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In response to an increased focus on acceptability research in healthcare, this perspective paper highlights the challenges of assessing acceptability and the need for, and importance of, further work to develop best practice guidelines for evaluating the acceptability of cancer screening. We report the results of a rapid consultation consensus survey carried out to explore the extent of conceptual, methodological, and translational challenges shared by those involved in assessing the acceptability of cancer screening. Our findings demonstrate that the current lack of consensus regarding the conceptualization and definition of acceptability is a key challenge which gives rise to further methodological and translational issues. The implications of the challenges experienced by those assessing the acceptability of cancer screening are discussed from a behavioral science perspective.
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Background

In recent years there has been increasing interest in the concept of acceptability in healthcare, driven by a growing global focus on patient-centered care. In 2016, the World Health Organization called for central changes to the ways that health systems operate (1). They set out a strategy for the provision of health services which respond to the needs and preferences of individuals throughout their lifetime, and this is reflected in the aims of bodies such as Patient Centered Outcomes Research Institute (PCORI) (2). Increasing recognition of the importance of public and patient acceptability is also reflected in healthcare intervention frameworks. The UK Medical Research Council's latest framework for developing and evaluating complex interventions includes acceptability as a key element (3). In response to rising demand for a definition and measure of acceptability, the Theoretical Framework of Acceptability (TFA) was published in 2017 consisting of seven key domains for evaluating healthcare interventions: affective attitude, burden, perceived effectiveness, ethicality, intervention coherence, opportunity costs, and self-efficacy (4), and has since received over 3,000 citations (Google Scholar).

In the context of cancer screening, acceptability is further endorsed by researchers and regulatory bodies. The CanTest framework advocates for patient and clinician acceptability to be evaluated during the development and implementation of early cancer detection tests, including screening (5). Similarly, the UK National Screening Committee stipulates that tests used in screening programmes should be acceptable to the target population and that there should be evidence that the screening programme is “clinically, socially, and ethically acceptable to health professionals and the public.” (6). This has become increasingly relevant given recent innovations in early cancer detection (such as risk-stratification, the use of Artificial Intelligence, and emerging biomarkers and technologies) which are expected to inform the delivery of established and emerging screening programmes (such as lung cancer screening) (7, 8). Understanding the acceptability of current and emerging practice is important to identify factors which may influence participation and experiences of taking part in cancer screening. This information can be used to inform the introduction of new screening programmes and guide public health communications about changes to existing practice. Importantly, there are widespread and deep-rooted inequalities in cancer screening uptake.

Individuals experiencing higher socioeconomic deprivation and those from minoritised ethnic groups, as well as other marginalized groups (e.g., LGBTQ+ people, those with physical and learning disabilities and people with mental illness) face additional barriers to taking part and show lower rates of participation across national screening programmes (9–15). Acceptability research is therefore further justified to identify the specific needs and preferences of underserved populations to inform the equitable implementation of emerging innovations in cancer screening and reduce existing disparities.



Challenges in acceptability research: a rapid consultation consensus survey

Given the growing importance of evaluating public acceptability of current and emerging practices in cancer screening, sound methodological approaches for researching acceptability are required. Following several cross-institution cancer behavioral science research seminars in 2022, and a well-attended symposium at the UK Society for Behavioral Medicine conference in 2023, the authors identified various shared challenges of conducting acceptability research in cancer screening. To determine if these challenges were experienced by other researchers, we conducted a survey to gather stakeholder consensus among the wider research community. This survey sought to better understand the challenges of conceptualizing, conducting, assessing and interpreting acceptability research in the context of cancer screening.

The anonymous online survey was hosted on Qualtrics. Participants were given study information and agreed to a consent statement before completing the survey. This study was approved by the Queen Mary University of London Research Ethics Committee (reference: QME23.0283) and study recruitment took place between 8 April and 22 July 2024. All participants were recruited using convenience sampling and snowballing techniques. Authors invited cancer screening stakeholders (n = 61) to complete the survey either via LinkedIn or direct email, and participants were encouraged to share the survey link with others in the field.

Survey items were developed to assess participants' involvement and experience of assessing the acceptability of cancer screening and early detection. These included their methodological approaches and the challenges they face in conceptualizing and defining acceptability, using theories/frameworks, and translating acceptability outcomes (Figure 1). Participants were asked to indicate “how much have each of the following been a challenge for you” on a 4-point Likert scale ranging from “not at all challenging” to “very challenging.” There was also a “Not sure/Don't know” and a “not relevant to my work” option. Free-text boxes were included for participants to offer further detail about experienced challenges. The survey is available at OSF Challenges of assessing acceptability in the context of cancer screening.
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FIGURE 1
 Extent of challenges experienced by researchers in the context of cancer screening (N = 41). Responses: *n = 26; **n = 37; ***n = 33. Responses to the items were collapsed into dichotomous responses: Not Challenging (“Not Challenging,” “A Little Challenging”) and Challenging (“Quite Challenging” “Very Challenging”).


Responses to the challenge items were collapsed into dichotomous outcomes: “Not Challenging” (“Not At All Challenging” and “A Little Challenging”) and “Challenging” (“Quite Challenging” and “Very Challenging”). The number and percentage of individuals who responded “Challenging” vs. “Not Challenging” for each item are reported in Figure 1 and Supplementary Table S1, as well as those who selected “Not Sure/Don't Know and “Not relevant to my work.”

The survey was completed by 41 participants which limits analyses beyond descriptive statistics. We used direct and snowball sampling to reach a range of stakeholders, but this means we do not know how many participants were contacted indirectly through snowballing, and therefore it is not possible to report a response rate.

Most participants had experience of qualitative and/or quantitative acceptability research (80.5 and 63.4%, respectively; Table 1). Other stakeholders included policymakers (22.0%), healthcare professionals (14.6%) and Patient and Public Involvement (PPI) representatives (7.3%).

TABLE 1 Stakeholders' expertise and interest in acceptability research (N = 41).	Area of expertise/interesta	n (%)
	Qualitative research methods	33 (80.5)
	Quantitative research methods	26 (63.4)
	Cancer screening/early detection policymaking	9 (22.0)
	Cancer screening/early detection funding	7 (17.1)
	HCPb with experience/interest in acceptability research	6 (14.6)
	PPIc with experience/interest in acceptability research	3 (7.3)
	Other expertise/interest in acceptability research	3 (7.3)

aAs participants were able to tick multiple boxes to represent multiple areas of expertise/interest these categories are not mutually exclusive.
bHealth care professionals.
cPatient and Public Involvement representatives.


The survey related to both cancer screening and early detection research. However, the following results are interpreted in the screening context. The extent of challenges experienced by participants involved in assessing the acceptability of cancer screening are outlined in Figure 1. Although many of these challenges are inter-related, key concerns relate to a lack of consensus about (1) how to conceptualize cancer screening acceptability, (2) what methods to use to evaluate it; and (3) how this translates to evidence-based practice. These challenges are discussed in turn.



Conceptual challenges


Defining acceptability and distinguishing it from other constructs

The challenge endorsed by the greatest proportion (73.2%, n = 30) of survey respondents was distinguishing between acceptability and other implementation outcomes. Although there is broad consensus that it is important to assess acceptability in screening (6, 16) and other healthcare interventions (3), there is a widespread failure to define the concept. Without a clear definition, it is profoundly challenging to design and evaluate healthcare interventions in the cancer screening domain (4).

A variety of definitions have been employed across healthcare literature, underlining the opacity of the concept. The term “social acceptability” has been used to indicate a mutually shared or communal opinion about the nature of the intervention [e.g., “the patients' assessment of the acceptability, suitability, adequacy or effectiveness of care and treatment” (17)]. However, the use of acceptability within this definition renders it inherently circular and poorly operationalised. The systematic review used to develop the widely used TFA defines acceptability as “A multi-faceted construct that reflects the extent to which people delivering or receiving a healthcare intervention consider it to be appropriate, based on anticipated or experienced cognitive and emotional responses.” (4). We argue that this definition is also challenging to utilize meaningfully in the cancer screening context. It is unclear whether the term “appropriate” is a proxy for acceptability or is in fact one of a multitude of dimensions that comprise acceptability. Further, the development of the TFA definition of acceptability was theoretically based and may therefore be lacking important insight from the screening-eligible public. The finding, that conceptualizing acceptability remains one of the most challenging issues faced by researchers in cancer screening (Figure 1), suggests that the existing definitions are not wholly appropriate for use in this setting.

The heterogeneity of acceptability research to date is compounded by widespread conflation with several other evaluation and implementation outcomes (2, 3). These include feasibility, satisfaction, appropriateness, utility, tolerability, and preference (18). Further complication arises from the fact that other outcomes are often used as proxies for acceptability; for example, intended or actual uptake. However, it is not clear how far such terms relate to acceptability and by what mechanisms. Additionally, although acceptability and behavior appear intuitively linked, it is possible that an individual may engage in a behavior that they do not find acceptable and vice versa, making it challenging to dissect the relationship between the two. This was captured in survey respondents' comments:

“Acceptability should be related and at the same time differentiated from usability (another vague notion) and actual intentions. Another aspect to be explored is ‘preferences'… What are the drivers of acceptability to intentions and then on to implementation intentions and actual carrying out of the behavior?”

“As a health economist, we use predicted uptake calculated from discrete choice experiment (DCE) surveys. Thinking about it, acceptability is different to uptake, but they are related. For example, in DCE's, researchers can quantify the strength and magnitude of respondents' preferences for specific attributes of a service, e.g., distance to the screening location.”



The relationship between hypothetical and real-world acceptability

To date, much of the existing acceptability research in the context of cancer screening has been hypothetical or prospective. Overall, 70% (n = 37) of survey respondents reported that they find it challenging to know whether acceptability measured in this way translates to experiential acceptability and whether acceptability research leads to better implementation outcomes. This necessitates future investigation into whether acceptability measured in practice, or even retrospectively, differs from prospective acceptability.



Lack of clarity on how to evaluate acceptability

Healthcare services are complex adaptive systems and screening programmes represent complex multidimensional interventions. Moreover, the spectrum of human behaviors and emotional responses to cancer screening is equally varied and nuanced. Due to the apparent level of complexity in this setting, it is challenging to ascertain which aspect(s) of an intervention need to be considered acceptable to fulfill criteria like those proposed by the UK National Screening Committee (6, 16). For example, should researchers be considering acceptability of a screening programme in general, the screening test itself, the approach to defining the eligible population or the frequency of screening? If acceptability should be measured for each of these components, this begs the question of how these individual measures could be reconciled into a single outcome representing the totality of screening acceptability, as explained by a participant:

“…considering whether acceptability should be defined as someone finding the intervention tolerable vs someone actively like/wanting to engage in the intervention – this might differ for different types of intervention.”




Methodological challenges


Choosing an appropriate model, framework or measure of acceptability

The experiences of those conducting acceptability research in cancer screening calls attention to a need to better conceptualize and define acceptability to enable its assessment and evaluation in a context-specific manner with clear guidance on quantitative measures and qualitative assessments. We posit that doing so should involve stakeholders across research, policy, and practice, including those delivering and receiving the offer of engaging with cancer screening tests.

In response to the growing recognition of acceptability of healthcare as a distinct construct, several frameworks/measures have been developed, but the application of these depends on the evaluative context of acceptability in healthcare. For instance, the Consolidated Framework of Implementation Research (CFIR) has been used to evaluate the societal and organizational acceptability of risk-stratified cancer screening (19). However, beyond its “inner setting” the CFIR and other frameworks drawn from implementation science (3, 20), offer minimal guidance for measuring acceptability from an individual-level perspective. Frameworks and measures for the latter perspective are often confined to a specific health context, for example, Treatment Acceptability Questionnaire for psychological support (21), or interventions such as digital health apps which tend to use the Technology Acceptance Model (22). This may explain the popularity of the generic TFA (4, 23) which has been cited across numerous healthcare domains, including cancer screening, with 43.9% (n = 18) of our survey respondents using this theoretical framework.

Notwithstanding the TFA's popularity, its applicability to cancer screening research is mixed. Quantitative applications of the TFA to cancer screening have identified cognitive and affective dimensions of acceptability consistent with the TFA's conceptualization of acceptability (24–26). However, the separation of cognitive domains (e.g., intervention coherence, perceived effectiveness, and ethicality) from affective domains is problematic due to the duality of rational and emotional influences on attitudes to cancer screening (27–29). Several qualitative studies have used the TFA to inform topic guides (30, 31) and have found considerable overlap between some TFA domains, and unsuitability of others for different cancer screening contexts. Nor is it clear to what extent the generic domains of the TFA capture cancer screening preferences, values, and experience (30, 32) and how these map onto cognitive and affective responses. Notably, the TFA appears to have been applied with greater effect to more discrete health interventions, such as vaginal rings (33) rather than interventions with multiple procedural and/or contextual components such as cancer screening (30, 32).

Sekhon et al. suggest the TFA accommodates a range of stakeholder perspectives based on “how appropriate an intervention is perceived to be by those delivering or receiving it.” (4). Nevertheless, a comprehensive assessment of cancer screening acceptability may require the application of a range of theoretical frameworks. For instance, the TFA is primarily informed by a psychological model of health behavior and, therefore, may be more applicable for assessing acceptability from the perspective of patients rather than those delivering an intervention. The need to adapt ways of assessing acceptability from stakeholder perspectives is exemplified by recent research assessing views on risk-based cervical cancer screening which effectively incorporates both the CFIR and TFA for health professionals and patients, respectively (34). This leads to a question of whether existing models of healthcare acceptability, such as the TFA and CFIR, can and ought to be adapted to a cancer screening context or whether we need to develop a specific framework. Interestingly, 36.1% (n = 13) and 38.9% (n = 16) of survey respondents thought developing a framework of acceptability for cancer screening would be “quite useful” or “very useful,” respectively, suggesting that adapting existing models may be a useful starting point.



Knowing what would indicate something is “acceptable” or “unacceptable”

How to determine what is acceptable vs. unacceptable, in term of where the cut off or distinction lies, was reported as challenging by 65.9% of the survey respondents, placing this the fourth most common out of the listed challenges. The following two participants' responses highlight the lack of guidance for defining appropriate thresholds of acceptability:

“Deciding when something is acceptable or unacceptable is a challenge to come to an overall conclusion- e.g., using the TFA you get a lot of detail about different dimensions of acceptability but bringing this to an overall conclusion is a challenge and I think more guidance would be helpful.”

“Deciding on whether something is ‘acceptable' based on mixed views and feedback. With qualitative research, you generate a lot of data on different aspects of acceptability, so it's hard [to] decide whether something is firmly acceptable or not to inform recommendations.”

Therefore, a key challenge in this area is determining acceptability thresholds. This reaffirms the need for a standardized conceptualization of acceptability of cancer screening.




Translation challenges

Stakeholder perspectives are essential to help improve the assessment of acceptability in the cancer screening context. Concerningly, over a third of survey respondents struggled to understand what health professionals, funders and regulatory boards are looking for in terms of acceptability research, as well as how such research should be appraised. Regulatory bodies like the UK NSC may need to clarify their criteria for screening implementation [that screening programmes are “acceptable to health professionals and the public” (6)]. Including a range of perspectives in the development of theories and measures of acceptability will be essential to ensure research is generating useful evidence. One survey participant with lived experience of cancer commented:

“[I] know there are no simple answers to this but involving PPI/partners in research is crucial, listening to them and working to look at most suitable models rather than suggesting their contribution is ‘anecdotal' and somehow less worthy than academic theoretical models.”

Although fewer than one in five participants found involving PPI in acceptability research challenging, 46% (n = 17) of participants agreed that it was a challenge to know how the public perceive acceptability research. This suggests that ongoing discussions about the direction of acceptability research in cancer screening should involve members of the public and align with their values, preferences and priorities.



Limitations

This study has several limitations. The rapid consultation survey involved a small, UK-based convenience sample, limiting its representativeness for those engaged in evaluating and measuring the acceptability of cancer screening. However, the survey aligns with our aim to offer an initial agenda to promote wider discussion and scope for further research at both national and international levels. Further research should also explore the perspectives of those involved in delivering healthcare services related to cancer screening i.e., may be involved in supporting research studies, as they may highlight different challenges in defining acceptability.

While efforts were made to specify our focus on cancer screening, some of the challenges under discussion may intersect with those of existing health evaluations and intervention frameworks (2, 3, 19, 20).



Conclusions

Despite the increasing focus on acceptability as a health implementation outcome, there is a clear need to conceptualize and define what acceptability means in the context of cancer screening. To support meaningful assessment and evaluation by both those delivering and receiving cancer screening, two approaches may be considered: (1) adapting existing healthcare acceptability frameworks to identify relevant dimensions and thresholds for cancer screening, or (2) developing a specific framework tailored to this context. We suggest that the latter may be necessary to capture the inherently adaptive and process-oriented nature of cancer screening. In either case, the incorporation of a range of stakeholder perspectives, especially the screening eligible public, will be key. Further research with a more representative sample population will be required to address these considerations.
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