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Introduction: Point-of-care tests (POCTs) for cancer in primary care have the

potential to increase diagnostic certainty, improve triage and enhance patients’

experience of diagnosis. However, there is limited evidence to support their

adoption, and patient preferences have not previously been investigated. This

study aimed to assess the prospective acceptability of POCTs for cancer in

primary care based on a hypothetical vignette.

Methods: This was amixed-methods study based on the Theoretical Framework

of Acceptability (TFA) consisting of a quantitative online survey and remote

qualitative interviews with the UK public. Quantitative data were reported as

frequencies. Qualitative data were analyzed combining inductive and deductive

framework analysis.

Results: Two thousand three hundred three adults completed the online survey,

and 27 participants were recruited for follow-up interviews. The survey indicated

most (92%, 2,116/2,303) participants found the potential use of POCTs for cancer

acceptable or very acceptable. There were some small demographic di�erences

in levels of acceptability. Interview findings indicated acceptability was primarily

driven by a quick turnaround time for test results, with a preference for testing

even when results were indicative and not confirmatory. Participants highlighted

the importance of test accuracy, clear communication regarding test limitations,

and having a genuine choice in the decision to take the test. Participants also

discussed the improved likelihood of adherence to referrals for invasive testing

following a positive POCT.

Discussion: The use of POCTs for cancer in primary care is acceptable to

the UK public, however important considerations regarding test accuracy and

consenting for tests should be considered prior to implementation. Future

adoption should evaluate acceptability of specific cancer POCTs, particularly in

underserved populations.
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1 Introduction

Cancer remains a significant public health burden worldwide
(1). Delayed diagnosis has been associated with poorer survival
outcomes for many cancers (2–4). In the UK, where patient
outcomes fall behind those of other high-income countries (5),
efforts have often focused on earlier diagnosis. Most patients with
cancer symptoms are initially seen in primary care by general
practitioners (GP) (6), with a proportion of cancer diagnoses
made following a referral from this setting (7). It is therefore
essential to consider how cancer detection can be improved within
general practice.

For patients presenting with high-risk cancer symptoms, it
usually takes one or two GP consultations before they are referred
on urgent suspected cancer pathways (8). This can take three or
more consultations for patients with rare cancers or less distinctive
characteristics (9), resulting in diagnostic delays. Additionally,
about 90% of patients referred via the urgent suspected 2-week
wait (2WW) pathway—a service designed to quickly assess patients
suspected of having cancer—are not diagnosed with cancer (10).
These patients likely have symptoms that the 2WW pathway is not
intended to address, impacting both healthcare resource allocation
and patient care experience.

The availability of efficient, rapid, diagnostic cancer tests in
primary care, such as point-of-care tests (POCTs), can potentially
improve triage and reduce diagnostic uncertainty. POCTs are
diagnostic tools used during a consultation which can provide
results in minutes. They can reduce diagnostic delays by improving
certainty and enhance patient experience by minimizing waiting
times for tests results, and avoiding unnecessary investigations
(11, 12).

POCTs are a dynamic, rapidly evolving industry with ongoing
development of new tests (13). Examples of POCTs commonly
used in primary care include lateral flow tests and biosensors,
such as dipstick urine and glucose meters. They are frequently
utilized in general practice to investigate conditions such as
diabetes and pregnancy. Commercially available POCTs for cancer
include UBC R© Rapid Test for bladder cancer, CancerCheck R©

PSA and PSAwatch for prostate-specific antigen measurement,
among others (14). An example of an emerging POCT for lung
cancer is the Breath Biopsy R©, designed to detect volatile organic
compounds (15).

Despite their availability, cancer POCTs are not widely
adopted in UK general practice. Several factors may explain this
including heterogeneous study designs that hinder comparison
with laboratory standards, the accuracy of POCTs often falling
short of laboratory tests, and insufficient clinical utility and cost-
effectiveness evidence to support adoption. Cancer may not be
considered as time-critical enough to warrant immediate testing
in general practice, unlike POCTs testing for infections, which can
directly influence antibiotic prescribing decisions. Additionally,
test developers often prioritize the technical performance of
tests, neglecting key issues such as clinical utility (16) and
patient acceptability.

Acceptability is a comprehensive concept that reflects
how individuals perceive the appropriateness of a healthcare
intervention, based on their anticipated or experienced cognitive

and emotional responses (17). Assessing patient acceptability is
particularly important as interventions considered acceptable,
are more likely to result in adherence to treatment and better
clinical outcomes (18, 19). The principles of patient-centered care
recognize the importance of considering public acceptability (20),
especially in the context of testing for cancer.

As the point-of-care testing market expands and new
technologies emerge, it is crucial to assess patients’ perspectives
on point-of-care testing for cancer. Evaluating patient preferences
for POCTs will enable test developers, clinicians, and policymakers
to address key factors important to patients for their adoption in
healthcare. This study aimed to assess the prospective acceptability
of the UK public for the use of POCTs for cancer detection in
primary care.

2 Methods and materials

2.1 Design

This was a mixed-methods study consisting of a theory-
informed quantitative survey and semi-structured qualitative
interviews, assessing prospective acceptability for cancer POCTs
based on a hypothetical scenario. The widely cited Theoretical
Framework of Acceptability (TFA) (17) informed this study,
ensuring a rigorous and comprehensive assessment of the concept
to capture all aspects of patient acceptability. The study adopted a
convergent parallel design where the quantitative and qualitative
data were collected and analyzed independently (21). We adhered
to the Standard for Reporting Qualitative studies checklist (22).

2.1.1 Survey
2.1.1.1 Participants and recruitment

We hosted an online survey on Qualtrics in phases between
October 2023 and August 2024. The study was advertised through
a market research panel (Dynata). Adults living in the UK who
self-reported being fluent in English and provided informed
consent were included. Participants were provided with the study
details and consent information online prior to accessing the
survey. All participants received Dynata administered incentives
following participation.

2.1.1.2 Procedure

All participant-facingmaterials referred to point-of-care testing
as “rapid testing” to simplify the language. However, it was clarified
that such testing might also be described as POCTs or near-patient
testing elsewhere to avoid confusion. Once participants viewed the
study information and consented to the study, they were presented
with a 2 minute educational video explaining “rapid testing”
with common non-cancer and cancer specific POCT examples
(Supplementary material).

The survey utilized branch logic, directing participants to
follow-up questions based on their response to a question.
Participants were required to answer each question to progress,
and incomplete survey responses were not recorded. All survey
materials were developed by one author (AAS) and reviewed by co-
authors (SS, RN, and MT). A public representative (PW) reviewed
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and provided feedback on earlier versions of all participant
materials. The survey was piloted with a small sample of Dynata
participants to ensure its functionality.

2.1.1.3 Demographic and clinical data

Demographic questions included participant age, gender,
ethnicity, highest educational or professional qualification
obtained, and UK country of residence (Supplementary material).
We included additional questions about prior cancer investigations,
cancer history and 2WW referrals to identify participants with
previous cancer investigation experience.

2.1.1.4 Acceptability of point-of-care tests

The survey was adopted from the previously published TFA
questionnaire, with the wording tailored to the context of POCTs
as recommended (23). The survey tool included seven items
measuring each of the seven constructs of the TFA (Box 1) and one
global acceptability item, all rated on a 5-point Likert scale.

2.1.1.5 Data analysis

All survey data were managed and analyzed in IBM SPSS
version 29. As incomplete survey responses were not recorded,
there were no missing data. Frequencies were extracted for all
TFA constructs for total sample, by demographic groups and
2WW status.

2.1.2 Qualitative interview
2.1.2.1 Participants and recruitment

After completing the survey, participants could express interest
in follow-up interviews. We sent invitations via email to six
participants at a time. For the interviews, we adopted a purposive
sampling approach to ensure the inclusion of individuals with
diverse ethnicities, educational backgrounds, and varying levels of
prior experience with 2WW cancer investigation where possible.
We included participants who had previously been referred
through the 2WW pathway from primary care to explore potential
differences in acceptability reports between those with prior
experience and those without. We excluded participants that
reported active cancer investigations from the interviews as they
may have found the interview distressing or particularly sensitive.
We continued recruiting for the interviews until the research
team agreed data saturation was reached. Data saturation was
determined as the lack of emergence of new codes from the
data (24).

2.1.2.2 Interview schedule

The interview schedule was based on the TFA (17) with
one question for each construct and an additional question for
overall acceptability (Supplementary material). We also included
an additional question regarding previous experience of 2WW
referral for participants that met this criterion. The interview
schedule was approached flexibly, allowing adjustments to the
order of questions and inclusion of additional prompts during
the interviews to enable participants to highlight aspects of POCT
acceptability they deemed important.

Draft interview questions were evaluated by two researchers
(SG and NN) independent of the research team through a “back
coding” exercise described by Francis and colleagues (25). This
process assessed whether each interview question aligned with

the relevant TFA construct. We provided the researchers with
the constructs of the TFA and the interview topic guide, with
questions organized randomly (including opening questions and
2WW question). They were instructed to identify which construct
each question addressed and indicate their confidence on a 5-
point scale ranging from “absolutely sure” to “not sure at all.” All
interview questions were matched correctly with one item related
to the “intervention coherence” construct rated as ambivalent. This
question was rephrased for clarity.

2.1.2.3 Procedure

Interview participants were requested to re-watch the
educational clip on POCTs prior to their interview and were given
the opportunity to ask questions at the beginning of the interview.
To assess prospective acceptability, participants were presented
with a hypothetical scenario in which they visited a GP due to
symptoms and were offered a rapid test. Following this description,
TFA-related questions were explored within the context of the
scenario (Supplementary material).

2.1.2.4 Data analysis

Author (AAS) has previous experience in collecting and
analyzing qualitative data. She conducted all interviews either
online (via Microsoft Teams) or by telephone. Interviews
were audio recorded and professionally transcribed verbatim
with identifiable information removed and replaced with non-
identifiable codes. Interview data were analyzed combining
inductive and deductive approaches using the framework analysis
(26). Transcripts were initially inductively coded with similar
codes combined and deductively mapped to the constructs of the
TFA. This approach allowed for themes outside of the theoretical
framework to be identified (26, 27). We found most of the codes
aligned with constructs of the TFA. Two authors (AAS and KEL)
independently reviewed and coded the same three transcripts. The
researchers discussed each coded selection and their interpretations
of the data. Based on these discussions, AAS developed the
analytical framework, grouping codes into categories and mapping
them to the constructs of the TFA. A further two transcripts were
independently indexed using the analytical framework by AAS and
KEL, which was checked for the emergence of new codes. This
version was reviewed and discussed within the wider research team.
AAS used this framework to index all remaining transcripts in
NVivo software (version 14).

3 Results

3.1 Survey findings

3.1.1 Demographic data
Two thousand three hundred three participants from the

UK public completed the survey. Our sample demonstrated a
well-distributed age range (Table 1). Most participants were from
England (85.5%, n = 1,969). The sample included slightly more
men (50.2%, n = 1,156) than women (49.6%, n = 1,142).
Participants were predominantly White (82.7%, n = 1,904) and
about half (51.5%; n = 1,185) were educated to degree level or
above. Approximately one sixth (15.9%; n = 367) of the total
sample reported previously receiving an urgent suspected cancer
2WW referral.
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TABLE 1 Participant characteristics.

Participant characteristics % (n)

Age

18–30 13.7 (315)

31–40 17.4 (400)

41–50 17.9 (413)

51–60 20.0 (460)

61–70 20.5 (472)

71 and over 10.6 (243)

Country

England 85.5 (1,969)

Scotland 7.6 (174)

Northern Ireland 2.5 (57)

Wales 4.5 (103)

Gender

Male 50.2 (1,156)

Female 49.6 (1,142)

Different Identity 0.1 (3)

Not specified 0.1 (2)

Ethnicity

White 82.7 (1,904)

Black 6.3 (146)

Asian 7.7 (178)

Mixed 2.6 (60)

Other 0.7 (15)

Highest qualification obtained

No formal qualification 2.3 (53)

Vocational qualifications (NVQ 1 and 2) 5.6 (128)

A-level or equivalent (NVQ 3) 22.0 (506)

Bachelor degree or equivalent 35.2 (810)

Masters/PhD equivalent 16.3 (375)

GCSE/O-Level/CSE 16.8 (387)

Other qualifications 1.9 (44)

Previously investigated on 2WW (of those indicating previous

cancer investigations)

Yes 15.9 (367)

No 13.5 (312)

Not sure 1.7 (40)

Total N= 2,303.
Values may not always compute to 100% due to rounding.

3.1.2 Acceptability for point-of care testing by
TFA constructs

The majority (91.9%, n = 2,116) of participants found the
overall use of POCTs for cancer acceptable. Most (85.5%, n =

1,968) believed they would be comfortable doing the test and
that it would require a little to no effort from them (70.5%, n =

1,625). Participant views on the ethical implications of using POCTs
for cancer varied, with approximately half of the participants
either disagreeing that ethical concerns existed (49.7%, n = 1,146),
or expressing ambivalence (28.4%, n = 655). Most participants
(79.5%, n = 1,831) felt they understood how POCTs can be used
by their GP to aid cancer investigations and believed it would help
their doctor decide if further investigations were necessary (87.9%,
n = 2,026). The majority of people (75.4%, n = 1,737) indicated
taking POCTs would not interfere with their other priorities, and
they felt confident about taking the test (79.4%, n= 1,828; Box 1).

3.1.3 Acceptability by patient characteristics
The proportion of participants viewing POCTs as acceptable

slightly increased with age between 18 and 70 years, with
most people finding POCTs for cancer either acceptable or very
acceptable (Table 2). Black participants were the slightly less
accepting of POCTs among all reported ethnicities (80.1%, n =

117/146) compared withWhite (93.8%, n= 1,785/1,904) and Asian
(83.7%, n = 149/178) people. Acceptability was also slightly lower
in those whose highest qualifications were vocational (NVQ 1 and
2; 87.5%, n = 112/128), compared with participants that were
qualified to GCSE (92.0%, 356/387), A- level (92.5% 468/506),
Bachelors (92.7%, 751/810) or Masters/PhD level (90.4%, 339/375).
For people that indicated their cancer investigation had been
following a 2WW referral from their GP, acceptability was lower
(93.2%, n = 342/367) compared to those that had no prior
experience with 2WW investigations (96.5%, n= 301/312).

3.2 Interview findings

We conducted follow-up interviews with 27 participants. For
participants with prior 2WW pathway experience and people with
no experience of this pathway, the interviews revealed similar
themes across all TFA constructs. However, those with 2WW
experience demonstrated a better understanding of investigation
pathways, diagnostic processes and were more aware of the
limitations of diagnostic tests.

3.2.1 Overall acceptability
Most participants found POCTs for cancer in primary care very

acceptable. Participants believed POCTs would be less invasive, and
would lead to earlier diagnosis and treatment if necessary:

“Very acceptable . . . it could save a lot of lives, it’d be a lot

less invasive and less waiting around and if you knew you had

[cancer] or potentially had it, you could start treatment a lot

quicker.” (016AR).

“if the opportunity arose for me to take a rapid test because

I had symptoms then I would be very. . . happy to take one.”

(017SR, previous 2WW)
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BOX 1 Acceptability scores by Theoretical Framework of Acceptability scale items. Scale adapted from Sekhon et al. (23).

Overall Acceptability: Overall acceptability rating for intervention.

Completely
unacceptable %(n)

Unacceptable %(n) Neither acceptable
nor unacceptable

%(n)

Acceptable %(n) Completely acceptable
%(n)

How acceptable would it be
for you to do a rapid test for
cancer?

1.5% (34) 1.2% (28) 5.4% (125) 34.0% (782) 57.9% (1,334)

Affective Attitude: How participants feel about the intervention.

Very uncomfortable
%(n)

Somewhat
uncomfortable

%(n)

Neither comfortable
nor uncomfortable

%(n)

Somewhat
comfortable %(n)

Very comfortable
%(n)

Would you feel comfortable
doing a rapid test?

2.2% (50) 4.0% (91) 8.4% (194) 30.9% (711) 54.6% (1,257)

Burden: The perceived amount of effort that is required to participate in the intervention.

Huge effort %(n) A lot of effort %(n) Not sure %(n) A little effort %(n) No effort at all %(n)

Howmuch effort do you think
it would be to do a rapid test?

3.1% (71) 7.9% (182) 18.5% (425) 43.7% (1,007) 26.8% (618)

Ethicality: The extent to which the intervention has good fit with an individual’s value system

Strongly agree %(n) Somewhat agree
%(n)

Neither Agree
nor disagree %(n)

Somewhat disagree
%(n)

Strongly disagree
%(n)

Do you think there are any
moral or ethical consequences
for taking a rapid test?

7.3% (168) 14.5% (334) 28.4% (655) 24.0% (553) 25.7% (593)

Intervention Coherence: The extent to which the participant understands the intervention and how it works

Strongly disagree
%(n)

Somewhat disagree
%(n)

Neither Agree
nor disagree %(n)

Somewhat Agree
%(n)

Strongly agree %(n)

It is clear to me how doing a
rapid test can help my doctor
decide whether I need to be
further investigated for
cancer.

6.6% (153) 6.0% (138) 7.9% (181) 33.7% (776) 45.8% (1,055)

Opportunity cost: The extent to which benefits, profits or values must be given up by engaging in the intervention

Strongly agree %(n) Somewhat agree
%(n)

Neither Agree
nor disagree %(n)

Somewhat disagree
%(n)

Strongly disagree
%(n)

Doing a rapid test would
interfere with my other
priorities

4.8% (110) 6.3% (145) 13.5% (311) 26.8% (618) 48.6% (1,119)

Perceived effectiveness: The extent to which the intervention is perceived as likely to achieve its goal

Strongly disagree
%(n)

Somewhat disagree
%(n)

Neither Agree
nor disagree %(n)

Somewhat agree
%(n)

Strongly agree %(n)

Doing a rapid test would help
my doctor decide if I need to
be investigated for cancer

3.9% (89) 2.7% (63) 5.4% (125) 35.0% (807) 52.9% (1,219)

Self-efficacy

Very unconfident
%(n)

Somewhat
unconfident

%(n)

Neither confident
nor unconfident %(n)

Somewhat
confident
%(n)

Very confident %(n)

How confident would you feel
about doing a rapid test?

2.0% (46) 4.9% (112) 13.8% (317) 44.8% (1,032) 34.6% (796)

3.2.2 A�ective attitude
Participants felt cancer POCTs could provide reassurance if the

results were negative. They also felt for patients requiring further
investigations, having a positive POCT may motivate them to
adhere to further follow-up investigations:

“I’d say having a clearer idea of what was going on, I may be

able to get some sort of reassurance that it’s unlikely at this stage

that it would be cancer.” (034YN, previous 2WW)

“[people] see their GP, express concerns about something and

then don’t always follow through with the follow up. If they’ve

seen a rapid test that’s positive that then may encourage them to

actually go through with further investigations . . . ” (025HL)

One participant indicated they would be more willing to make
the effort required for attending an invasive diagnostic test if they
had a positive POCT, compared to just being informed of an
onward referral by their GP during an appointment:

“. . . if I had someone at the GP’s surgery do a test and say . . .

you probably should get this checked, then 100% I would go for

the invasive. But if it’s just like a meeting and they’re like okay,

let’s go do this invasive . . . make me . . . take time off work . . . I’d

probably never do the invasive testing.” (033AN)

Some participants suggested being offered a rapid cancer
test during a GP appointment might be unexpected and
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TABLE 2 Overall acceptability by participant characteristics.

Completely
unacceptable

%(n)

Unacceptable
%(n)

Neither
acceptable

nor unacceptable
%(n)

Acceptable
%(n)

Completely
acceptable

%(n)

Total
participants
in category

(n)

Age

18–30 3.8 (12) 1.6 (5) 10.5 (33) 49.2 (155) 34.9 (110) (315)

31–40 1.8 (7) 2.3 (9) 6.5 (26) 41.3 (165) 48.3 (193) (400)

41–50 1.0 (4) 1.7 (7) 5.8 (24) 35.1 (145) 56.4 (233) (413)

51–60 1.1 (5) 0.7 (3) 3.5 (16) 29.8 (137) 65.0 (299) (460)

61–70 0 0.6 (3) 3.2 (15) 25.8 (122) 70.3 (332) (472)

71 and over 2.5 (6) 0.4 (1) 4.5 (11) 23.9 (58) 68.7 (167) (243)

Country

England 1.5 (30) 1.4 (27) 5.3 (105) 34.2 (673) 57.6 (1,134) (1,969)

Scotland 1.7 (3) 0.6 (1) 6.3 (11) 33.3 (58) 58.0 (101) (174)

Northern Ireland 0 0 8.8 (5) 40.4 (23) 50.9 (29) (57)

Wales 1.0 (1) 0 3.9 (4) 27.2 (28) 68.0 (70) (103)

Gender

Male 1.5 (17) 1.4 (16) 6.1 (70) 32.2 (372) 58.9 (681) (1,156)

Female 1.5 (17) 1.1 (12) 4.6 (53) 35.8 (409) 57.0 (651) (1,142)

Different Identity 0 0 33.3 (1) 0 66.7 (2) (3)

Not specified 0 0 50.0 (1) 50.0 (1) 0 (2)

Ethnicity

White 1.1 (21) 0.8 (16) 4.3 (82) 32.0 (609) 61.8 (1,176) (1,904)

Black 4.1 (6) 2.1 (3) 13.7 (20) 37.0 (54) 43.2 (63) (146)

Asian 1.1 (2) 5.1 (9) 10.1 (18) 47.8 (85) 36.0 (64) (178)

Mixed 8.3 (5) 0 6.7 (4) 43.3 (26) 41.7 (25) (60)

Other 0 0 6.7 (1) 53.3 (8) 40.0 (6) (15)

Highest qualification obtained

No formal
qualification

0 1.9 (1) 5.7 (3) 41.5 (22) 50.9 (27) (53)

GCSE/O-Level/CSE 1.6 (6) 1.0 (4) 5.4 (21) 30.2 (117) 61.8 (239) (387)

Vocational
qualifications
(NVQ 1 and 2)

2.3 (3) 1.6 (2) 8.6 (11) 25.8 (33) 61.7 (79) (128)

A-level or
equivalent (NVQ 3)

0.8 (4) 1.0 (5) 5.7 (29) 34.8 (176) 57.7 (292) (506)

Bachelor degree or
equivalent

1.9 (15) 1.5 (12) 4.0 (32) 36.2 (293) 56.5 (458) (810)

Masters/PhD
equivalent

1.6 (6) 1.1 (4) 6.9 (26) 34.4 (129) 56.0 (210) (375)

Other qualifications 0 0 6.8 (3) 27.3 (12) 65.9 (29) (44)

Previously investigated on 2WW (of those indicating previous cancer investigations)

Yes 1.1 (4) 1.9 (7) 3.8 (14) 26.4 (97) 66.8 (245) (367)

No 0.6 (2) 0.3 (1) 2.6 (8) 26.9 (84) 69.6 (217) (312)

Not sure 0.0 0.0 5.0 (2) 40.0 (16) 55.0 (22) (40)

Total N= 2,303. Percentages within variable.
Values may not always compute to 100% due to rounding.
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induce anxiety. This anxiety was attributed to the immediacy
of results or, for some, the fear of confronting a cancer
diagnosis. However, most participants felt they would
still opt to take the test, preferring to know rather than
remain unaware:

“Initially quite anxious but . . . with the word rapid you get

your result quite quickly so there wouldn’t be any waiting around

. . . I would be anxious but I would do it, I mean your health

comes first and the quicker you detect it the better” (016AR)

Other participants felt anxiety would be more manageable
with quicker results, as opposed to enduring the prolonged worry
associated with waiting for 2WW investigations. They also felt
having an initial indication about possible cancer would help them
feel more prepared for follow-up appointments.

“. . . you’d want to know straight away, some kind of

indication . . . otherwise you’re full of anxiety waiting for the

tests and for the referral to go through, so doing a rapid point-

of-care test would really help speed up the process and the

diagnosis.” (032BD)
“. . . at least then you would have a better indication of what

the situation was when you went for the further investigation,

and you might be able to form certain questions in your mind,

that you wouldn’t ordinarily be thinking to ask.” (020NX,

previous 2WW)

A few participants highlighted the importance of the test
being accurate and reliable, with clear information about
its limitations. When asked about the possibility of the
test merely indicating the need for further investigations
rather than confirmation of cancer, they expressed a
willingness to take it, valuing any additional information
as beneficial.

“. . . I would want to be clear about. . . what the results would

or wouldn’t tell me, . . . it would just be a case of how useful the

information would be, and how accurate it would be in terms of

the diagnosis. But any test that provides further information and

does it quickly, in my mind would have to be a good thing in the

vast majority of cases.” (020NX, previous 2WW)

3.2.3 Burden
Most participants did not view taking a POCT for cancer

as burdensome and felt the advantages of taking the test would
outweigh any burden:

“I wouldn’t think so, I would think the advantages would

far outweigh any sort of burden, or any problems that I would

have doing the test, so I would say no for that really.” (034YN,

previous 2WW)

However, others felt getting positive test results would be a
significant mental and emotional burden that would require further
support from the GP or signposting to wellbeing services:

“. . . for it to come back as positive is going to be a huge

personal burden . . . and I would want emotional support, I

would want to know who to contact, I would want to have

time with my GP to discuss it if that was the case in the

appointment...” (032BD)

Despite the emotional burden of a positive result, one
participant felt conflicted whether their anticipated affecting
response would be unique to POCTs or would apply to any
cancer test. Overall, they expressed gratitude for the opportunity
to be tested.

“. . . but I don’t know whether it’ll be any greater than any

other test and I think I would still feel thankful, despite the

emotional shock, . . . that we could get first foot on the ladder,

a) of finding out and b) of treating anything.” (053EY)

3.2.4 Ethicality
Overall, participants found it difficult to consider the ethical

implications of offering POCTs for cancer in primary care. Some
participants suggested there may be ethical issues with offering
POCTs to certain religions or cultures, although specific examples
were not mentioned:

“I can’t see any ethical issues. Unless you’re a certain

religious group I suppose that don’t take tests, I don’t know if

there are any. . . ” (017SR, previous 2WW).

The need for patient preference and informed consent when
offering POCTs was highlighted, with particular consideration for
patient’s mental and emotional wellbeing. Participants emphasized
it was important patients felt they had a genuine choice and were
not subjected to indirect pressure to undergo the test:

“. . . ethically they need to think about the mental wellbeing

of the patient in terms of the rapid test, and that may be

why it’d be useful to give the patient the option . . . they could

simply wait and have further investigations which would reach

the same or a more definitive diagnosis conclusion. . . ”(020NX,

previous 2WW).

Participants expressed ethical concerns regarding the storage
and handling of their data following a POCT. They sought
reassurance their data would be secure, used exclusively within the
NHS or for research purposes:

“. . . when you think about the ethical side of it, people

might be worrying about how that data’s used and how that

data’s stored. . . ” (055SM).

“. . . is it going to be something that the GP submits the

data online or where does it go, is it within the NHS or does

it go somewhere else . . . if that information is reported to the

NHS if [it] can contribute to research that helps people’s health

and the system in the long-term then I’m prepared. . . ” (037NS,

previous 2WW).
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Potential ethical concerns regarding test accuracy, particularly
the risk of false negatives, which could provide patients with
a false sense of reassurance were raised by some participants.
Transparency with patients about the limitations of the test’s
accuracy was suggested:

“the sensitivity of the test, for example . . . if it comes back

as negative then the patient will be under a false sense of security

that okay, they don’t have cancer, so it’s giving full disclosure to

the patient that these are not 100% accurate. . . ” (032BD).

3.2.5 Intervention coherence
Most participants felt they understood the rationale behind a

GP offering a rapid test during an appointment, either due to the
symptoms they presented or the need for further investigation.
Participants believed this would be clear to them, especially if the
doctor provided a brief explanation for the test’s purpose:

“Yeah, obviously my symptoms . . . would match with a

certain cancer so yeah, I understand.” (016AR, previous 2WW).

“I think it would [make sense], as long as they obviously

explained what they were doing the rapid test for. I think they’d

need to say “okay, so these symptoms are all something that might

need examination, so therefore I’m [going to] do this test just to

tell me if I need . . . to do any other tests”.” (025HL).

3.2.6 Opportunity costs
Most participants did not perceive any opportunity costs

associated with taking a POCT during their GP appointment.
However, they felt that a positive test result could lead to follow–
up hospital appointments and the need to give up immediate plans,
such as travel:

“. . . if you’ve got the results and they said that you did have

cancer, then if you had plans in the future then you think, oh, I

can’t do that because . . . you’d have to go to the hospital to have

further [tests]. . . ” (023TA).

One participant highlighted that a slightly longer doctor’s
appointment due to taking a rapid test might cause some
inconvenience if they had a busy schedule. However, they stated
it was an adjustment they would be willing to make:

“. . . if I’d gone in and the appointment was going to be

longer and I was in a rush to get somewhere else it might be a

bit inconvenient but I think I’d just sort it out and . . . if I had to

get to a meeting . . . I’d just contact someone and say I’m going

to be late for a medical reason, . . . I would give it precedence. . . ”

(03NL, previous 2WW).

3.2.7 Perceived e�ectiveness
Although the majority of participants believed that cancer

POCTs would support their GP in determining the next steps with

regard to their symptoms, some indicated this would depend on the
accuracy of the test:

“It could help toward a diagnosis, it depends on how

accurate the POCT is. . . ” (032BD).

Some participants suggested the test would primarily assist
the GP in deciding the next steps or serve as a tool to rule out
potential diagnoses:

“I think it would be very helpful in maybe ruling out what it

is not rather than this is what it is, but it might be “it’s definitely

not that but there’s a possibility it might be this, we need more

tests”. (037NS, previous 2WW).

“I appreciate that all tests, nothing is completely 100%

foolproof, but I think it’s a very good basis to start from, and an

indication for further tests. . . ” (055SM).

However, some participants expressed concerns that the use
of POCTs in primary care might further strain general practice
and GPs:

“If it saves some time, then yes, but if it takes a long time

for [GP] to do, then obviously he’s going to have a queue building

up outside as well for the next, because what are we at now, is it

seven or eight minutes with a GP?” (036LE).

3.2.8 Self-E�cacy
Participants felt confident in their ability to undergo cancer

POCTs if they were offered by their GP. This confidence was linked
to their familiarity with other tests, such as having blood drawn,
which provided a sense of understanding about the testing process:

“I took like Covid tests before, I’ve took vitamin D tests, took

smear tests so yeah, I you know, I am familiar with these tests so

I would be comfortable doing a cancer one if I had to.” (016AR,

previous 2WW)

Participants noted that the type of test may influence their
ability to take it, but they expressed particular confidence in
completing finger-prick blood, saliva, or urine tests:

“Because it’s just either a pinprick for one drop of blood or

a urine dip test . . . Saliva, yes. So stool sample I’d have to come

back home to do. . . ” (01HY).

Participants felt anticipating a potential cancer diagnosis may
help prepare them for taking a POCT, whereas participants felt
being offered a cancer test unexpectedly may require additional
time to consider their decision:

“. . . if you’ve got an idea in yourmind that it could be cancer,

you’re sort of on the road to being prepared for that surprise

rapid test being done. If it’s symptoms that you wouldn’t know

are linked with cancer, then it would be a bit more of a shock . . .

I’d need to go away and digest, . . . but, no, I would go back [to

the doctor]” (045AT).
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Receiving clear information from the clinician and having the
opportunity to ask questions were considered important factors
influencing their ability to take the test:

“I would expect that the GP to explain [in] plain terms to

whoever it was, and make sure they understood what the test

was, what it would involve, what the results would or wouldn’t

tell you, and when they would get the results. And also provide

an opportunity for them to ask any questions beforehand. . . ”

(020NX, previous 2WW).

4 Discussion

In this large mixed methods study of the UK public, the
majority of participants considered POCTs for cancer in primary
care acceptable. Interview data indicated that participants favored
POCTs for the prompt reassurance of a negative result and
the quick indication of cancer likelihood. All TFA constructs
in the survey, except ethicality, reflected clear acceptability for
POCTs in cancer diagnostics. For ethicality, most participants
disagreed or expressed ambivalence that offering POCTs raised
ethical concerns. Interviews provided further insight, with some
participants highlighting potential religious or cultural barriers for
testing, while others raised concerns about patient mental health
and the implications of using less accurate tests. Most participants
preferred being offered a POCT over waiting on a 2WW pathway,
even if the test was indicative rather than confirmatory.

Test accuracy was important to participants with an expectation
that clinicians would clearly communicate the test’s limitations.
Participants also valued the opportunity to ask questions. The
survey indicated most participants believed POCTs would be
minimally burdensome. Interviews revealed that any perceived
burden was primarily related to the mental and emotional
impact of receiving a positive test result rather than POC testing
itself. Through interviews, participants expressed confidence in
their ability to undertake a POCT, particularly for sample types
such as fingerprick blood or urine. Previous testing experiences
appeared to reinforce confidence in taking POCTs for cancer.
Overall, participants perceived POCTs as straightforward and less
burdensome than invasive testing. We found some TFA constructs
elicited more detailed responses from interview participants, such
as affective attitude, ethicality, and self-efficacy, while others,
like intervention coherence and opportunity costs, generated less
discussion. This was likely due to participants finding certain
concepts challenging to understand and difficult to address in the
context of a hypothetical scenario.

A prominent theme emerging from our interviews was the
advantage of receiving the test and results immediately with POCTs.
These findings align with previous studies that have shown waiting
for cancer tests and results are a primary source of concern for
patients (28, 29). Given the sensitivity and profound implications
of a cancer diagnosis, patients prefer prompt investigations, as
evidenced by studies showing a high willingness to undergo testing,
even at a low risk of cancer (30).

Participants in our study emphasized the importance of
accurate tests, which is consistent with previous research
investigating patient preferences around cancer diagnosis and
screening (31, 32). For example, a previous study assessed the

acceptability of a non-invasive breast cancer diagnostic test found
that women found testing acceptable, or preferable to biopsy
if they were equally accurate or nearly equally accurate as a
biopsy (31). These findings align with our interview results where
participants preferred POCTs over waiting for 2WW investigations
but maintained expectations for high accuracy for POCTs. Another
study quantifying patient preferences for the use of Multi Early
Cancer Detection tests (MCED) reported similar prioritization of
accurate test results (32). Given that most POCTs are typically
less accurate than laboratory tests (13), policymakers will need to
carefully consider the balance of providing the public with rapid
testing while maintaining acceptable accuracy standards.

Participants in our study expressed a desire for clear
communication from GPs and genuine choice in deciding whether
they wanted to take POCTs. This aligns with findings from a study
on colorectal cancer screening, which emphasized the importance
of shared medical decision-making (33). This is particularly
important given that patient and clinician preferences may not
always align in cancer care decisions (34).

Several studies have shown that cancer stigma can impact
screening and testing uptake in ethnic minority groups, particularly
within Black communities (35–37). While our survey indicated
high acceptability of POCTs among ethnic minority groups,
acceptability was slightly lower in the Black community. Previous
research suggests there is a greater stigma surrounding cancer
diagnoses in African cultures (38–40). This highlights the
importance of cultural differences and barriers in influencing the
acceptability and uptake of new tests. Prior to implementation, it is
crucial to carefully consider cultural barriers to testing, as failing to
do so could exacerbate inequalities in cancer care.

4.1 Strengths and limitations

A key strength of this study is its mixed-methods design. The
survey allowed us to assess public acceptability of POCTs for cancer,
while the interviews provided deeper insights into the nuances
of acceptability. Notably, the interviews identified barriers and
facilitators to POCT uptake that the survey could not capture. The
use of the TFA (17) to inform both the survey instrument and
the interview topic guide facilitated a comprehensive assessment
of acceptability by considering its multiple constructs, thereby
yielding robust and detailed data. Additionally, considering POCTs
broadly as opposed to focussing on a specific exemplar test allowed
us to capture wider perspectives applicable to various test (e.g.,
a preference for fingerprick blood and urine tests). This provides
additional insights for test developers to consider when addressing
patient acceptability in the design of future tests.

One limitation of this study was assessing prospective
acceptability using a hypothetical scenario for POC testing in
the interviews. This approach may have been challenging for
participants, as a vignette might not elicit the same level of
detail as reflecting on the actual experience of undergoing
POC testing. Additionally, the underrepresentation of individuals
with education below degree level, particularly in the follow-
up interviews was also a study weakness. This may have
contributed to a greater awareness of diagnostic test limitations
and cancer pathways among the sample. Moreover, the exclusion
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of participants who were not fluent in English may have resulted
in the omission of important perspectives on the acceptability of
POCTs among non-English speaking communities in the UK. Prior
to potential implementation of POCTs, the acceptability of POCTs
within these communities should be explored further, particularly
given that findings indicated there may be cultural or religious
ethical considerations to address.

5 Conclusion

POCTs for cancer were acceptable and desired by the
UK public, primarily due to the immediacy of their results.
Future test developers should consider patients’ preference for
tests with accuracy comparable to laboratory tests. When using
cancer POCTs in primary care, GPs should prioritize clear
communication regarding the test and its limitations, while
fostering shared decision-making with patients. We recommend
that the uptake of any cancer POCT in the future should involve
evaluating the acceptability of the specific test, particularly in
underrepresented populations.
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