Llebregat icircultos,

Como citar este articulo:  Berito-Amacil L, ot al.
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procedimlentas, ete.]. St embargo, & cueestonaris fue pre-
tesieado en entrevista realizada & woluntarios (muestra de
conveniencia en profesbarales de la salud) para comprabar
iU camprenbdn y durackin, De este meds, @& realizd una
primera evaluacién de s apticabdidad y s permitid reali-
2ar cambies en las enunciades de las preguntas, aif camo en
Rad cabeoorias de las respusitas para evitar inberpretacianes
STTONAS.

Las preguntas oran de respuesta maltiple v recogian
infer mackin de Los profesianales, sobre sus conccimlentas,
a1 como 2 praguntac relacionadas con los circuites de cada
caEndng ga AR

El cuestionaris que s entregt posteriar & la interwenckn
inelua S preguntas sdicicnstes Hpe Likest (1-10) para valorar
fa sedfon recibida [cambic de conccimientaos y recomenda-
clarnaes, claridad de las sxplicacionss, conbenido y wtilidsd
de las sesicnes),

El cumtranaric definitiva fue completade por los pro-
fetfanales en los centros stn poder consdlbar fuentes de
informackin, En enera de #2013 se explicaran los objetivos
wn las cenbres de AP y s recogienon los dates previos a la
intervanciin. L mlervenciin se realizd durante los meses
de watiembre 8 octubre de 2013, Las pilderas Enfermativas
g8 erviaron entre dickembre de 1003 v Tebrers de 3044, En
ahefl e 1a recogida del segunda cusstianario v &1 trabajo
de campo finatizo en el mes de julio.

Andlisis de datos: se realize un analisis exploratorio de
las preguntas sin respueesta, Aungue §e detectaren vaio-
res i respuesta en b de las 11 preguntas, fa tasa da no
réespieasts Tue inferior al 2008 y por ko tante, o fueran B
HELRITH

Sa realizd un amhlisis de las perdidas par segubniento,
Sa compararon & respuestas en @l primer cosstionasio
de lax profesionales gue conlestaron (mizamente &l primer
cuestionario con aguellos que contestaron ambes. 5o encon-
trarcn diferencias an la pregunta I sobre fos factores de
riesgedel cancer (= 0,01 3). La puntuaciin en esta pregunta
fue mayor en los profestonales gue finalmente no contesta-
ron ol segunde tusstisnaris.

S poenplraron los resultados de las varishles del grupo
intervencian y del grope cantrel antes v desauss de la inter-
wenckin asl come par perfiles profesionales,

S realizg el analisis por protocolo, ¥ 5o corsidera para el
analisis los indvaduns que respandieron los I cuestiorarios.

Las variables s¢ describicron con media, desdacion
astandar, frecuancias v porcentajes, sagin s naturaleza. e
sealizaran comparaciones de |a vasiatle principal mediante
fa prusha de Wikcoman y Mann-Whitney segin si eran datoes
independisnles o aparesdas. Bl nivel = significacian adap-
tada Fue<0,05. Los datos Meeren procesados coael programa
5P55-15. El protocole del estudie fue aprebiade par el Comitd
Etico de Investigacian Clinica del Hospital de Bellvitge
PRI,

Fesultados

Descripoion de bg moestra: &f primer cuestisnaro del estu-
din g2 entregd a los 150 profesionales de las centros da AR, de
s cuales 108 (50,9%) eran madicas y 172 (49, 1%) enferme-
ra5. Lo contestarcn 206 (109 medicos v 105 enfemrmearas), que
represanta ef 50, %5 da la poblacikin inicial. Pesteriormante

se entregd el segundo cusstionario Onicamente a los que
ya habian contestado o primers, ¥ respandiErea 119
(52 mésdicod y 59 anlermerash. Eato representa ol 31, 7% de
s poblacide fnieial {fg. 1.

Descripoidn ol primer i Sequindo cuiestiong o La medis
de la puntuacién tolal que abtuvieran les 111 professa-
nales er ol primer cusstioraric fue 8,07 schre 1%, con
una desviackin estandar de 1,38, Este valor aumentd en o
segundo cuestisnarie a 8,32, con una desviacibn estandar de
1.19, esta giferencla no fue estadisticamente significatiea
(p=0,14%).

e bimcaron difersnciss anbre (as varjsblas del agfg-
die ¥ puntuacidn total, conscimientos sabre el chncer,
cribade vy seguimbente (tadiz 1), Se encontracan diferencias
& relacién con la puntuscidn sabee &l chancer (freciencis
y factares de rigsge} en la varable categoria profesicnal
o @l primer custionaria, donds Las enfermeras chtuwviaron
una puntuackin de 0,99 v los madices de 1.1% (p= {0008,
Tambien se ancontraron diferencias en relaciin can la pum-
tuaciin del segubmienteo de Las besiones detectadas en &
segunda cusstionario. En este caso las enfermerad obtuvie-
ren una purtuacion de 0,51 y los medicos de 8,85 (p= 0,005,
He 2 ancantraron obras diferencias,

Be analizd &l porcenlaje de redpuedlas correctas &
incorrectasde las 11 preguntas gue detesminaron la punia:
cion total jmabia 1), El porcentajie de respuestas cormectas
en el primer cuesthonarts fee de 7314 v de V565 en &l
SERLNG,

Tante en el primer cuestionario come en =l segunds, hubs
1 preguntas con mas dal 508 de Las respuesstas incarrechas:
una redacionada con los factores & resee ¥ las ofras 1 con
el segudmienite poaterior a la colarmssapia de pacherites &lod
e 34 bes habla detectads alsin edenomea,

Camparacion grupe contral ¥ grupe infervencian: se cam:
pare gl resultads global del segundo cuestionario ontre
grupa control (n=4F) v & grups intereenciin (n=564], vy
tamelén en relacidn con cada uwna de las preguntas ded
testionario, las preguntas relackonadas con &l CCR, can &
erfbade y con o seguinmtients posterior & la colonoscopia de
pacientes a las gue se les haba detectado algin adanoma.
He s apcontraron difersncias estadistcameants significati-
vEs e ningens de allad (1anis 1),

Las 1 preguntas gue on el primer cusstionario tensan
parcentaje de respuestas correctas mferor al 50% mejora:
ren en el segunds entre 8-9.2% para el grupe Intersencidn
(katia ),

Compabdcion anbes y despuds de la indervencion: pars
podar analizar el impacle de la inbervenciin tambidn =
compararcn bos resultades del primer y segundo cumstiona-
ria el grune intervencitn (n=54). Aunque 18 enceniranen
diferencias estadsticamente signdficativas en & grupa
intervpncian entre el primer (7.5€) v ol sesundo (& 1)
cuastionania an la puntuacicn globad del cuestionario, fisa
inferior a 0, AT peatos.

Frequntes redocionadas con & circyita ded centro de AP;
en ralacién con fa pregunita sobre cma Los profesionakes da
los ceniros o AF se assguraban que lcs pacientes, a los
gue & detectaan lesionss preneopldsicas, $e realizaban
I35 coloposcopias de seguimienta, &l 63,1% de Los partici-
pantes mn el primer cuedtionasio respendit gue los pacientes
acudan 3 cantry tras & intervaio recomendado en fa carta
ervizda por los profesionates del programa de oribady. Este
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Figura 1

porcentaje en el segundo cuestionario alcanzoé el 81,3% a los
que se les realizd la intervencion informativa.

Yaloracién sobre la informacion recibida: en relacion
con las preguntas que valoraban la informacidén recibida
[rango 1-10], todas obtuvieron puntuacion superior a 7,
excepto aquella que preguntaba sobre si la sesion produjo
un cambie en ies conacimientes de los profesionales en la
58 abtuwa un &, 77 (tabla 1}

Discusion

Este trabaje anaizd siouna intervencidn nformativa maje-
raba o cenocimients de los profesionales de AP sclbre
el proceso de oribago dge CCR v las recomendackones de
segaimients posterior, Para anafizarlo se compararon los
resultados del grupo control con el grups intervencian y
también los resultades prevles ¥ postertores Unicamente
del grnapo Mtervancian, Los resultades mostrarsn qus, an

Esquema del estudio.

general, los conocimientos de los profesionales de AP sobre
el cribado son adecuados, aunque existen aspectos a mejo-
rar, especialmente aquellos relacionados con los circuitos y
procedimientos del programa de cribado. La sesion informa-
tiva contribuyd a mejorar algunos de estos aspectos pero no
suficientemente.

Data que las pacientes pregunian sus dudas sodre e oris
bada de CCA a los profesionales de AP el 4B.5% de los
profestonales en el primer caestianarso v un 82,05 an o
sagundgl, es mportante que médicas v enfermeras sean
cagacas de transmitir una infoemaclon precta y actualizada.
La impdlcaciin desde AP puede ayudar 2 mejaras |a cobar-
tura mediant= & difuion de informacion y &l fomenta de
15 participaciin v 18 sdfhesidn & los paciantes. Ademas, =1
profectonal de enfermeria tiene el copocimiento v el par-
fil ideal para informar v asesosar ol pacisnbe an redadion al
cribado de CCR.

Ls ntervenchon disefiada para este estudio no mejord de
feoima relevants aquellos Ripectas espacifices ded pragrama

t-:rrmr citar este l.rhl:l.ll;i: BII'HI::I
de cribade de reeckal &
hitp:/ /d;dat-org/ 10,101 64, onfel, 2045, 05,006
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de stencidn grimarla, Erferm Clin. 2015,
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Tabla 1 Puntisaciin waal del cuestionario segln Lis variables del sstudic

1F cusstiondrid 10 cuEitionanio
Intersancian n=»44 He Intersencian n=47 Indrvencidn =64 Ho intervencian n=47
n Wectia [DE} n Media (DE) n Mhedia (DE} n Medsa (DE}
Sexny Merjares 54 7,511 ,28) 7 B4 (5,29 a4 2,31 11,28} i 841 (1,400
Hemibres 10 B0 (1,45 L[ B0 (055 10 8,6 j0, 8t 10 60 (1T
Tips profesicasl Enfesmeras 32 TAG 155 I7 B0 18,28 b B08013% 17 B8 [F, 35
_ Madicos EF B% (1,35 A B33 18,430 kT g8 123 b B 11,57}
H.” de prefesionales en el centre =10 24 B0 18 27 781 11,00 24 854115 7 7,89 (1,50}
v 0 0 AR 2 BB (8,310 £ 5280134 a0 070 11,08}
% de la poblactn de oribada con 132198 el Bib 1,3 B0 [8,52) 4 B30 000 o 8,07 18,37}
nived @2 pstipdicn inferior a
estedics primarics )
M-21% ] F.7811,54) ¥ = -0 8,30 11,5560 0 _
= 11% 0 i & B67 11,57 Q . & %33 (8,03
% de pamicipacksn de la 21-31% L) i85 11,25 5 = 40 8,24 11,54} 0 =
posilacn duana en e oribads -
de CCR™ o]
32-37% 7 s BT TR B,47 [1,50) 7 8,291,809 12 8,83 {1,109}
1B-45% 17 B.24 {1,710 18 .11 133 17 BT 15 B,03 1,404
Implicackn del centro en of Alta i T2 EEE 33 LA NERE Fed g3k B 8,03 1% 40}
oribado de CCH
Baja £ BAC 1,38 W0 BT 18,500 e B40 1,43 W 883 (8,09
& 741,47 4T B20 (834 L B.33,40p &7 8,23 10,39
111 8,07 11, 34¢ 111 8,33 1,39}
DE: deswlacion aitindar, i
" 5 trata de una warintie agregaria QLR §8 refiars Al pOTCSNTAJR @ pobraclon cana get ceniny e AP QUS thend un mived dé studins Inferior a Ls esttadios prmancd.
S0 Urata de Lna wariatie sgregada que se refiare al porcertage o pobipclin diana ded centn de AF g ha participade an o programa & crinada, -
o
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5. DISCUSION CONJUNTA DE LOS ARTICULOS
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5. Discusion

Los resultados de cada estudio han sido discutidos en los diferentes articulos
publicados. No obstante, en este apartado se realiza un resumen de los
principales hallazgos y se analizan y discuten sus limitaciones e implicaciones

para la practica.

5.1. Definicion del rol de la enfermera

Los resultados mas relevantes obtenidos a partir de la revision bibliografica
fueron que el rol de la enfermera de cribado de cancer se basa principalmente
en la gestion de casos, el seguimiento, soporte e informacién al paciente. Este
rol implica una considerable interaccién con diferentes profesionales, por ello un
componente importante es la coordinacion entre los profesionales implicados en

el proceso de cribado (Benito et al, 2014).

Después de la revision bibliografica, se contextualizaron los resultados en los
programas poblacionales de cribado de CM y CCR del territorio espanol. Los
resultados de este segundo estudio indicaron que las actividades mas
importantes y frecuentes de la enfermera de cribado de cancer eran actuar como
enlace entre el usuario y los diferentes niveles asistenciales, proporcionar
informacion, resolver dudas relacionadas con el proceso de cribado de cancer,
derivar a los circuitos apropiados, y el seguimiento (Benito et al, 2016a).

Aunque existe poca literatura que describa las actividades de los profesionales
enfermeros en estos tipos de programa, los articulos disponibles presentaban
resultados similares a estos hallazgos. El National Health Service Breast
Screening Programme present6 una guia sobre el cribado de CM, en el que se
afirma que el papel de una enfermera en esta area se relacionaba principalmente

con la mayoria de las actividades identificadas en este estudio (Chapman, 2012).

Para facilitar el registro y el compartimiento de la informacion, es necesario el
uso de lenguaje estandarizado, por este motivo se disefid un estudio con el fin
de correlacionar las actividades de enfermeria identificadas previamente con las
clasificaciones de lenguaje de enfermeria estandarizados. Se identificaron las

Nursing Intervention Clasification (NIC) (Bulechek, Butcher, Dochterman, y
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Wagner, 2012) de aquellas las actividades que formaban parte del rol de la
enfermera de cribado de cancer mediante consenso. Las intervenciones mas
comunes estaban centradas en la educacion del paciente y en la gestion de
casos (Benito, Lluch, Falcé, Garcia y Puig, 2015). Las enfermeras juegan un
papel importante en la mejora de la comprensién de los participantes con

respecto a todo el proceso de cribado de cancer (Phelan y Heneghan, 2008).

La identificacién de las actividades de las enfermeras del cribado de cancer es
el primer paso para el desarrollo de indicadores y medidas de resultado que, a
Su vez, son necesarios para evaluar los cuidados enfermeros en los programas

de cribado del cancer y garantizar la calidad de los programas.

5.2. Identificacion de indicadores de evaluacion

La mayoria de las actividades identificadas en los estudios previos se basan
principalmente en fomentar la coordinacién y la continuidad durante el proceso
de cribado. Por ello, se seleccionaron principalmente indicadores dirigidos a la
evaluacion de la transmisiéon de la informacién durante el proceso, que
permitieran evaluar la coordinacion y continuidad del proceso y, en
consecuencia, evaluar la actividad de los cuidados enfermeros en los programas

de cribado de cancer.

Los siete indicadores seleccionados fueron; la adecuacion y el tiempo de espera
de la derivacion de participantes, la entrega y la disponibilidad del informe del
proceso, la comprension de profesionales implicados en el proceso, la
satisfaccion y la comprension de participantes.

5.3. Evaluacion de los cuidados enfermeros

La evaluacion de los indicadores es crucial para la mejora de calidad, y debe de
permitir articular un mismo sistema de medida que sea comun a todos los
programas poblacionales de cribado de cancer para la comparacion de los
resultados. Por ello, se elaboré un estudio con el fin de evaluar uno de los

indicadores identificados.
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Se analizo si los profesionales implicados en el proceso de cribado conocian las
caracteristicas del programa de cribado de CCR de L’Hospitalet de Llobregat y
si se transmitia de manera correcta la informacion. Se concluyé que
principalmente conocian los circuitos y aspectos generales del programa de
cribado de CCR, aunque existian algunos aspectos podian ser mejorados. Los
aspectos que menos conocian eran aquellos relacionados con los factores de
riesgo del cancer, el seguimiento después de la colonoscopia diagnostica y los
circuitos posteriores (Benito et al., 2016b).

Para incrementar el conocimiento sobre el proceso de cribado de CCR vy las
recomendaciones de seguimiento posterior se diseiid una intervencion en forma
de sesion formativa a los profesionales de primaria. Sin embargo, los resultados
mostraron que esta sesion contribuyd a mejorar algunos de los aspectos, pero

no suficientemente (Benito, Binefa, Mila, Lluch, Puig y Garcia, 2015)

La comunicacion entre el programa de cribado del cancer y los profesionales
implicados en el proceso de cribado es imprescindible para la transmision de la
informacion hacia el participante, para mantenerlos al corriente de los resultados
y novedades, y también para que se sientan participes del mismo. Los resultados
de este estudio pusieron de relieve las dificultades que existen para transmitir

informacion relacionada con los procedimientos del cribado.

5.4. Limitaciones

Los resultados, la interpretacién y las conclusiones que se derivan de esta tesis
estan sujetos a la consideracion de ciertas limitaciones.

Una de las limitaciones de la revisidon bibliografica fue que la mayoria de las
publicaciones no eran originales, sino que eran revisiones no sistematicas u
opiniones de expertos. Ademas, los articulos seleccionados eran principalmente
de paises norte americanos y hacian referencia a programas oportunisticos. Por
ello, algunas de las actividades no eran aplicables al cribado de CMy CCR en el
ambito espafol, donde los programas son de caracter poblacional. Para
solventarlo, se plante6é un estudio Delphi que pretendia contextualizar en el

territorio espafol, las actividades seleccionadas mediante la revision.
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Las limitaciones de este estudio con metodologia Delphi estaban relacionadas
con las propias caracteristicas del método. Una limitacion importante de esta
técnica reside en la definicion de consenso, donde no parece haber acuerdo. Por
lo tanto, se determina al menos parcialmente, por la opinién subjetiva del
investigador (Williams y Webb, 1994).

Otra de las limitaciones fue que no todas las regiones estaban representadas ya
que el panel se compuso por aquellos expertos que accedieron a participar. Por
este motivo, las actividades identificadas pueden no ser apropiados para todos
los programas de cribado esparioles. De todas maneras, las tasas de cobertura
de los programas de cribado del cancer en Espafia en 2012, antes de empezar
el estudio, fueron del 100% para el programa de CM y del 17% para el cribado
de CCR. Por lo tanto, no todas las regiones podian estar representadas en los
programas de cribado de CCR (Red de Programas de Cribado de Cancer, 2013).

En el estudio de identificacion de las NIC de la enfermera de cribado de cancer,
se detecté como limitacion la dificultad para definir “experto”. Fehring sugirio el
uso de siete criterios para determinar la calidad de los expertos. Segun Fehring,
se requiere una puntuacion minima de 5 para que un participante pueda ser
considerado experto, y en este estudio, todos los miembros del grupo de
expertos cumplian esta condicion (Fehring, 1994).

La identificacidn de las intervenciones enfermeras en este estudio limita la
generalizacién de los resultados ya que el estudio se centrd en los programas de
cribado de cancer poblacionales. No se tuvieron en cuenta los programas de

cribado de caracter oportunista.

El estudio sobre los conocimientos de los profesionales en relacion al programa
de cribado, tuvo varias limitaciones potenciales al tratarse de un estudio
transversal. Un posible sesgo es la no respuesta, aunque se analizé mediante la
comparacion de los grupos de respuesta y no respuesta, y se hallé que, la Unica
diferencia significativa fue en el numero de profesionales que trabajaban en un
centro de atencidn primaria. Los profesionales de los centros de salud con menos
trabajadores participaron mas en el estudio. Probablemente, esto fue debido a

que el cuestionario se entregdé de manera individual, y por lo tanto podia dificultar
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el rechazo a la participacion en los centros con un menor numero de

trabajadores.

Para el estudio de evaluacién de la intervencion formativa a los profesionales de
primaria también se explor6é el potencial sesgo de seleccion de los sujetos
mediante la comparaciéon de caracteristicas entre los participantes y los no
participantes, sin encontrar diferencias.

Ademas, el estudio obtuvo 46,1% de pérdidas de seguimiento entre el primero y
el segundo cuestionario, y también se explord si habia diferencias entre los
individuos que habian contestado un unico cuestionario respecto a los que
habian realizado ambos, dado que las pérdidas de seguimiento son una
amenaza a la validez interna y externa y conllevan ademas la pérdida de
potencia estadistica. Tampoco se encontraron diferencias significativas en
ninguna de las variables estudiadas.

La tasa de respuesta fue cerca de 60% en el primer estudio, que es similar a la
obtenida en otros estudios (Federici, Giorgi Rossi, Bartolozzi, Farchi, Borgia, y
Guasticchi, 2005; Klabunde, Frame, Meadow, Jones, Nadel, y Vernon, 2003).
Sin embargo, la proporcién de respuesta final fue menor a otros estudios. Se
realizaron importantes esfuerzos para obtener una proporcion de respuesta
mayor, hecho que confirma la dificultad de conseguir una participacion elevada
entre los profesionales de la salud en estudios de medidas repetidas.

5.5. Propuestas para la practica profesional y otras

investigaciones

La identificacion de las actividades permite determinar las competencias
enfermeras en el cribado de cancer. Para capacitar a los profesionales, las
competencias deben ser definidas y asi garantizar el desarrollo de practicas
basadas en la evidencia y la prestacion de cuidados y practicas de calidad
integral y personalizada. A partir de estas competencias, se puede desarrollar un
plan de formacion para las enfermeras que trabajen o que deseen trabajar en un

programa de cribado de cancer.
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El conocimiento generado a partir de estos estudios se puede utilizar para
planificar y evaluar los cuidados de enfermeria. Los resultados proporcionan una
base para la ampliacion de la literatura para estudiar la eficacia de las
intervenciones (Schneider y Slowik, 2009).

Se ha obtenido informacion sobre el tipo, la frecuencia y la importancia de cada
actividad, pero no sobre el tiempo que se requiere cada actividad. Estudios
futuros podrian registrar el tiempo dedicado a la realizacion de cada una de estas

actividades identificadas, y asi priorizarlas en funcion de su tiempo y relevancia.

La identificacién de los indicadores de calidad ayudara a detectar areas con
potencial de mejora y podran ser utilizados como una herramienta que guie los
esfuerzos de mejora de la calidad. La existencia de datos en el sistema de salud
con informacidén sobre los resultados de los cuidados enfermeros, proporcionaria
informacion valiosa y complementaria a los indicadores actuales de los
programas de cribado de cancer. Disponer de un cuadro de mando integral que
permita monitorizar los cuidados con un conjunto de indicadores es una
herramienta de gestion fundamental que dara una vision del conjunto de los
cuidados realizados en el proceso de cribado de cancer. Este conocimiento
puede contribuir a establecer politicas de salud rentables, y a la vez fomentar la
participacion de las enfermeras en la planificacion de los programas de cribado
de cancer. Asegurar que los pacientes reciben s6lo el cuidado que les beneficie
al maximo, y no mas de lo necesario, puede tener implicaciones positivas para

la calidad de los cuidados y la sostenibilidad del sistema de salud.

Como lineas futuras de investigacidn se propone constituir un grupo operativo
de expertos en metodologia de evaluacion, y un grupo de analisis, seguimiento
y planificacion de la mejora de los diferentes ambitos con la finalidad de evaluar
la validez y la fiabilidad de estos indicadores y poderlos usar en otros programas
de cribado ya sean de ambito nacional o internacional.

Es necesario mantener una comunicacion frecuente con los profesionales
implicados en el proceso de cribado para mantener la informacién actualizada
ya que se desconocen algunos aspectos del cribado, especialmente aquellos
relacionados con el seguimiento después de la colonoscopia de cribado. Se debe
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mejorar la comunicacion, por ello es importante proponer y disefiar nuevas vias
de comunicacion que sean de facil acceso para los profesionales y
posteriormente evaluar la posible mejora de los resultados. Actualmente los
profesionales de atencidon primaria son responsables del seguimiento de los
usuarios con lesiones detectadas en el programa de cribado, es por ello que es
importante implementar estrategias para que el recordatorio de este seguimiento

no recaiga unicamente en el paciente.
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6. Conclusiones

Las principales conclusiones de este estudio son:

1. Las actividades de la enfermera de cribado de cancer son principalmente:
actuar como gestora de casos y proporcionar informacion a los usuarios y los
profesionales implicados en el cribado. Su actividad favorece que se
mantenga la continuidad y la coordinacion durante el proceso de cribado de

cancer.

2. Una de las aportaciones de las enfermeras, clave para garantizar la calidad
de los programas de cribado de cancer, es procurar que se mantenga la
coordinacion y continuidad del proceso. Sin embargo, la evaluacion
continuada de los programas de cribado en cancer no incluye indicadores de

coordinacion y continuidad.

3. Se proponen indicadores que midan la continuidad y coordinacion del
proceso de cribado mediante: la adecuacion y el tiempo de espera de la
derivacion de participantes, la entrega y disponibilidad del informe del
proceso, la comprension de los profesionales implicados en el proceso, la
satisfaccion y la comprension de participantes.

4. La evaluacion continuada de indicadores permite detectar areas de mejora y
tiene como finalidad disefiar e implementar intervenciones que contribuyan a

mejorar la calidad de los programas de cribado en cancer.

5. Los resultados obtenidos de la medicion del indicador de comprension de los
profesionales implicados en el proceso revelan que, aunque conocen el
proceso de cribado de cancer colorrectal, hay algunos aspectos que podrian
mejorar como son los principales factores de riesgo no modificables del

cancer colorrectal y las recomendaciones de seguimiento posterior al cribado.
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6. Para mejorar los aspectos desconocidos sobre el cribado de cancer
colorrectal, se diseAd una intervencion educativa basada en pildoras
informativas. Esta intervencion permiti®6 mejorar ciertas areas de

conocimiento, pero no de forma significativa.

7. Es necesario diseiar e implementar estrategias dirigidas a incrementar el
conocimiento de los profesionales de atencion primaria respecto al circuito de

los programas de cribado de cancer colorrectal.
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Proceso editorial y correspondencia del articulo 1 (Clinical Journal of

Oncology Nursing).

Respuesta del editor y comentarios de los revisores de Clinical Journal of Oncology

Nursing.

Dear Mrs. Benito:

| am pleased to tell you that the reviews of your manuscript are complete and, pending resolution
of some concerns of the reviewers, this paper will be accepted for publication in the Clinical
Journal of Oncology Nursing. It is important that your paper does not exceed the 3000-word limit
for the text and that your references are in APA format. When submitting your revised manuscript,
please make sure you include a letter outlining how you have addressed the reviewers’

comments.

Reviewer: 1

Comments to the Author

| like the topic but | suggest you submit your manuscript to an independent reviewer to correct
grammer, sentence structure, and writing. Some of your references were rather old and should
not be included. | was not sure why you were focusing on Spain when you noted that no

documents existed in Spain that address this topic.

Reviewer: 2

Comments to the Author

1. On a scale of 1-5 (1= not at all; 5= especially) how do you rate appropriateness of manuscript
content level and interest of nurses in clinical practice (3)

2. The information presented is not new, but has defined activities of the nurses’ involvement in
the cancer screening process. The manuscript provides fairly important comprehensive
information to the limited body of literature.

3. The title is representative of the manuscript.

The abstract summarizes the manuscript in a concise manner.

4. The abstract summarized the manuscript in a concise manner.

5. Some ideas are not clearly expressed.

The flow is logical.

6. The information is correct, comprehensive, and current.

7. The writing style is appropriate for nurses who provide direct patient care.

The author voice is objective and unbiased.

8. The mention of Spain was unclear/underdeveloped. This portion of the manuscript is unclear
and should be revised for clarity.

9. Omit the Spain section or expand/clarify for understanding the purpose/connection.
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10. Technical terms appropriate.

11. Literature search technique is adequately described.

12. Tables

13. Adequate references

14. No information that would be of value for lay audience.

15. The major strength of the manuscript is that it provides an organized definition of nursing
activities that are involved in the cancer screening process.

16. The major weaknesses of this manuscript is that it is lacking in evidence based discussions
for nurses’ contributions to improve outcomes.

***Editor's Comments***

Please realize the readers of this journal are mostly North Americans but also have global readers
so it would be helpful not to have country specific references. Please make sure you describe
implications for nursing. Our readers also find it helpful if you can identify credible patient
education resources on this topic.

When you log on to view your manuscript, you will note that line and page numbers have been
added for reviewing and editing purposes. As the author, you have access to this file and any
other file listed on the "files for review" screen.

When you have completed your revisions of the paper, please log back on to the CJON
Manuscript Central site, http://mc.manuscriptcentral.com/cjon, and select "Revised Manuscripts,"
where instructions for resubmitting your paper are provided. Please submit your revised
manuscriptin its entirety, including author information, tables, figures, etc. Tables and figures may
be submitted in separate files. Include a letter that outlines the changes you have made to address
the reviewers comments. In addition, please ensure that signed author agreement and
biographical sketch forms have been submitted for all authors.

If you have any questions or concerns, or if | can be of any assistance to you in finalizing this
manuscript, please do not hesitate to give me a call. | look forward to receiving your revised
manuscript.

Sincerely,

Dr. Deborah K. Mayer

Editor, Clinical Journal of Oncology Nursing
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Respuesta al editor y a los revisores del Clinical Journal of Oncology Nursing.

POINT BY POINT RESPONSE TO REVIEWERS

We thank very much the useful reviewers’ comments and suggestions which have allowed us to
improve the manuscript. Our response is as follows:

Reviewer 1

| like the topic but | suggest you submit your manuscript to an independent reviewer to correct
grammar, sentence structure, and writing.

We thank this reviewer for his/her appreciation of the importance and interest in our work.

The text has been thoroughly reread, and also it has been sent to a company specialize in editing
and proofreading scientific manuscripts. The manuscript has been edited in order to correct the
grammar, sentence structure and writing and also to clarify some ideas expressed.

Some of your references were rather old and should not be included.

When possible, references have been updated.

The reference: Shapiro S. (1999). History In: Kramer Barnet S., Prorok G., Phillips C. (Eds.),
Cancer screening, theory and practice. Marcel Dekker, New York, pp 1-12.

has been replaced by: Brawley O. W., Kramer B. S. (2005) Cancer screening in theory and in
practice. Journal of Clinical Oncology 23(2),293-300.

| was not sure why you were focusing on Spain when you noted that no documents existed in
Spain that address this topic.

This suggestion has indeed already been taken into account. Since there according to the
reviewer's suggestion, we have removed country specific references. As two reviewers
commented, the mention of Spain is unclear; therefore this part of the article has been erased.
Due to the fact that the readers of this magazine are North Americans and global readers, we
have erased country specific references.

Reference removed:

Ascunce, N., Salas, D., Zubizarreta, R., Alimazan J., Ederra M. (2010). Cancer screening in Spain.
Annals of Oncology 21, 43-51.

Reviewer 2

Some ideas are not clearly expressed.

This suggestion was clarified on the first point of the reviewer 1

The mention of Spain was unclear/underdeveloped. This portion of the manuscript is unclear and
should be revised for clarity. Omit the Spain section or expand/clarify for understanding the
purpose/connection.

As the reviewer 2 comments, the mention of Spain is unclear, therefore this part of the article has
been eliminated.

No information that would be of value for lay audience.

We have included a specific section called “Implication for practice”. We hope this will be useful

for lay audience.
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The major weakness of this manuscript is that it is lacking in evidence based discussions for
nurses’ contributions to improve outcomes.

We are completely agree with the reviewer and we have added a paragraph in the
Discussionclarifying this point. Further research is needed to measure the workload of each

activity and to improve outcomes.

Editor's Comments

Please realize the readers of this journal are mostly North Americans but also have global readers
so it would be helpful not to have country specific references.

See reply to comment 3 of reviewer 1.

Please make sure you describe implications for nursing.

We have included a specific section called “Implication for practice”.

Implications for practice

This work describes the activities involved in the nurse's role in cancer screening programs. The
definition of the role is the first step in developing indicators to assess nurse performance in
cancer screening. Further research is needed to measure the workload of the activities and to
prioritize them according to their relevance.

Nurses must be in the lead when it comes to coordination and communication with cancer patients
and their relatives to significantly improve healthcare delivery related to cancer screening.

The nurse should be a core member of the multidisciplinary team for organized cancer screening
programs. Multiprofessional teamwork is key to optimizing the contribution of nursing to cancer

screening. Collaboration and multiprofessional strategies can have important benefits for patients.
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Proceso editorial y correspondencia del articulo 2 (Collegian: The

Australian Journal of Nursing Practice, Scholarship & Research).

Respuesta del editor y comentarios de los revisores de Collegian: The Australian Journal

of Nursing Practice, Scholarship & Research.

Ms. Ref. No.: COLL-D-16-00014
Title: Identifying nursing activities in population-based colorectal and breast cancer screening
programs in Spain: A Delphi study

Collegian: The Australian Journal of Nursing Practice, Scholarship and Research

Dear Dr. Montse Garcia,

The reviewers' comments on this manuscript have now been received. Your paper is considered
to have merit but reviewers have concerns about several aspects of the paper and recommend
major revision. As such, the paper cannot be considered for publication by Collegian as it currently
stands.

The detailed comments from both reviewers are included below for your consideration. Should
you be able to address these and substantially rework the paper within three months Collegian
would be pleased to receive a revised manuscript from you. Please ensure that you include a
detailed list of changes made during the revision. The revised manuscript would then be subject

to a further peer review process.

Thank you for considering Collegian as your preferred avenue of publication and best wishes with

your publication endeavours.

Yours sincerely,

Jane Louise Phillips, PhD
Editor

Collegian: The Australian Journal of Nursing Practice, Scholarship and Research

Reviewers' comments:

Reviewer #1: COLL-D-16-00014 Review

Thank you for the opportunity to review this paper. Congratulations to the authorship team on
undertaking this research. The article reads very well and will be of particular interest to those
working in the field. The manuscript requires minor essential revisions and some further
suggestions are made for minor revisions.

Essential minor revisions
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The first essential revision should be to the 'background' section of the Abstract. At present, the
background does not set the scene for what the research is about. Many readers will only scan
abstracts to elicit articles of relevance. At present, the reader will not be able to decipher the

purpose of the article or understand the aims of the study. Please rewrite this section.

The second essential revision is to the discussion section. When opening the discussion section,
it is very helpful to restate the study aims and to make a confident statement about what are the
most significant or important findings. What are the most significant outcomes of conducting the
two rounds of the Delphi technique? Why are these results important? What impact might they
have on the activities of the BC & CRC screening professionals? The most important results
appear to be summarised in the results section of the abstract and you could draw on these

sentences to help better formulate the discussion.

On page 9 of the discussion, the strengths of the study are described: 'This is the first study on
an organised and population-based screening program.' Please rewrite this more accurately as
'the first study that identifies nursing activities performed in cancer screening programs, as
described by the Spanish health professionals responsible for delivering BC and CRC screening
programs'. | recommend that you bring this strength, and the strengths described in the paragraph
that begins: 'ldentifying the activities performed by cancer screening nurses.' to earlier in the
discussion. At present, the strengths are 'buried' in the limitations of the article. Therefore, the
third essential revision is that the authors reorder the discussion to emphasis the strengths of this
study and convince the reader of its merit.

The final essential revision is with regards to Table 1. The participating regions are listed
alphabetically. | suggest that this is reordered numerically to show that the largest proportion of
participants came from Catalonia (68%). Given that this is a far higher proportion than for any
other region, is this likely to impact on the results? | recommend that the authors account for this
in the discussion, particularly in the paragraph on page 9 that begins with 'Another study limitation

is that all regions were not represented.’

Suggested minor revisions

Keywords: | suggest changing 'Delphi' to 'Delphi techniques' which is the standard MESH
heading.

Keywords: | suggest changing keywords 'nurse' and 'role' to 'nurse's role' which is the standard
MESH heading.
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Reviewer #2: COLL-D-16-00014 Review

This is an interesting article and has the potential to offer insights into the role of nurses in cancer
screening and also into the screening practices in Spain.

However, before this article is suitable for publication there are some areas that need to be

addressed:

Abstract: the abstract needs to be reworded/rewritten to more clearly illustrate what you have
done and what you found in this study. The background needs to give a concise account of cancer
screening that sets up our argument for why this study was done. The methods need to be clearly
outlined. The conclusion needs to reflect the conclusion of your study rather than be a generic

statement.

Background: This section needs to be more concise. Also, you mention cervical cancer screening
here though this is not a part of the study itself. This needs to be explained.
Aims and objectives: need to be more clearly stated - perhaps a subheading could be used to

make this very clear for the reader

Methods: Your method needs to be much clearer and more concise. Perhaps use the
subheadings sample and setting; data collection; data analysis. Justify your choice of a Delphi
method - why was this the best way to do this study?

Please explain where you got your statements for the delpi from?

Results: | am interested that you have more Doctors commenting on a nursing role than nurses -
can you explain why this is appropriate? Can you comment on the spread of regions - are they
representative of the whole of Spain? International readers need some context here.

Some sections of the results would be more clearly displayed as dot points or a table - for example
the 13 activities deleted in round 1 are presented as a big block of text and so get lost in the
results. It would be good to see this section reworked so results are more clearly displayed for

the reader.

Table 1: What do you mean by dedication? How can you consider nursing roles in programs that
have no nurses (n=8)?

Table 2: Management does not seem to be the correct term for these statements. They appear
to relate to nursing care and patient management rather than management - this suggests

administrative type tasks.
Discussion: The discussion needs to consider the links between the findings of this study and

other literature in this field.
Referencing: This journal requires APA style referencing - currently this format is not used
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Respuesta al editor y a los revisores del Collegian: The Australian Journal of Nursing

Practice, Scholarship & Research.

Title: Identifying nursing activities in population-based colorectal and breast cancer
screening programs in Spain: A Delphi study (Ref. No.: COLL-D-16-00014)

We sincerely appreciate the time invested in your review. We have revised the manuscript
based on your feedback, which helped us to produce a paper with increased clarity and
precision. Below, we have identified all original concerns followed by our responses (in

bold). We will gladly address any remaining concerns you may have.

REVIEWER #1: COLL-D-16-00014 REVIEW

Thank you for the opportunity to review this paper. Congratulations to the authorship team on

undertaking this research. The article reads very well and will be of particular interest to those
working in the field. The manuscript requires minor essential revisions and some further
suggestions are made for minor revisions.

Author response: We thank the reviewer for reading our manuscript and commenting

thoughtfully on our work.

Essential minor revisions:

The first essential revision should be to the 'background' section of the Abstract. At present, the
background does not set the scene for what the research is about. Many readers will only scan
abstracts to elicit articles of relevance. At present, the reader will not be able to decipher the
purpose of the article or understand the aims of the study. Please rewrite this section.

Author response: As suggested by the reviewer, the abstract has been modified as
follows:

“Background: Although several institutions, including the European Oncology Nursing
Society, and the European guidelines for quality assurance in cancer screening
recommend that nurses be included on multidisciplinary teams for population-based
cancer screening programs, there are no current documents describing the activities of

nurses in these programs.”

The second essential revision is to the discussion section. When opening the discussion section,
it is very helpful to restate the study aims and to make a confident statement about what are the
most significant or important findings.

What are the most significant outcomes of conducting the two rounds of the Delphi technique?
Why are these results important?

What impact might they have on the activities of the BC & CRC screening professionals?

The most important results appear to be summarised in the results section of the abstract and
you could draw on these sentences to help better formulate the discussion.
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Author response: Thank you for the suggestion. We have added a paragraph at the
beginning of the discussion section defining the purpose of the study and summarizing
the main results:

“This paper identifies nursing activities related to BC and CRC screening in Spain from
the perspective of cancer screening program experts. The findings from this study indicate
that the most important and frequent activities consisted of acting as a link between the
user and the primary care team, providing users with information related to the cancer
screening process, resolving users’ concerns, registering all nursing activities during the
process of cancer screening, and as responsibility; keeping all participant data

confidential.”

On page 9 of the discussion, the strengths of the study are described:

"This is the first study on an organised and population-based screening program.' Please rewrite
this more accurately as 'the first study that identifies nursing activities performed in cancer
screening programs, as described by the Spanish health professionals responsible for delivering
BC and CRC screening programs'.

Author response: Thank you for the suggestion. We have rewritten this text based on the
reviewer’s recommendation.

“This is the first study to identify nursing activities performed in population-based cancer
screening programs that are described by Spanish health professionals responsible for
conducting BC and CRC screening programs. The identification of the core activities is a
starting point for the development of indicators and outcome measures that, in turn, are
necessary for evaluating nursing care in cancer screening programs and ensuring the

quality of the programs.”

| recommend that you bring this strength, and the strengths described in the paragraph that
begins: 'ldentifying the activities performed by cancer screening nurses..." to earlier in the
discussion. At present, the strengths are 'buried' in the limitations of the article.

Author response: Based on the reviewer's recommendation, we have moved the
paragraph to earlier in the discussion. We first discuss the strengths of the study and later
the limitations so that the strengths are not buried in the limitations of the article.

Therefore, the third essential revision is that the authors reorder the discussion to emphasis the
strengths of this study and convince the reader of its merit.

Author response: We thank the reviewer for this suggestion. Based on the reviewer’s
recommendation, we have modified the order of the discussion. The discussion begins
with a brief summary of the results that emphasizes the implications and interpretation.
The strengths of the study are then described, and the results are compared with other

studies. Finally, the limitations, strengths and future research are described.
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The final essential revision is with regards to Table 1. The participating regions are listed

alphabetically. | suggest that this is reordered numerically to show that the largest proportion of

participants came from Catalonia (68%).

Author response: We agree with the reviewer. Table 1 has been reordered numerically.

First questionnaire

n %
No 21 30.9
Answered questionnaire
Yes 47 69.1
Doctor 27 57.4
Professional category
Nurse 20 42.6
Yes 29 61.7
Program coordinator
No 18 38.3
Only activity 14 29.8
Dedication to cancer screening
Shared with other work
program L 33 70.2
activities
Colorectal 12 25.4
Type of screening Breast 26 55.4
Both 9 19.2
No 17.0
Nurse participation in the Yes, for colorectal 8 17.0
program Yes, for breast 17 36.2
Yes, for both 14 29.8
Catalonia 32 68.1
Basque Country 4 8.6
Cantabria 2 4.3
Madrid 2 4.3
Aragon 1 21
Participating regions Balearic Islands 1 21
Ceuta 1 21
Galicia 1 21
La Rioja 1 21
Murcia 1 21
Valencia Community 1 21

Given that this is a far higher proportion than for any other region, is this likely to impact on the

results?

| recommend that the authors account for this in the discussion, particularly in the paragraph on

page 9 that begins with 'Another study limitation is that all regions were not represented.’
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Author response: The cancer screening programs are decentralized, and responsibility is
delegated to the regions. This type of territorial organization has led to differing
applications of cancer screening policies in the various regions. Some regions have a
single screening program centrally managed, while others, such as Catalonia, have a
territorial structure with technical offices that manage the program autonomously but
under common criteria for all technical offices. Common criteria include screening
strategy, some organizational aspects and evaluation. In Catalonia, the different technical
offices might have distinct protocols, and that is why we invited all of them to participate.
Catalonia has greater representation because there are more screening technical offices.
In other regions, the screening programs are centralized, and there is only one technical
office for the entire region, and therefore, the characteristics and procedures are the same.
A paragraph has been added in the discussion explaining the situation:
“Another study limitation is that not all regions were represented because the panel
comprised only those experts who agreed to participate. Professionals from only eleven
of the 17 regions agreed to participate. Because the panel did not include experts from all
regions of Spain, the identified activities may not be appropriate for all Spanish screening
programs. The coverage rates of cancer screening programs throughout Spain in 2012,
before starting the study, were 100% for BC and 17% for CRC. Therefore, not all regions
could be represented in CRC screening programs (Cancer Screening Network, 2013).
Catalonia accounted for 68% of all participants. The reason for this high representation is
that although there is only one cancer screening program in Catalonia, there are different
technical offices that manage it. The research team thought it would be interesting to invite
all professionals from the different offices to include all procedures used throughout that
region.”

On the other hand, the coverage rates of cancer screening programs throughout
Spain in 2012, before starting the study, were 100% for BC and 17% for CRC. Therefore,
not all regions could be represented in CRC screening programs. This information has

been added in the manuscript.

Suggested minor revisions

Keywords: | suggest changing 'Delphi' to 'Delphi techniques' which is the standard MESH
heading.

Author response: The keyword has been changed to “Delphi Techniques”.

Keywords: | suggest changing keywords 'nurse' and 'role' to 'nurse's role' which is the standard
MESH heading.

Author response: The keyword has been changed to “Nurse’s Role”.
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REVIEWER #2: COLL-D-16-00014 REVIEW

This is an interesting article and has the potential to offer insights into the role of nurses in cancer

screening and also into the screening practices in Spain.
However, before this article is suitable for publication there are some areas that need to be

addressed:

Abstract: the abstract needs to be reworded/rewritten to more clearly illustrate what you have
done and what you found in this study. The background needs to give a concise account of cancer
screening that sets up our argument for why this study was done. The methods need to be clearly
outlined. The conclusion needs to reflect the conclusion of your study rather than be a generic
statement.

Author response: Thank you for the suggestion. We have modified the background,
method and conclusions of the abstract as suggested by the reviewer.

“Background: Although several institutions, including the European Oncology Nursing
Society, and the European guidelines for quality assurance in cancer screening
recommend that nurses be included on multidisciplinary teams for population-based
cancer screening programs, there are no current documents describing the activities of
nurses in these programs.

Objectives: To identify nursing activities performed in cancer screening programs in Spain
from the perspective of professionals involved in those programs.

Methods: A national two-round Delphi study was conducted in a population of sixty-eight
cancer screening experts who were invited to participate and asked to identify nursing
activities in cancer screening from a list of 24 possible activities. Individuals were also
asked to report the importance and frequency of these activities.

Results: Forty-seven experts participated, and they identified 25 activities performed by
colorectal cancer screening nurses and 17 performed by breast cancer screening nurses.
These activities were primarily in the areas of patient management, education and health
promotion. All activities selected by breast cancer screening professionals were also
selected by colorectal cancer screening professionals.

Conclusions: The most important and frequent working practices of cancer screening
nurses include acting as a link between the user and the primary care team, providing
users with information and explaining that information, and resolving users’ concerns. The
main responsibilities that were identified included registering all nursing activities during

the process of cancer screening and keeping all patient data confidential.

Background: This section needs to be more concise.
Author response: The background section has been modified to make it more concise.
Some paragraphs have been removed and some information has been added to clarify the

section.
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Also, you mention cervical cancer screening here though this is not a part of the study itself. This
needs to be explained.

Author response: In Spain, cervical cancer screening is an opportunistic program, not a
population-based program. The research team determined that nursing activity in an
opportunistic program is very different from that in a population-based program, and
therefore, cervical cancer screening was not included in the study. We have added this
explanation to the methods section, and we have eliminated this in the back ground
section to avoid confusion.

“We contacted only CRC and BC screening professionals, which are population-based
screening. In Spain the cervical cancer screening is an opportunistic screening, and for
that reason was excluded from the study. The opportunistic approach does not
systematically invite the entire target population. Individuals are invited to undergo the
screening test when they have contact with the health system (public or private). They
might make the decision on their own or because they attend a health center for a different

reason and are identified as a member of the target group.”

Aims and objectives: need to be more clearly stated - perhaps a subheading could be used to
make this very clear for the reader

Author response: As suggested by the reviewer, a subheading has been added at the end
of the background section to indicate more clearly the aim of the study.

“Purpose of the study: To identify the activities performed by cancer screening nurses, we
conducted a literature review to document nurses’ involvement in cancer screening
(Benito et al., 2014). However, most publications included in this review were not original
reports. Rather, they were non-systematic reviews or expert opinions. In addition, the
examined articles were primarily from North American countries and investigated
opportunistic screening programs. As a result, some of the identified activities were not
applicable to population-based screening programs.

To contextualize these activities in a population-based screening program, this study
consulted screening professionals to identify the activities performed by cancer screening
nurses. These activities were selected based on the literature review.

The aim of the study was to identify nursing activities performed during cancer screening

programs in Spain from the perspective of professionals involved in these programs.”

Methods: Your method needs to be much clearer and more concise. Perhaps use the
subheadings sample and setting; data collection; data analysis.

Author response: We appreciate the reviewer’'s comment. As suggested by the reviewer,
we have added subheadings in the methods section. We have also added some sentences

to clarify this section.

The actual subheadings of the methods sections are:
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Study design

Sample and setting
Data collection
Procedure

First questionnaire
Consensus

Second questionnaire
Data analysis

Ethical considerations

Justify your choice of a Delphi method - why was this the best way to do this study?

Author response: In our study, we aimed to contextualize a population-based program
because there are no recommendations for nurse activity in this area. We needed a
technique that would allow a consensus among screening professionals and provide a
more qualitative view. For this reason, we chose the Delphi technique because we believed
it was the best fit for the goals of our study.

The Delphi technique is a structured process that uses a series of rounds to gather
information. It allows the inclusion of a large number of individuals across diverse
geographic locations and aims to achieve consensus of opinions or choices. The
characteristics of this technique allow the role of the nurse in screening programs
throughout the Spanish territory to be defined by consensus.

In the methods section, we have added a sentence that justifies the choice of this
technique.

Please explain where you got your statements for the Delphi from?

Author response: The statements for the Delphi were primarily obtained from:

Watson, R., McKenna, H., Cowman, S., & Keady, J. (Eds.). (2008). Nursing research:
Designs and methods. Elsevier Health Sciences. This book has a chapter entitled “Delphi
Studies”, which was consulted for consensus and expert panel information.

Other documents, such as the following, were also consulted:

Coleman, C. A,, Hudson, S., & Maine, L. L. (2013). Health literacy practices and educational
competencies for health professionals: a consensus study. Journal of health
communication, 18 (sup1), 82-102.

Endacott, R., Clifford, C. M., & Tripp, J. H. (1999). Can the needs of the critically ill child be
identified using scenarios? Experiences of a modified Delphi study. Journal of Advanced
Nursing, 30(3), 665-676.

Jones, J., & Hunter, D. (1995). Consensus methods for medical and health services
research. BMJ: British Medical Journal, 311(7001), 376.
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Keeney, S., Hasson, F., & McKenna, H. (2006). Consulting the oracle: ten lessons from
using the Delphi technique in nursing research. Journal of advanced nursing, 53(2), 205-
212,

Keeney, S., Hasson, F., & McKenna, H. P. (2001). A critical review of the Delphi technique
as a research methodology for nursing. International journal of nursing studies, 38(2), 195-
200.

McKenna, H., & Hasson, F. (2002). A study of skill mix issues in midwifery: a multi method
approach. Journal of Advanced Nursing, 37(1), 52-61.

Sumsion, T. (1998). The Delphi technique: an adaptive research tool. The British Journal
of Occupational Therapy, 61(4), 153-156.

Walker, A. M., & Selfe, J. (1996). The Delphi method: a useful tool for the allied health
researcher. International Journal of Therapy and Rehabilitation, 3(12), 677-681.

All of these documents are included in the reference section.

Results: | am interested that you have more Doctors commenting on a nursing role than nurses -
can you explain why this is appropriate?

Author response: The reviewer is right noting that more doctors than nurses reviewed the
role of nurses. We contacted those responsible for screening technical offices in Spain.
These professionals coordinate and lead screening teams and, 93.10% of them are

doctors. Therefore, there were more doctors than nurses participating in the study.

Can you comment on the spread of regions - are they representative of the whole of Spain?
International readers need some context here.

Author response: Yes, the regions are representative of the whole of Spain. Of the 17
regions, 58% participated in the study.

All population-based breast cancer screening programs started between 1990 and 1999;
however, colorectal cancer screening programs began later, and there is a difference of
16 years between the oldest and newest programs. Those who participated in the study
had more experience.

On the other hand, Catalonia has a greater representation because there are more
screening offices. In other regions, the screening programs are centralized and there is
only one technical office for the whole region, and therefore, the characteristics and
procedures are the same. In Catalonia, there are different technical screening offices, and
there may be differences in protocols among them, so all offices were all invited to
participate.

A paragraph has been added in the discussion explaining this:

“Catalonia accounted for 68% of all participants. The reason for this high representation
is that although there is only one cancer screening program in Catalonia, there are
different technical offices that manage it. The research team thought it would be
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interesting to invite all professionals from the different offices to include all procedures

used throughout that region.”

Some sections of the results would be more clearly displayed as dot points or a table - for example
the 13 activities deleted in round 1 are presented as a big block of text and so get lost in the
results. It would be good to see this section reworked so results are more clearly displayed for
the reader.

Author response: A new table has been added to clarify the selection process of the
activities (The new table is Table 2). The current Table 3 has been modified to improve its

readability.

Table 1: What do you mean by dedication?
Author response: Table 1 has been changed. We have replaced “dedication” with
“dedication to cancer screening program”, and in the second column of the table, the word

"shared” has been changed to "shared with other work activities".

How can you consider nursing roles in programs that have no nurses (n=8)?

Author response: Eight professionals answered the questionnaire who had no
professional nurses in their programs. However, the research team believed it was
important to include the opinions of this group of professionals because they were
experienced professionals in cancer screening, and they could identify the needs of the
cancer screening program and select those that could be covered by nurses. In this study,
we identified how many screening programs had nurse in their teams and the needs that
could be covered by these professionals.

We have added a clarification on the methodology.

“If they worked in programs that did not have nurses, they were asked to select those

activities they believed that should be part of the nurse profile.”

Table 2: Management does not seem to be the correct term for these statements. They appear
to relate to nursing care and patient management rather than management - this suggests
administrative type tasks.

Author response: We thank the reviewer. As suggested, the word “Management” has been

changed to “Patient Management”.

Discussion: The discussion needs to consider the links between the findings of this study and
other literature in this field.

Author response: We agree the reviewer’s suggestion. A paragraph has been added
comparing the results of this study with existing literature.

“Although there is little updated literature describing nurses’ activities in this type of

program, the available articles that do present results are similar to these findings. The
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National Health Service Breast Screening Programme presents quality assurance
guidelines for nurses in BC screening, which state that a nurse’s role in this area is
primarily related to most of the activities identified in this study. These guidelines also
identified providing users with information related to the cancer screening process,
registering all nursing activities during this process, and keeping all data of the
participants confidential as key nursing activities (Chapman 2012).

There are a number of studies in the literature on having nurses perform endoscopies that
suggest that when nurses perform endoscopic procedures, particularly lower
endoscopies, outcomes and adverse events are in line with those of physicians (Day et al.
2014). However, this activity was not selected by the cancer screening professionals in our

study because Spanish law does not allow nurses to perform these procedures.”

Referencing: This journal requires APA style referencing - currently this format is not used.

Author response: The style referencing has been changed.
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Proceso editorial y correspondencia del articulo 3 (International Journal of

Nursing Knowledge).

Respuesta del editor de International Journal of Nursing Knowledge.

21-Aug-2015

Dear Dr. Benito Aracil:

It is a pleasure to accept your manuscript entitled "Identifying nursing interventions in a cancer
screening program using NIC taxonomy" in its current form for publication in the International

Journal of Nursing Knowledge.

Thank you for your fine contribution. On behalf of the Editors of the International Journal of

Nursing Knowledge, we look forward to your continued contributions to the Journal.

Your article cannot be published until the publisher has received the appropriate signed license
agreement. Within the next few days the corresponding author will receive an email from Wiley’s
Author Services system which will ask them to log in and will present them with the appropriate

license for completion.
Sincerely,
Dr. Jane Flanagan

Editor-in-Chief, International Journal of Nursing Knowledge

journal@nanda.org
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Proceso editorial y correspondencia del articulo 5 (European Journal of

Cancer Care).

Respuesta del editor y comentarios de los revisores de European Journal of Cancer Care.

27-Nov-2015
Dear Mrs. Benito,

Manuscript ECC-2015-0319, entitled "Cross sectional survey on awareness of colorectal cancer
and its screening program of primary health care professionals in Catalonia, Spain”, which you

submitted to the European Journal of Cancer Care, has been reviewed.

The reviewer(s) have suggested major revisions to your manuscript. | would therefore invite you
to respond to the reviewer(s)' comments and revise your manuscript accordingly. The comments
of the reviewer(s) are included at the bottom of this letter. Also, please review the author

guidelines at:www.wileyonlinelibrary.com/journal/ecc

Please note that making the changes below will not guarantee acceptance.

To revise your manuscript, log onto http://mc.manuscriptcentral.com/ecc and enter your Author

Centre, where you will find your manuscript title listed under "Manuscripts with Decisions". Under
"Actions," click on "Create a Revision". Your manuscript number has been appended to denote a

revision.

You will be unable to make your revisions on the originally submitted version of the manuscript.
Instead, revise your manuscript using a word processing programme and save it on your
computer.

PLEASE DO NOT USE 'TRACK CHANGES' FUNCTIONS, BOLD, HIGHLIGHTING, COLOURED
TEXT OR ANY OTHER DISTINGUISHING FEATURES IN YOUR MANUSCRIPT WHICH
SHOULD BE A PRISTINE COPY IMMEDIATELY READY FOR TYPESETTING IF ACCEPTED.
PLEASE NOTIFY THE REVIEWER/EDITOR OF ALL CHANGES MADE TO THE MANUSCRIPT
USING THE SEPARATE AUTHOR'S RESPONSE FACILITY EXPLAINED BELOW.

Once the revised manuscript is prepared, you can upload it and submit it through your Author
Centre.

When submitting your revised manuscript, you will be able to respond to the comments made by
the reviewer(s) in the space provided. You can use this space to document any changes you
make to the original manuscript. In order to expedite the processing of the revised manuscript,
please be as specific as possible in your response to the reviewer(s). Could you also include with

your revision please a separate TITLE PAGE to include all authors and their contact details?

IMPORTANT: Your original files are available to you when you upload your revised manuscript.

Please delete any redundant files before completing the submission.
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Because we are trying to facilitate timely publication of manuscripts submitted to the European
Journal of Cancer Care, your revised manuscript should be uploaded as soon as possible. If it is
not possible for you to submit your revision in a reasonable amount of time, we may have to

consider your paper as a new submission.

Once again, thank you for submitting your manuscript to the European Journal of Cancer Care
and | look forward to receiving your revision.

Yours sincerely,

Dr. Aristotle Bamias

abamias@med.uoa.gr

Reviewer: 1

The authors assess whether general practitioners and nurses have accurate information
regarding colorectal cancer screening procedures, surveillance recommendations and referral
strategies at an area of Catalonia, Spain.

The article is well structured, easy to read and allows the reader to find easily the major aspects
and results of the survey.

Some questions and suggestions for authors:
- Is the area you have chosen to carry out the study a special area or may represent the rest of
the region? Have you chosen it because the program was implemented long time ago and

protocols have been modified?

- It would be interesting to describe briefly the way of implementation of the programme in the

area (this one or in general) in order to know the information the professionals receive.

- Could you explain in detail how do you create the variable related with the involvement of the

heath centre in the screening programme?

- Related with the variable, colorectal cancer and screening awareness, have you considered the
possibility of score different points, not always one, according to the importance or character of

the question? A minor question, why do you use the first 12 questions instead all of them (13)?
- Table 2: It would be interesting to include data of participation in the centres.

- Table 3: you show the distribution of primary health care professionals who agreed to answer
the survey and those who refused, according to selected variables. Although it is possible to
estimate the participation by these variables, would be helpful to show it directly, or at least include

some comments about that. Ej: women participation= 62.55 vs men participation=46.99.

- According to the results of the multivariate analysis, do you believe that the key variables are

the experience and the profession type?

- Could you show some of the results of the other studies carried out about the same subject you

mention?
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- Taking into account that primary health care professionals are responsible for monitoring
surveillance colonoscopies and should schedule the surveillance colonoscopies is notable the
fact that most of GPs and nurses are not aware of this. What do you propose to improve the
knowledge about this responsibility and in general about the whole process? Have you introduced

some of your proposals?

Review 2:
This study is an observational cross sectional survey of healthcare professionals on their
understanding of colorectal cancer (CRC) and the CRC screening programme in the L'Hospitalet

de Llobregat region of Barcelona, Catalonia, Spain.

Ethics: The ethical approval is stated in the paper and looks sufficient and confidentially is stated

in the article.
Originality:

- The study is interesting and important as it shows that the healthcare professionals (GPs and
nurses) in a region of Catalonia general understand CRC and the screening programme but need
some further education in regards to their CRC knowledge on non-modifiable risk factor,
hyperplasia polyp and post-polypectomy surveillance procedures (including primary care
responsibility). Further education should aid in improving understanding, uptake and
effectiveness of the Catalonia CRC screening programme.

- The article is sustainably over the 2500-word count for EJCC research articles and needs to be
shortened.

- To my knowledge a CRC screening survey for primary care health professionals encompassing
all the topics outlined in the paper for this region of Spain has not been carried out before.
Additionally, similar studies for this population were not found in a literature search.

Structure

Layout and format

- Some sections could be reorganised and condensed for better clarity. Outlined in relevant
sections below.

- Consistently is needed in all the sub sections of the article in describing the topics of the
questionnaire, as this can be variable.

- A copy of the expanded or full survey questions (numbered) should be included to aid in the
understanding of the methods, results, tables/figure and discussion — especially for questions
referred to in the methods and results for the scoring and category sections. This would also aid
in checking that the named categories encompass the correct types of question for each category.

This could be included as an appendix or elsewhere in the article.

Title
- The current title doesn’t give enough information about the exact study details. As it could be

more clear what the study is about and the population (e.g. cross sectional survey on awareness
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of CRC and the CRC screening programme of primary care health care professionals in

Catalonia, Spain).

Abstract

- For the sentence ‘mean estimated screening knowledge score was 8.13 (1.26)", should
reference 1.26 as the s.d (standard deviation).

- Include details on region and country of study population (e.g. Barcelona and Spain).

- Expand/clarify details on the questions that were incorrectly answered (e.g. the CRC no
modifiable risk factors, CRC surveillance intervals for screened patients with no adenomas, who
is responsible for organising and determining CRC post-polypectomy surveillances and risk of
progression of hyperplasia polyps versus normal adenomas).

- Emphasize what areas need more education and implications.

Introduction

- This is very long and should be shortened in some areas, though should also add explanation
of CRC post-polypectomy surveillance recommendations described in discussion e.g. on
adenoma risk categories and surveillance screening recommendations

- In paragraph on FOBT and immunochemical technology should mention Faecal
Immunochemical Test (FIT) as an example - as this is what is being referred to. Additionally, this
paragraph could be reworded in places to be more exact.

- Could be reorganised for clarity e.g. ‘in some regions of Spain, such as the Basque country or
some areas of Catalonia, primary care involvement is important (Portillo et al., 2013), in other
regions, GPs are not directly involved in the screening process but play an important advisory
role’ could be added to start of paragraph on the CRC screening programme in the L'Hospitalet
region, Catalonia, Spain and involvement of the GPs and PCNs.

- In the paragraph on first three screening rounds, in the sentence ‘To date, five screening rounds
have been completed, but screening procedures have changed over the course of 13 years’,
number of years should maybe be 14 years if referring to since first pilot study in 20007?

- In the paragraph on fifth screening rounds, the sentence would make more sense as follows
(changes underlined) ‘Since 2009, the current policy is that primary care professionals should
schedule the first surveillance colonoscopy in the interval recommended by the screening
program, and should also schedule and decide the interval of all subsequent surveillance
colonoscopies’.

- Should describe the general study design/method of the study e.g. cross sectional survey of the

primary care healthcare professions (GPs and nurses).

Graphical abstracts and/or highlights
- None included
- Highlights are mandatory for this journal, therefore should be included. They consist of a short

collection of 3-5 bullet points that convey the core findings of the article.

Methods

- This section should be reordered for further clarity
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- The ‘design’ section could be called ‘study design’, and the sentence referring to the results of
table 1 that should be moved to the results section

- Should create a ‘survey’ or ‘questionnaire’ section that includes the description of the survey,
methodology, pilot and final study (rename the relevant studies the pilot and final study). The
dates that the data was collected should be more precise (include date of day as well).

- Include description of how tried to encourage non-responders to participate in the survey (if did
that).

- The sentence on ‘As far as we know, there are no studies aimed at these two aspects’ may be
better included in the introduction.

- The ‘variable’ section could be made more clear; clearer definitions of the variables and question
scoring method for categories and multiple regression. The last two descriptions were quite hard
to understand and need further explanation (e.g. is one point allocated per question for a correct
answer)? It is also not clear what ‘percentage of people with unfinished studies’ is referring to
exactly.

- Additionally was the age of the health care professionals collected and if so this could be
included as a potential confounder in the models.

Results and statistical errors

-This could be reordered in a more logical way in some sections, as it doesn't flow well at times
and some of the headings do not seem clear e.g. heading ‘Questions related to screening
knowledge’ — what questions does this section cover, as initially thought it referred to one of the
scoring categories but it seems to encompass 11 questions?

- In the ‘Questions related to the role of primary care professionals in CRC screening’ section the
description of colonoscopy results and surveillance should be included in the introduction as
mentioned previously.

- The sentence ‘We analysed differences within centres (the degree to which professionals
working in the same primary care centre agreed) to measure consensus related to surveillance
colonoscopies’ is hard to understand and how obtained results (procedure should be outlined in
method section, if not already).

- Some results stated in tables as well as text (do not need to repeat exact values in text e.g. ORs
and 95% CI for table 4). Also not all result topics that had 95% CI that didn’t overlap OR 1 were
mentioned from table 4.

- Table 1; include correct footnote formatting e.g. a, b, c etc. Define definitions more clearly such
as ‘Non-completed studies: refers to the percentage of people with less than primary studies
within the neighbourhood’ — as it not clears what this is referring to. ‘Implication’ may not be the
right choice of word for that definition. Include % and overall totals for adult and eligible population
section.

- Table 2; not clear what ‘Percentage of people with less than primary studies within the
neighbourhood’ means or definition of ‘neighbourhood’. Extra % needs to be deleted.

- Table 3; could be helpful to know what the correct answers are and what exact questions are

(also refer to question numbers and categories).
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Table 4; could make heading more precise and footnote what ORs are adjusted for, and what
questions each section refers to.

- Figure 1; change heading to be more concise. Graph covers 3 areas of knowledge and total.
Graph could potentially be changed to a different orientation to look better or perhaps pie graphs.

Could have better choice of words for categories e.g. successes could be changed.

Conclusions/Discussion

- Description on risk stratification of adenomas and surveillance should be included in introduction
- This sentence would make more sense as follows (changes underlined) ‘Incorrect or missed
post-polypectomy surveillance is one of the main causes of colonoscopy misuse and is a very
relevant issue in terms of both costs and human and technical resources needed’.

-Sentence ‘Although it has been 13 years since the screening program was implemented, there
have been numerous organizational changes’, again should be 14 years if use pilot start date of
20007

- Could mention other possible ways of educating the health care professionals about areas
answered incorrectly e.g. updating and advertising educational websites and improving access to
guidance in CRC and Catalonia CRC screening programme for the healthcare professionals

- Should emphasize areas where education is needed and how improvement in this area will help
with CRC screening knowledge, understanding and uptake and adherence in this region, and

improvement in long term CRC outcomes.

Language

- The paper at times needs to be written more clearly, as English may not be the authors first
language. As at times some word choices could be improved (e.g. questions rather than items
and there are numerous grammatical and spelling errors.) Including CRC being called CCR at

times.

Previous work and references

- Previous appropriate research is referenced

- All cited references, need to be checked as there were occasional inconsistences, notably

- ‘In 2005, Spain’s National Health System (NHS) Cancer Strategy recommended the
implementation of CRC pilot screening programs (Ascunce et al., 2010)’. It doesn't seem to state
this in the paper, and instead stated that the first-round results of pilot studies in four regions were
available on the following dates (Catalonia since 2000 [14], Valencia 2005, Murcia 2006 and the
Basque Country 2008)

- ‘A high participation rate is essential for maximizing the effects of organized cancer screening
(Jepson et al., 2000)". However, in paper refers to Lynge E, Olsen AH, Fracheboud J, Patnick J:
Reporting of performance indicators of mammography screening in Europe. Eur J Cancer Prev
2003, 12:213-222.

- ‘The US Preventive Service Task Force (USPSTF) has suggested that clinicians use a ‘5As’
approach when discussing preventive health services with their patients. This leads clinicians

through a stepped approach of assessing a patient's eligibility for screening, advising screening
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for services that are due, agreeing and negotiating a course of action with the patient, assisting
in obtaining screening, and arranging follow up (Lafata et al., 2014). ‘. However, in paper refers
to Sheridan SL, Harris R, Woolf SH. Shared decision making about screening and
chemoprevention: a suggested approach from the U.S. Preventive Services Task Force. Am J
Prev Med 2004; 26:56—66

- Note not all papers could be checked, as could not all be accessed in institutions online server
or were in Spanish

- Should use the references outlined below in the introduction when referring to the following
‘There is hard evidence that screening with both Faecal Occult Blood Test (FOBT) and flexible
sigmoidoscopy effectively reduces CRC mortality (Hewitson et al., 2008; Hol et al., 2010;
Littlejohn et al., 2012). Would be better stating the % in CRC mortality reduction by each of these
screening methods (e.g. 15 to 17% for FOBT and 22 to 31% for Flexible Sigmoidoscopy (FS) in
the UK and Italian RCTs and no benefit for FS for Norwegian RCT) and replace references
Hol2010 and LittleJohn2012 with the following well known RCTs for FS. FS RCTs

- Schoen RE, Pinsky PF, Weissfeld JL et al. Colorectal-cancer incidence and mortality with
screening flexible sigmoidoscopy. N. Engl. J. Med. 366, 2345-2357 (2012).

- Atkin WS, Edwards R, Kralj-Hans | et al. Once-only flexible sigmoidoscopy screening in the
prevention of colorectal cancer: a multicentre randomised controlled trial. Lancet 375, 1624—1633
(2010).

- Segnan N, Armaroli P, Bonelli L et al. Once-only sigmoidoscopy in colorectal cancer screening:
follow-up findings of the Italian randomized controlled trial — SCORE. J. Natl/ Cancer Inst. 103,
1310-1322 (2011).

- Hoff G, Grotmol T, Skovlund E, Bretthauer M. Risk of colorectal cancer seven years after flexible
sigmoidoscopy screening: randomised controlled trial. BMJ 338, b1846 (2009).
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Respuesta al editor y a los revisores del European Journal of Cancer Care.

We sincerely appreciate the time invested in your review. We have revised the manuscript
based on your feedback, which helped us to produce a paper with increased clarity and
precision. Below, we identify all of the original concerns followed by our responses (in

bold). We will gladly address any remaining concerns you may have.

1. Is the area you have chosen to carry out the study a special area or may represent the rest
of the region? Have you chosen it because the program was implemented long time ago and
protocols have been modified?

Author response: This area was chosen because it is our screening area of work. In
2000, a biennial screening pilot programme for colorectal cancer (CRC) was
implemented at L’Hospitalet de Llobregat, Catalonia, and it was the first programme
for colorectal cancer screening in Spain. Some protocol changes in this area arose as

a result of 15 years of experience.

2. It would be interesting to describe briefly the way of implementation of the programme in the
area (this one or in general) in order to know the information the professionals receive.
Author response: Thank you for the suggestion. We have added a sentence in the
Introduction section explaining how the programme was implemented.

Page 3, Paragraph 3: “The technical office develops protocols that are delivered to
primary health care professionals (GPs and nurses). Furthermore, regular meetings (at
least one meeting every two years) are conducted to report changes and explain the
results of previous rounds. Although all of these actions occur, the multiple protocol
modifications can lead to confusion for the professionals who implement the
programme. For that reason, we chose to analyse whether primary health care
professionals are familiar with the current screening characteristics and procedures.
This study thus aimed to assess whether GPs and nurses had accurate information
regarding CRC screening procedures, post-polypectomy surveillance

recommendations and referral strategies.”

3. Could you explain in detail how do you create the variable related with the involvement of the
heath centre in the screening programme?
Author response: As suggested by the reviewer, hawse have added information
regarding this variable:
Page 5 Paragraph 2: “A variable describing the involvement of the health care centre
with the screening programme was also added. This variable was created based on
whether the primary health care centres supported the screening programme to
increase uptake (i.e., phone calls to non-participants). A list for each primary health

centre containing the people who had not already participated in the screening
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programme was prepared. Primary health care professionals were asked to contact
these individuals to inform about the CRC screening programme. We considered
centres to have a high level of implementation if they agreed to be contacted and a low

level of implementation if they did not.”

4. Related with the variable, colorectal cancer and screening awareness, have you considered
the possibility of score different points, not always one, according to the importance or
character of the question?

Author response: None of the questions was less important than the others, as we
considered that all of the information is imperative for colorectal cancer screening.

Therefore, all questions were assigned the same number of points.

5. A minor question, why do you use the first 12 questions instead all of them (13)?
Author response: Question 13 is not included in the total score because it is an opinion
question. In this question, there are no right or wrong answers because the question
is about when the patient has had or asked any questions regarding the monitoring to
be performed.
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6. Table 2: It would be interesting to include data of participation in the centres.
Author response: We agree with the reviewer. We have included this variable in Table 2.

Adult population Eligible Fifth round % of % of people with Number of Involvement with the Study
(17 and over) population n screening less than primary professionals in CRC screening participants®
n (%) (%) participation® studies® the centre® programme® n (%)
Centre 1 6737 (3.3) 1906 (3.0) 36.9 20.34 <30 High 9 (90.0)
Centre 2 8884 (4.4) 3272 (5.1) 42.7 20.23 <30 Low 12 (85.7)
Centre 3 11955 (5.9) 4815 (7.5) 33 24.64 >30 Low 16 (51.6)
Centre 4 17822 (8.8) 5018 (7.8) 44.2 14.62 <30 High 15 (51.7)
Centre 5 11955 (5.9) 5000 (7.8) 32.7 24.64 <30 Low 22 (81.5)
Centre 6 22491 (11.1) 5334 (8.3) 27.2 20.63 >30 Low 24 (66.7)
Centre 7 21442 (10.6) 5545 (8.7) 30.2 20.35 >30 Low 19 (57.6)
Centre 8 17822 (8.8) 5777 (9.0) 38.1 14.62 <30 High 27 (90.0)
Centre 9 24428 (12.0) 6273 (9.8) 23 24.87 >30 Low 18 (51.4)
Centre 10 16938 (8.3) 6582 (10.3) 41.4 16.16 <30 High 15 (51.7)
Centre 11 21772 (10.7) 6710 (10.5) 215 18.73 >30 Low 17 (44.7)
Centre 12 20954 (10.3) 7781 (12.2) 35.9 13.01 >30 Low 12 (31.6)
Total 203200 64013 206

Table 2: Characteristics of primary health care centres

a: % of screening participation refers to the percentage of people who participated in CRC screening in the last round.

b: % people with less than primary studies refers to the percentage of people with less than primary studies within the health care basic area.

c: Number of professionals in the health care centre refers to the number of people (GPs and nurses) working in the health care centre.

d: Involvement with the CRC screening programme is based on whether the primary health care centres gave support to the screening programme to increase
uptake.

e: GP and nurses who agreed to participate in our study.

203



8. Anexos

7. Table 3: you show the distribution of primary health care professionals who agreed to answer
the survey and those who refused, according to selected variables. Although it is possible to
estimate the participation by these variables, would be helpful to show it directly, or at least
include some comments about that. Ej: women participation= 62.55 vs. men
participation=46.99.

Author response: Thank you for the suggestion. We have added a sentence in the
results section pertaining to the percentage of the level of participation based on the
variables in table 3.

Page 8 Paragraph 2: “Significant differences between centres with more than 30
professionals and those with fewer than 30 professionals were found. The centres with
fewer workers were more likely to participate than were the centres with more
professionals (71.9% vs. 50.2%). No other statistically significant differences were
detected, but women participated more than men (62.5% vs. 47.0%), and professionals
from centres with a high level of implementation participated more than professionals

from centres with a low level of implementation (67.3% vs. 55.6%) (Table 3).”

8. According to the results of the multivariate analysis, do you believe that the key variables are
the experience and the profession type?
Author response: We have included all the variables of the multivariable logistic
regression model. In the previous table, we showed only the significant variables, but
this may be confusing, so we have included all variables in the model.
Table 5: Factors associated with CRC screening knowledge and early detection
Colorectal Cancer and Screening Awareness OR 95% ClI

adjusted*

Experience in primary health care (years)

Fewer than 10 years 1

More than 10 years 2.02 (1.13-
3.61)

Professional

Nurse 1

GP 1.85 (1.03-
3.33)

Percentage of people with unfinished studies within the

neighbourhood

13-19% 1

20-21% 0.60 (0.30-
1.23)

>22% 1.48 (0.65-
3.36)

Sex

Females 1

Males 1.05 (0.45-
2.44)

ClI: confidence intervals

* Results derived from four multivariate logistic regression models.

OR adjusted by the variables included in the model

Dummy variable: score 0-8 (poor knowledge) and score of 9-12 (good knowledge)

9. Could you show some of the results of the other studies carried out about the same subject

you mention?
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10.

Author response: We are grateful to the reviewer for this suggestion. We have added
a paragraph to this effect.

Page 11, First paragraph of discussion section: “The findings of this study suggest
that although professionals are knowledgeable about CRC screening characteristics,
some aspects could be improved. These results are consistent with other studies
conducted with primary health care professionals. Birkenfeld and Niv measured
knowledge about the age range for CRC screening, the aspects of approving the
procedure for screening the risk population, the definition of the risk population and
the signs and symptoms of CRC. The aspects that were less unknown were questions
related to the risk population (only 18% of correct answers) and those related to the
CRC symptoms and signs (only 37% of correct answers) (Birkenfeld and Niv, 2006).
Ramos investigated the knowledge of colorectal cancer and cancer screening, but the
percentage of correct answers was very wide, ranging from 48.9% to 96.3% (Ramos et
al., 2010). In our study, information related to follow-up and surveillance colonoscopies
and the major non-modifiable CRC risk factors was the least known among the
respondents.”

Taking into account that primary health care professionals are responsible for monitoring
surveillance colonoscopies and should schedule the surveillance colonoscopies is notable
the fact that most of GPs and nurses are not aware of this. What do you propose to improve
the knowledge about this responsibility and in general about the whole process? Have you
introduce some of your proposals?

Author response: We have expanded the paragraph in which proposals are explained,
and we have introduced some of these proposals. As we state in the Conclusion
section (page 12, paragraph 2):

“To improve communication, we propose providing small amounts of information
reminding all professionals of the recommended follow-up intervals. Another possible
proposal would involve improving access to CRC screening guidelines and
establishing CRC screening programme protocols. To facilitate such access, we could
create, update and advertise an educational website for primary health care
professionals. As a last proposal, ad hoc record cards for primary health care
professionals could be designed, printed and distributed to describe the appropriate

level of surveillance for patients according to the colonoscopy resulits.”
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Proceso editorial y correspondencia del articulo 6 (Enfermeria Clinica).

Respuesta del editor y comentarios de los revisores de Enfermeria Clinica.

Estimada Mrs. Benito:

El equipo editorial de nuestra revista ha valorado detenidamente el manuscrito que nos remitio
con el titulo "Impacto de una intervencién informativa a profesionales de atencioén primaria sobre
el programa poblacional de cribado de cancer colorrectal en Catalufia.” (Ref. ENFCLIN-15-28R1),
asi como los informes de las evaluaciones efectuadas. Con estas evaluaciones, y para que el
manuscrito pueda ser publicado le sugerimos una serie de observaciones importantes, que
deben ser tenidas en cuenta antes de proceder a una reconsideracion del mismo para su posible
publicacién.

Puede encontrar estos comentarios al final de este mensaje.

Por favor, no se olvide de comprobar minuciosamente que su manuscrito se adapta en su
totalidad a las normas de publicaciéon de nuestra revista.

Para evitar retrasos en el proceso editorial, nos gustaria que considerase oportuno enviar la
nueva versién antes del proximo 06/06/2015.

Rogamos nos adjunte una carta en que se indique puntualmente el tratamiento que se ha dado
a cada una de las sugerencias o, en caso de no aceptar alguna de ellas, explique los motivos
para no hacerlo. También es necesario que envie las modificaciones que haya realizado
resaltadas en rojo, para facilitar su revision.

Le agradecemos su interés por nuestra revista y sinceramente esperamos recibir la version

corregida de su trabajo en los plazos estipulados.

Reciba un cordial saludo,

Comité Editorial

Enfermeria Clinica

COMENTARIOS PARA LOS AUTORES:

Revisor #1:

Podria tener interés para Enfermeria si se mejora la discusion y se hiciera propuestas de nuevas
actividades especificas para las enfermeras que pudiera aumentar su responsabilidad o rol

auténomo ante este problema de salud.

En todo el manuscrito se considera que el "cribado de CCR" es un programa (ente, grupo,
institucion) en lugar de una actividad. Quizas se deberia redactar de forma que quede claro
cuando se habla de la actividad concreta "cribado de CCR" y cuando se habla del Programa de

Cribado o los Profesionales del Departamento de Cribado, etc.
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- Titulo:
El titulo no es del todo apropiado. Va mas ligado al objetivo del estudio que a los resultados. El

hecho de que sea interrogativo no lo hace suficientemente atractivo.

- Resumen:

En general es correcto.
En las palabras claves se podria afiadir "evaluacion, educacion, formacion”.

- Introduccion:
Los cuatro ultimos parrafos deberian ligarse un poco mas entre ellos ya que ahora quedan un
poco aislados. Son motivos que justifican que sea necesaria una homogenizacion de

conocimientos, etc., pero no queda claro en el redactado.
Pagina 3: Linea 6: cambiar "puede reducir" por reduce.

Pagina 3: Linea 40: Sdlo se habla de los criterios de exclusion. Quizas deberia hablarse también

de los criterios de inclusion.

- Método:

No entiendo por qué se habla de "Muestra". Los autores envian un cuestionario a TODOS los
profesionales implicados en la formacion, asi pues, a toda la POBLACION. Luego, para el
segundo cuestionario sélo lo envian a los que participaron ya en el primero. Por lo tanto, tampoco
se puede hablar de muestra. Otra cosa es que, dado en nimero de profesionales que han
respondido, los autores calculen la potencia del estudio. Pero estrictamente no se deberia hablar
de "calculo del tamafio de la muestra".

Dado que el segundo cuestionario se pasaba so6lo a los profesionales que habian respondido al

primero, ¢ por qué no se hizo (o planificd) un analisis con datos apareados?
Pagina 5: Linea 43: Borrar "Sin embargo" no aporta nada.
Pagina 6: Linea 56: acentuar "solo".

- Resultados:
El primer parrafo se deberia redactar mejor ya que describe exactamente lo que se dice en la
figura 1.

La primera frase del segundo parrafo es un poco confusa. Deberian buscar un redactado

alternativo.
Pagina 7: Linea 52: no entiendo qué representan los resultados entre paréntesis.
Pagina 8: Linea 21 a 28: No me queda claro que este resultado se vea en la Tabla 2.

- Discusion:

Creo que deberia aprovecharse para hacer mas énfasis en el rol de la enfermera, en hacer
propuestas de mejora, en comentar la posibilidad que la formacién/informacién proporcionada
no sea la correcta etc. Se centra demasiado en los resultados, pero no aprovecha para

profundizar un poco mas en la educacion, los roles profesionales etc.
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Pagina 9: Linea 6: AfAadir "s6lo" entre "mejord" y "conceptos".

Lineas 12 a 16: este comentario no se desprende de ningun resultado. La linea de 12 a 16 dice:
Este aumento tiene relevancia clinica ya mejora de manera notable los conocimientos de los
profesionales gracias a una unica sesion formativa presencial y el envio de mensajes por correo

electronico.
Linea 14: Adadir "que" entre "ya" y "mejora".

- Tablas y figuras:
Tabla 1: No se entienden las variables (% de personas con nivel de estudios inferior a primarios)
esto son los pacientes de cada centro, o los profesionales. Si fueran los profesionales no tendria

mucho sentido ya que todos deberian ser universitarios. Aclarar.
Tampoco se entiende la variable (% de participacion en el cribado de CCR" 4 a quién se refiere?

Tabla 2: es muy dificil de leer ya que casi se solapan las "n" con los "%" y no queda muy claro a
qué variable corresponden. Se podria afiadir una columna con el dato de "diferencia de %" que
ayudaria tener mejor conocimiento de las diferencias entre un cuestionario y otro y también entre

intervencién y control.

- Bibliografia:

Tendrian que homogeneizarse todas las referencias

En algunas citas aparece el mes, en otras no (ref. 1,4, 9). Alguna no tiene punto después del
nombre de la revista (ref4). Alguna tiene el numero de volumen entre paréntesis y en otras no

aparece el numero de volumen.

Revisor #2:

- Aspectos formales.

Se sigue la estructura habitual de articulo original.

- Titulo:
Aunque es correcto, podia incluir para dar una idea mas clara de su contenido, el para qué podia
ser suficiente esa informacion a los profesionales, o indicar que es una evaluacion del impacto

de una actividad informativa.

- Tablas y figuras:

Son comprensibles.

La lectura es dificil de seguir y comprender en ocasiones, se recomienda una revision de la

redaccion del texto en general. Se ponen 2 ejemplos:

- La redaccion del parrafo sobre como se aseguraban los centros la realizacion de
colonoscopias de seguimiento. Cuesta entenderlo (pg. 11, a partir de la linea 30).

- (El programa acude a los centros? Mas bien seran los profesionales participantes en el

programa. Se trata "el programa" como un ser con entidad propia, es un error de redaccion,
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al utilizar un tono coloquial, que quizas hay que cuidar en un articulo cientifico. (pg. 6, linea
25).

- Aspectos éticos:

El estudio fue aprobado por el Comité Etico correspondiente.

- Contenido y validez de la informacion cientifica:

Hay una confusion en los términos relacionados con la actividad formativa: se dice en el objetivo
que se trata de una actividad formativa, pero en el titulo y a lo largo del texto parece que se trata
de una actividad meramente informativa. En Educacion para la Salud, hay que tener en cuenta
que los habitos, los comportamientos (se intenta medir si cambian en los profesionales con
quienes se interviene), no se cambian solo con informacién o intervenciones puntuales (Frias
Osuna, A. Salud Publica y Educacion para la Salud. Barcelona: Eselvier, 2000). Informacion,

formacién, comunicacién, no son términos sinénimos.

- Palabras Clave:
Siendo el articulo sobre una actividad formativa, se echa de menos una palabra clave que sea

"formacion” o "informacion” o "comunicacion”, se aconseja poner "formacion de profesionales”.

- Objetivos:
No estan totalmente claros: La intervencion formativa es ¢ sobre los conocimientos del cribado y

recomendaciones (objetivo en el resumen) o sobre el programa (objetivo en el texto)?

- Método:

Aunque se describe, hay algunas cuestiones que no estan suficientemente claras.

Sobre el disefio:

La eleccion de estudio clinico es adecuada para el objetivo propuesto.

La aleatorizacion, que quizas sea de los aspectos mas importantes para poder ver la validez en
un ensayo clinico, no esta suficientemente explicada. Aunque la aleatorizacion por agregados es
util para evaluar programas de Educacion para la Salud e intervenciones formativas, ¢los centros
de salud tienen caracteristicas similares o hay diferencias que pueden generar sesgos? Por
ejemplo, en la tabla 1 se observa que hay centros con mas de 30 profesionales, y otros con 30

profesionales o menos y se interviene mas en los primeros.

Sobre la intervencion:

Las sesiones formativas ¢ como son? ¢y las pildoras? ¢ en qué consisten? (pg. 8, linea 22).
¢ é ¢

Sobre el instrumento:
No se entiende por qué no se puede validar el cuestionario realizado. Precisamente cuando no

hay cuestionarios en el ambito propio es cuando hay que validar el instrumento a utilizar.
¢,Como es el cuestionario? ¢ De respuestas multiples, Verdadero / Falso; SI/NO...?

Enlapg. 7, linea 47 aparece la expresion "aspectos que por lo que sabemos...": ; cdomo se sabe?
Si es por la bibliografia habria que hacer alguna referencia bibliografica, si es por otra fuente

habria que sefialarla.
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Sobre la Muestra:

Se justifica el calculo de la muestra en la media obtenida en los primeros cuestionarios: una
media ¢ de qué? ;Sobre qué?, Si es de la puntuacion, que parece deducirse al continuar con la
lectura, habria que definir esa puntuacion: valores posibles (pg. 7, linea 8): hasta la pagina

siguiente en el apartado de analisis de datos no se sabe que puede ir de 0 a 11.

- Andlisis de datos:
No queda claro cuales fueron las variables, mas cuando al inicio del analisis de datos indican

que se cred una nueva variable para medir el conocimiento ¢ cual?

Si las puntuaciones van de 0 (peor) a 11 (mejor) y en ese sentido se expresan los resultados,
¢,como se dice que se clasifican en correctas, incorrectas, NS/NC, sin respuesta? Esta un poco

confuso.

Hay contradicciones o cuestiones poco claras: La puntuacion de la pregunta 2 fue la Unica en la
que se encontraron diferencias, y fue mayor en quienes no contestaron al segundo cuestionario
(pg. 8, linea 47) ¢ Esto significa que ya tenian los conocimientos antes de la intervencion? Al
menos no apunta en la direccion de que quienes recibieron la intervencion mejoraron sus
conocimientos y la utilidad de la misma. ¢ Para qué se resalta este resultado si a continuacion se
refiere que solo se analizan los individuos que contestaron los dos cuestionarios? Todo esto esta

en el apartado "Métodos" y son "Resultados" y merece una referencia en la "Discusion”.
En ningun momento se dice el periodo, las fechas, en que se llevé a cabo el estudio.

- Resultados:

Lo mas importante es que no hay diferencias estadisticamente significativas. A pesar de ello se
insiste en que en 9 de las 11 primeras preguntas aumento el porcentaje de preguntas correctas
en el grupo intervencion, en 4 en el grupo control. Decir que "mejoraron notoriamente" (pg. 10,

linea 27) sin significacion estadistica no es aceptable en un articulo cientifico.

Aunque en la metodologia se indica que se proponen detectar una diferencia igual o superior a
1,00 punto entre el cuestionario previo a la intervencion y el posterior (pg. 7, linea 14), se
conforman con una diferencia de 0,25 puntos, de 8,07 a 8,32 (pg. 9, linea 28); en el grupo

intervencion solo se produjo un aumento de 0.34 puntos (pg. 9, linea 35), de 7,94 a 8,38.

La figura 1 es muy clarificadora para comprender el proceso. Se debe corregir que se habla de
"sesiones informativas” en plural cuando en el texto se refiere que ha habido una Unica sesion,

mas las pildoras informativas.

En la tabla 1, en la 12 columna se entiende que se ponen caracteristicas de los profesionales

participantes ¢ A qué se refiere el % de personas con nivel de estudios inferior a primarios?

- Discusion:
Solo se compara con otros estudios y se refiere como limitacion, la tasa de no respuesta. Quizas

haya que apuntar otras posibles limitaciones ¢ en la aleatorizacion por centros?

- Conclusiones:
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No se ha medido el funcionamiento del programa de cribado asi que no se puede concluir que
es esencial para el buen funcionamiento mantener una comunicaciéon constante con los

profesionales implicados.

Cuando se habla de comunicacion constante ¢se quiere decir las pildoras informativas
mencionadas? (porque sesiones solo ha habido una puntual), quizas esto habria que haberlo
definido previamente. Y si solo ha habido una sesién, tampoco se puede concluir que "sesiones

formativas de manera continuada pueden contribuir a mejorar...".

- Referencias bibliograficas:

Correctas.
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Respuesta al editor y a los revisores del Enfermeria Clinica.

Respuestas a los comentarios de los revisores:

Agradecemos mucho los comentarios y sugerencias tan utiles que nos han realizado los
revisores y que han permitido mejorar el manuscrito.

A continuacion, indicamos nuestras respuestas a los comentarios realizados por los revisores y

quedamos a su disposicion por si requieren alguna aclaracion adicional.

Revisor #1:

Podria tener interés para Enfermeria si se mejora la discusion y se hiciera propuestas de nuevas
actividades especificas para las enfermeras que pudiera aumentar su responsabilidad o rol
auténomo ante este problema de salud.

Se han propuesto nuevas actividades para enfermeria teniendo en cuenta los resultados
del estudio: Tal y como muestran los resultados, la intervencién no aumenta todos los
aspectos que desconocen los profesionales de AP, y por lo tanto debe mejorarse. Como
consecuencia de estos resultados el equipo investigador diseAié nuevo material
informativo haciendo énfasis en los aspectos donde no se mejoraba. Una posible e
importante actividad de las enfermeras seria estudiar nuevos formatos para realizar esta

formacion, disefarlos e impartirlos teniendo en cuenta los resultados de este estudio.

En todo el manuscrito se considera que el "cribado de CCR" es un programa (ente, grupo,
institucion) en lugar de una actividad. Quizas se deberia redactar de forma que quede claro
cuando se habla de la actividad concreta "cribado de CCR" y cuando se habla del Programa de
Cribado o los Profesionales del Departamento de Cribado, etc.

Se ha especificado y modificado este concepto en el manuscrito. Cuando se habla de
“cribado” como actividad se ha mantenido como cribado, y cuando se habla de “cribado”

como institucion se ha anadido “programa” o “profesionales del programa”.

- Titulo:

El titulo no es del todo apropiado. Va mas ligado al objetivo del estudio que a los resultados. El
hecho de que sea interrogativo no lo hace suficientemente atractivo.

El titulo: ;Es suficiente la informacion que se les da a los profesionales de atencion
primaria sobre el cribado de cancer colorrectal? se cambiado por: Impacto de una
intervencion informativa a profesionales de atencion primaria sobre el programa

poblacional de cribado de cancer colorrectal en Catalufia.

- Resumen:

En las palabras claves se podria afiadir "evaluacion, educacion, formacion”.

Se han anadido las palabras clave sugeridas por el revisor: evaluaciéon, educacion,
formacién de profesionales.

- Introduccioén:
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Los cuatro ultimos parrafos deberian ligarse un poco mas entre ellos ya que ahora quedan un
poco aislados. Son motivos que justifican que sea necesaria una homogenizacion de
conocimientos, etc., pero no queda claro en el redactado.

Para facilitar la lectura y comprensién de la introducciéon se han modificado los cuatro

ultimos parrafos (ver manuscrito).

Pagina 3: Linea 6: cambiar "puede reducir" por reduce. Se ha cambiado el tiempo verbal.

Pagina 3: Linea 40: Sdlo se habla de los criterios de exclusion. Quizas deberia hablarse también
de los criterios de inclusién.

La linea 40 dice: Las funciones de los profesionales de atencion primaria dentro del
programa de cribado son muy diversas: a) promover la participacion y adherencia al
cribado, b) informar sobre los beneficios y riesgos, c) valorar los criterios de exclusion y
categorias de riesgo y considerar si es preciso derivar a unidades especializadas, y d)

garantizar la continuidad y el correcto seguimiento de las lesiones detectadas.

No se afiaden los criterios de inclusiéon porque no es una actividad de los profesionales
de primaria. El programa poblacional de cribado de cancer colorrectal se dirige a hombres
y mujeres de 50 a 69 anos que residen en L’Hospitalet de Llobregat. Los profesionales de
AP identifican si entre sus pacientes de 50 a 69 afnos tienen algun criterio de exclusion
(antecedentes personales, familiares...). Los profesionales de AP no valoran los criterios
de inclusion, sino que, de toda esta poblacion elegible, deciden quiénes pueden o no
participar en el cribado.

- Método:

No entiendo por qué se habla de "Muestra". Los autores envian un cuestionario a TODOS los
profesionales implicados en la formacion, asi pues, a toda la POBLACION. Luego, para el
segundo cuestionario soélo lo envian a los que participaron ya en el primero. Por lo tanto, tampoco
se puede hablar de muestra. Otra cosa es que, dado en nimero de profesionales que han
respondido, los autores calculen la potencia del estudio. Pero estrictamente no se deberia hablar
de "calculo del tamafio de la muestra".

Teniendo en cuenta los comentarios del revisor, se ha redactado de manera diferente el
calculo del tamaio de la muestra: Hemos calculado el tamafo del efecto minimo que es
probable que se detecte usando el nimero final de participantes del estudio. Aceptando
un riesgo alfa del 0,05 en un contraste bilateral con 64 sujetos en ambos grupos, la
potencia del contraste de hipotesis es del 80% para detectar como estadisticamente

significativa una diferencia de 0,62 puntos en las puntuaciones medias.

Dado que el segundo cuestionario se pasaba so6lo a los profesionales que habian respondido al
primero, ¢por qué no se hizo (o planificd) un analisis con datos apareados? Se ha afadido un
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andlisis de datos apareados, tal y como sugiere el revisor. Mediante el test de Wilcoxon
se han comparado los resultados pre y post del grupo intervencion. Para comparar los
resultados entre el grupo control y el grupo intervencion, se utilizo el test de U de Mann-
Whitney.

Pagina 5: Linea 43: Borrar "Sin embargo" no aporta nada.
Se ha eliminado

Pagina 6: Linea 56: acentuar "solo".
Se ha acentuado

- Resultados:

El primer parrafo se deberia redactar mejor ya que describe exactamente lo que se dice en la
figura 1.

Se ha modificado y ampliado la informacién del primer parrafo

La primera frase del segundo parrafo es un poco confusa. Deberian buscar un redactado
alternativo.

Se ha modificado la frase para que sea menos confusa

Pagina 7: Linea 52: no entiendo qué representan los resultados entre paréntesis.
Se han quitado los paréntesis.

Pagina 8: Linea 21 a 28: No me queda claro que este resultado se vea en la Tabla 2.

La linea 21 a 28 dice: No se encontraron diferencias estadisticamente significativas en
ninguna de ellas, sin embargo, en 9 de las 11 primeras preguntas se aumento el porcentaje
de respuestas correctas en el grupo intervencion y en 4 para el grupo control, tal y como
muestra la tabla 2. Las 3 preguntas que en el primer cuestionario tenian un porcentaje de
respuestas correctas inferior al 50% mejoraron notoriamente en el grupo intervencion
(Tabla 2).

Todo el apartado de resultados se ha ampliado y modificado. Se ha aiadido el analisis de

los resultados del grupo intervencion previos y posteriores a la intervencion.

- Discusion:

Creo que deberia aprovecharse para hacer mas énfasis en el rol de la enfermera, en hacer
propuestas de mejora, en comentar la posibilidad que la formacion/informacion proporcionada
no sea la correcta etc. Se centra demasiado en los resultados, pero no aprovecha para
profundizar un poco mas en la educacion, los roles profesionales etc.

Se ha aiadido este parrafo: La intervencion disefiada para este estudio no mejoré de

forma relevante aquellos aspectos que desconocen los profesionales de AP. Como
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consecuencia de estos resultados el equipo investigador disefi6 nuevo material
informativo haciendo énfasis en los procedimientos y circuitos del programa de cribado.
Una importante actividad de las enfermeras seria estudiar nuevos formatos para realizar
esta formacion, disefiarlos e impartirlos teniendo en cuenta los resultados de este estudio.

Pagina 9: Linea 6: Afadir "sélo" entre "mejoré™ y "conceptos". Se ha ahadido

Lineas 12 a 16: este comentario no se desprende de ningun resultado.

Lalinea de 12 a 16 dice: Este aumento tiene relevancia clinica ya mejora de manera notable
los conocimientos de los profesionales gracias a una tnica sesion formativa presencial y
el envio de mensajes por correo electronico. Es cierto que no se desprende de los

resultados y se trata de una valoracion de los autores. Se ha eliminado esta frase.

Linea 14: Afiadir "que" entre "ya" y "mejora". Se ha anadido

- Tablas y figuras:

Tabla 1: No se entienden las variables (% de personas con nivel de estudios inferior a primarios)
esto son los pacientes de cada centro, o los profesionales. Si fueran los profesionales no tendria
mucho sentido ya que todos deberian ser universitarios. Aclarar.

Se ha afadido una leyenda en la tabla 1 que se trata de una variable agregada que se
refiere al porcentaje de poblaciéon diana del centro de AP que tiene un nivel de estudios

inferior a los estudios primarios.

Tampoco se entiende la variable (% de participacion en el cribado de CCR" ; a quién se refiere?
Se ha anadido una leyenda en la tabla 1 que se trata de la poblacion participante en el

cribado, para clarificar esta variable.

Tabla 2: es muy dificil de leer ya que casi se solapan las "n" con los "%" y no queda muy claro a
qué variable corresponden. Se podria afiadir una columna con el dato de "diferencia de %" que
ayudaria tener mejor conocimiento de las diferencias entre un cuestionario y otro y también entre
intervencién y control.

Se ha modificado la tabla 2 para hacerla menos dificil de leer. Se han ainadido dos
columnas, la diferencia entre el grupo intervencion y el grupo no intervencion y la

diferencia entre el cuestionario 1y 2.

- Bibliografia:

Tendrian que homogeneizarse todas las referencias

En algunas citas aparece el mes, en otras no (ref. 1,4, 9). Alguna no tiene punto después del
nombre de la revista (ref4). Alguna tiene el numero de volumen entre paréntesis y en otras no

aparece el numero de volumen.
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Se han modificado las referencias para homogeneizarlas

Revisor #2:

- Titulo:

Aunque es correcto, podia incluir para dar una idea mas clara de su contenido, el para qué podia
ser suficiente esa informacion a los profesionales, o indicar que es una evaluacion del impacto
de una actividad informativa.

Se ha modificado el titulo: ¢ Es suficiente la informacién que se les da a los profesionales
de atencion primaria sobre el cribado de cancer colorrectal? se cambiado por: Impacto de
una intervencion a profesionales de atencion primaria sobre el programa poblacional de

cribado de cancer colorrectal en Cataluna.

- Tablas y figuras:

La lectura es dificil de seguir y comprender en ocasiones, se recomienda una revision de la
redaccion del texto en general. Se ponen 2 ejemplos:

La redaccion del parrafo sobre como se aseguraban los centros la realizacion de colonoscopias
de seguimiento. Cuesta entenderlo (pg. 11, a partir de la linea 30).

¢El programa acude a los centros? Mas bien seran los profesionales participantes en el
programa. Se trata "el programa" como un ser con entidad propia, es un error de redaccion, al
utilizar un tono coloquial, que quizas hay que cuidar en un articulo cientifico. (pg. 6, linea 25).
Se ha revisado todo el texto y se ha modificado el redactado para intentar hacerlo mas

comprensible

- Contenido y validez de la informacioén cientifica:

Hay una confusion en los términos relacionados con la actividad formativa: se dice en el objetivo
que se trata de una actividad formativa, pero en el titulo y a lo largo del texto parece que se trata
de una actividad meramente informativa. En Educacioén para la Salud, hay que tener en cuenta
que los habitos, los comportamientos (se intenta medir si cambian en los profesionales con
quienes se interviene), no se cambian solo con informacién o intervenciones puntuales (Frias
Osuna, A. Salud Publica y Educacion para la Salud. Barcelona: Eselvier, 2000). Informacion,
formacion, comunicacién, no son términos sindnimos.

Se ha cambiado en todo el texto la expresion “sesion formativa” por “sesion informativa”.
- Palabras Clave:

Siendo el articulo sobre una actividad formativa, se echa de menos una palabra clave que sea
"formacion” o "informacion” o "comunicacién”, se aconseja poner "formacion de profesionales”.
Se han aiadido las siguientes palabras clave: evaluacion, educacion, formacion de

profesionales.

- Objetivos:
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No estan totalmente claros: La intervencion formativa es ¢ sobre los conocimientos del cribado y
recomendaciones (objetivo en el resumen) o sobre el programa (objetivo en el texto)?

Se ha modificado el objetivo del texto para unificarlo con el del resumen, que es: Evaluar
el impacto de una intervencion informativa especifica a los profesionales de atencion
primaria sobre sus conocimientos del programa de cribado de cancer colorrectal. Los
conocimientos del programa de cribado implican conocimiento sobre el circuito del

programa, las recomendaciones de vigilancia posterior y las estrategias de derivacion.

- Método:

Sobre el disefio: La aleatorizacion, que quizas sea de los aspectos mas importantes para poder
ver la validez en un ensayo clinico, no esta suficientemente explicada. Aunque la aleatorizacion
por agregados es util para evaluar programas de Educacion para la Salud e intervenciones
formativas, ¢ los centros de salud tienen caracteristicas similares o hay diferencias que pueden
generar sesgos? Por ejemplo, en la tabla 1 se observa que hay centros con mas de 30
profesionales, y otros con 30 profesionales 0 menos y se interviene mas en los primeros.

Tal y como sugiere el revisor, se ha explicado mas ampliamente como se realiz6 la
aleatorizacion. El equipo investigador cree que la aleatorizacion por centros es adecuada
para este estudio. Se escogi6é esta aleatorizacion para evitar que la informacién de la
sesion se transmitiera entre los profesionales del mismo centro. Se compararon las
caracteristicas del grupo intervencion en relacion al grupo control previo a la intervencion,
para ver si existian diferencias. Se ha anadido esta informacién en el manuscrito,

mostrando que no existian diferencias entre estos dos grupos.

Sobre la intervencion: Las sesiones formativas ¢ como son? 4 Y las pildoras? ¢ En qué consisten?
(pg. 8, linea 22).
Se han explicado de manera mas detallada la sesion informativa en los centros y las

pildoras informativas que se enviaron a los profesionales (ver manuscrito).

Sobre el instrumento: No se entiende por qué no se puede validar el cuestionario realizado.
Precisamente cuando no hay cuestionarios en el ambito propio es cuando hay que validar el
instrumento a utilizar.

Ya se comenta en el manuscrito que se trata de un cuestionario ad hoc, en el que
previamente a su administracion en la poblacion de estudio, se valoraron aspectos
relacionados con la comprension, factibilidad y duracién. De hecho, gracias a las
entrevistas realizadas a una muestra de conveniencia se modificé el enunciado de alguna
pregunta para facilitar la comprension y evitar interpretaciones equivocas. El objetivo del
estudio fue evaluar el grado de conocimientos sobre el programa de cribado de la oficina
técnica, antes y después de una intervencion. El cuestionario abordaba aspectos
especificos de los circuitos de la oficina técnica del programa de cribado. (Nétese que las

diferentes oficinas técnicas del programa de cribado de cancer colorrectal han de seguir
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unas directrices marcadas por el Plan Director de Oncologia, pero tienen cierto margen en

el momento de implementar los circuitos).

¢,Como es el cuestionario? ¢ De respuestas multiples, Verdadero / Falso; SI/NO...?
Se ha anadido un apartado en Métodos sobre las caracteristicas del cuestionario

(instrumento)

Enlapg. 7, linea 47 aparece la expresion "aspectos que por lo que sabemos...": ; cdomo se sabe?
Si es por la bibliografia habria que hacer alguna referencia bibliografica, si es por otra fuente
habria que sefialarla.

La expresion "aspectos que por lo que sabemos..." ha sido cambiado por “segun la

bibliografia consultada y se han afnadido las referencias pertinentes

Sobre la Muestra: Se justifica el calculo de la muestra en la media obtenida en los primeros
cuestionarios: una media ¢ de qué? ; Sobre qué?, Si es de la puntuacion, que parece deducirse
al continuar con la lectura, habria que definir esa puntuacion: valores posibles (pg. 7, linea 8):
hasta la pagina siguiente en el apartado de anadlisis de datos no se sabe que puede ir de 0 a 11.
Se ha anadido que se trata de la puntuacion total del cuestionario, que se describe mas
detalladamente en el apartado de variables y que los valores pueden ir de 0 a 11.

Andlisis de datos:

No queda claro cuales fueron las variables, mas cuando al inicio del analisis de datos indican
que se cred una nueva variable para medir el conocimiento ¢ cual?

Se ha creado un apartado en métodos donde se describen las variables del estudio.

Si las puntuaciones van de 0 (peor) a 11 (mejor) y en ese sentido se expresan los resultados,
¢,como se dice que se clasifican en correctas, incorrectas, NS/NC, sin respuesta? Esta un poco
confuso.

Se ha anadido este redactado para clarificarlo: Las preguntas se clasificaron como
correctas, incorrectas y NS/NC o sin respuesta. Las respuestas correctas se las puntué
con un uno, las incorrectas con cero. A partir de la suma de estas 11 preguntas se creé
una nueva variable para medir el conocimiento global sobre el cribado. La puntuacion de

esta nueva variable iba de 0 (peor) a 11 (mejor).

Hay contradicciones o cuestiones poco claras: La puntuacion de la pregunta 2 fue la Unica en la
que se encontraron diferencias, y fue mayor en quienes no contestaron al segundo cuestionario
(pg. 8, linea 47) ¢ Esto significa que ya tenian los conocimientos antes de la intervencion? Al
menos no apunta en la direccion de que quienes recibieron la intervencion mejoraron sus
conocimientos y la utilidad de la misma. ¢ Para qué se resalta este resultado si a continuacion se
refiere que solo se analizan los individuos que contestaron los dos cuestionarios? Todo esto esta

en el apartado "Métodos" y son "Resultados" y merece una referencia en la "Discusion”.
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El parrafo del que se esta hablando es: Se realizé un analisis de las pérdidas por
seguimiento. Se compararon las respuestas en el primer cuestionario del grupo de
profesionales que contestaron solo al primer cuestionario con aquellas que contestaron
ambos, y solo se encontraron diferencias en la pregunta 2 sobre los factores de riesgo del
cancer (p=0,013). La puntuacion en esta pregunta fue mayor en el grupo de profesionales
que finalmente no contesté el segundo cuestionario.

Se ha realizado un analisis de las pérdidas por seguimiento, es decir que se comparan las
respuestas del grupo de personas que se pierden, que contestan al primer cuestionario
pero que no quieren/pueden contestar al segundo. Esto se realiza para comprobar que las
personas que NO han contestado el segundo cuestionario lo hayan hecho porqué tienen
menos conocimientos que los que acceden a contestar y por lo tanto haya un sesgo. Es
por este motivo que se comenta que no existen diferencias entre estos dos grupos (los
que contestan todo y los que sdlo el primer cuestionario) y que en la inica pregunta que
se detectaron es en la 2, pero que al contrario de lo que se podria esperar, los que no
respondieron el segundo cuestionario obtuvieron mejor puntuacion.

El equipo investigador ha incluido este analisis en METODO ya que es un tipo de analisis
realizado para descartar posibles sesgos, previo a los andlisis para los resultados del

estudio.

En ningun momento se dice el periodo, las fechas, en que se llevé a cabo el estudio.

Se ha ampliado la informacion en relacion al cronograma del estudio:

En enero de 2013 se explicaron los objetivos en los centros de AP y se recolectaron los
datos previos a la intervencion. La intervencion se realizé durante los meses de setiembre
a octubre de 2013. Las pildoras informativas se enviaron entre diciembre de 2013 y febrero
de 2014. En abril inicié la recogida del segundo cuestionario y el trabajo de campo finalizé

en el mes de julio.

- Resultados:

Lo mas importante es que no hay diferencias estadisticamente significativas. A pesar de ello se
insiste en que en 9 de las 11 primeras preguntas aumento el porcentaje de preguntas correctas
en el grupo intervencion, en 4 en el grupo control. Decir que "mejoraron notoriamente” (pg. 10,
linea 27) sin significacion estadistica no es aceptable en un articulo cientifico.

Segun la sugerencia del revisor, se ha anadido el analisis especifico del grupo
intervencion (pre vs post) y si que se han encontrado diferencias significativas. Toda esta
informacién se ha ampliado el apartado de resultados.

Tal y como indica el revisor, se ha cambiado “notoriamente” por “mejoraron en el segundo

cuestionario entre 8 y 9,2%”.

Aunque en la metodologia se indica que se proponen detectar una diferencia igual o superior a

1,00 punto entre el cuestionario previo a la intervencion y el posterior (pg. 7, linea 14), se
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conforman con una diferencia de 0,25 puntos, de 8,07 a 8,32 (pg. 9, linea 28); en el grupo
intervencion solo se produjo un aumento de 0.34 puntos (pg. 9, linea 35), de 7,94 a 8,38.

Se ha modificado el apartado del calculo de la muestra: Hemos calculado el tamano del
efecto minimo que es probable que se detecte usando el numero final de participantes del
estudio. Aceptando un riesgo alfa del 0,05 en un contraste bilateral con 64 sujetos en
ambos grupos, la potencia del contraste de hipotesis es del 80% para detectar como

estadisticamente significativa una diferencia de 0,62 puntos en las puntuaciones medias.

La figura 1 es muy clarificadora para comprender el proceso. Se debe corregir que se habla de
"sesiones informativas" en plural cuando en el texto se refiere que ha habido una Unica sesion,
mas las pildoras informativas.

Se ha modificado la figura 1, y se ha puesto sesion informativa, en singular.

En la tabla 1, en la 12 columna se entiende que se ponen caracteristicas de los profesionales
participantes ¢ A qué se refiere el % de personas con nivel de estudios inferior a primarios?

Se ha anadido una leyenda en la tabla 1 clarificando que: Se trata de una variable agregada
que se refiere al porcentaje de poblacion diana del centro de AP que tiene un nivel de

estudios inferior a los estudios primarios

- Discusion:

Solo se compara con otros estudios y se refiere como limitacion, la tasa de no respuesta. Quizas
haya que apuntar otras posibles limitaciones ¢ en la aleatorizacion por centros?

No creemos que la aleatorizacion por centros se trate de una limitacion del estudio. Se
escogio esta aleatorizacion para evitar que la informacion de la sesion se transmitiera
entre los profesionales del mismo centro. Se realizé un analisis entre el grupo intervencion
vs. No intervencion para las variables del estudio, y no existian diferencias estadisticas.
Se ha afadido como limitacion la muestra final del estudio, ya que s6lo se consigue una

tasa de respuesta de los dos cuestionarios del 31,7%.

- Conclusiones:

No se ha medido el funcionamiento del programa de cribado asi que no se puede concluir que
es esencial para el buen funcionamiento mantener una comunicaciéon constante con los
profesionales implicados.

Se ha modificado la frase por: Es importante tener una comunicacion frecuente con los
profesionales implicados, no sélo para mantenerios al corriente de los resultados y

novedades, sino también para que se sientan participes del mismo.

Cuando se habla de comunicacion constante ;se quiere decir las pildoras informativas
mencionadas? (porque sesiones solo ha habido una puntual), quizas esto habria que haberlo
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definido previamente. Y si solo ha habido una sesién, tampoco se puede concluir que "sesiones
formativas de manera continuada pueden contribuir a mejorar...".

Se ha aiadido al inicio del manuscrito que cuando se habla de informacién continuada se
refiere a 1 sesion presencial mas 3 pildoras informativas. En la frase "sesiones formativas
de manera continuada pueden contribuir a mejorar..." se ha cambiado ‘“sesiones

formativas” por “intervencion informativa continuada”.
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