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SUMMARY OF PROGRAMME
The faecal immunochemical occult blood tests (FIT) are superior to the guaiac based faecal
occult blood test (gFOBT) that is currently used in the NHS Bowel Cancer Screening
Programme. They detect human globin in stool sample which avoids any dietary influence
on positivity rates and newer versions are quantitative so that the threshold level for positivity
can be varied. FITs are used in some bowel cancer screening programmes (Italy, Japan,
Korea, Australia) to screen general population but in this study we propose to establish if
they can be used as a safe, acceptable and cost-effective method of surveillance for people
who are at increased risk of developing colorectal cancer because of a prior history of
adenomas.
Our principal aim is to determine the 3-year programme sensitivity of annual faecal
immunochemical test (FIT) for detection of advanced adenomas (AA) or colorectal cancer
(CRC) in people who took part in the National Bowel Cancer Screening Programme and who
were diagnosed with intermediate risk adenomas requiring colonoscopic surveillance.
Whilst waiting for their first surveillance colonoscopy, eligible participants will be asked to
complete a FIT test once a year. Participants who are classified as being at intermediate
risk of developing colorectal cancer will be asked to complete 3 annual FIT tests before
undergoing their surveillance colonoscopy. If the result of the FIT test in year1 or year2 is
positive their surveillance colonoscopy will be brought forward and they will not proceed to
the next round of FIT testing.
Findings at surveillance colonoscopy will be used as gold standard against which we will
measure the programme sensitivity and specificity of the FIT test.
Study participants, who consent to take part and complete a FIT test, will be asked to
complete a questionnaire which will include general measures of quality of life and more
specific instruments to monitor the psychological consequences of using the FIT.
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BACKGROUND
Adenomas develop in a third of the population by age 60 [1]. Most are asymptomatic and are
usually an incidental finding at colonoscopy, and most do not progress to malignancy [2].
Following adenoma removal, however, around 50% of people remain at increased risk of
developing CRC or advanced adenomas (AA), which are those most likely to develop into
cancer [3-5]. The risk of developing CRC and AA varies with the characteristics of previously
removed adenomas [3-5]. Patients with large (≥ 1cm) or multiple adenomas removed are at
intermediate or higher risk. Those with just 1-2 small adenomas are at low risk and averagerisk screening is probably adequate for them. The NHS Bowel Cancer Screening Programme
(BCSP) uses a modification of the UK guideline for colonoscopy surveillance after adenoma
removal [6] (Figure 1) which recommends colonoscopy surveillance only for the higher-risk
groups. However, there are a number of problems in the use of colonoscopy for this purpose.
It is not 100% sensitive and studies suggest that most AAs and CRCs detected at surveillance
exams were already present but missed at the previous colonoscopy [4, 7]. In trials comparing
different intervals between exams (from 1 to 4 years), more cancers have been detected in
the longer-interval groups, suggesting that some missed AA progress to malignancy during
this period [8]. Moreover, the detection rate of CRC or AA at each colonoscopy is only around
3%, so 97% of colonoscopies will either be negative or only detect small adenomas of low
malignant potential [5, 9]. Colonoscopy is also a very expensive procedure, and in addition all
colonoscopies carry a small risk of serious complications. Therefore the negative
colonoscopies are costly and risky and provide no therapeutic benefit other than reassurance.
Colonoscopy should therefore be reserved for cases where the benefits outweigh the risks
and costs.
Surveillance following adenoma detection currently accounts for around one fifth of
colonoscopies in the UK (R. Valori, personal communication), but colonoscopy is also widely
used to investigate colonic symptoms or a positive faecal occult blood screening test (FOBT)
result. The use of FOBT in the Bowel Cancer Screening Programme has led to an increase in
the number of colonoscopy referrals, to the point where the number of colonoscopies being
undertaken is overwhelming the available endoscopy workforce. An alternative, more costeffective method of protecting people with higher-risk adenomas is therefore urgently required.

NEED FOR RESEARCH IN THIS AREA
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Most screening programmes use the guaiac-based faecal occult blood test (gFOBT), which
has been shown to reduce CRC mortality rates in trials by up to 20% [10]. However,
immunochemical faecal occult blood tests (FITs) incorporate several features that make them
more suited for diagnosis of colorectal neoplasia in higher-risk groups. FITs use antibodies
raised against the human globin component of haemoglobin and are not subject to
interference from animal blood in the diet. They have higher sensitivity for CRC and AA than
gFOBT [11-13], with higher positivity (recall) rates but similar positive predictive values. Some
immunochemical tests can be automated and the cut-off level for positivity adjusted to change
the sensitivity and specificity in different clinical settings. Several studies (involving a total of
108,804 people) have examined the performance of the FIT test in the screening context [12,
14-20]. The majority use the latex agglutination test (LAT) with a cut-off of 100ng
haemoglobin/ml sample solution (as we propose) and achieve a positivity rate of 4%-6% using
1 or 2 samples per patient. The positive predictive value at first screen is around 10% for
cancer and 20% for AA. Sensitivity for AA is around 25-30% but does not appear to decrease
with repeated screening [21] and therefore programme sensitivity over 3 screenings should
approach that of colonoscopy at 3 years. Therefore, annual FIT should detect most important
lesions in people who would normally undergo 3-yearly colonoscopy surveillance and would
result in fewer colonoscopies being undertaken overall.
Evidence on the use of immunochemical occult blood testing in higher-risk groups is limited to
3 studies [22-24]. In the first two studies (n = 252 and 169 respectively), patients with a familial
risk of colorectal cancer used the FIT before colonoscopy, and sensitivities of 75% and 85%
for AA were reported. In the third study, in which 611 patients with previously resected cancer
used the FIT before colonoscopy, the FIT detected all 9 recurrent or metachronous cancers.
There is no evidence on the programme sensitivity of FIT over more than one screening in
higher-risk groups.

AIMS AND OBJECTIVES
The overall objective is to test the hypothesis that annual immunochemical faecal occult blood
testing (iFOBT or FIT) is a feasible, safe, acceptable and cost-saving alternative to
colonoscopy surveillance for the diagnosis of advanced adenomas (AA) and early stage
colorectal cancer (CRC) in patients with intermediate risk colorectal adenomas as defined by
national guidelines (see Figure 1).
Figure 1: Surveillance Guidelines
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Primary aim
•

To determine the 3-year programme sensitivity of annual FIT for detection of AAs or
CRCs compared with colonoscopy undertaken at 3 years in patients with intermediaterisk adenomas detected following a positive faecal occult blood test (gFOBT)
completed as part of the Bowel Cancer Screening Programme (BCSP) in England.

Secondary aims
•

To examine the acceptability of FIT compared with colonoscopy as an alternative
method of surveillance for people at an increased risk of CRC.

•

To calculate the incremental costs and cost-effectiveness of FIT vs. colonoscopy
surveillance.

•

To model the potential of FIT screening to replace colonoscopic surveillance for
groups at intermediate risk of developing CRC such as those with a personal or family
history of CRC but not a dominantly-inherited syndrome. These groups pose a major
resource problem for endoscopy units.
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RESEARCH PLAN
This is a pragmatic accuracy and efficiency study to assess programme sensitivity of annual
FIT using colonoscopy at 3 years in those testing negative as a reference standard. The study
will also address acceptability and cost-effectiveness of annual FIT as an alternative to 3yearly colonoscopy for adenoma surveillance.

Eligible participants
All the people aged between 60 and 71 years who were diagnosed with intermediate or high
risk adenomas at colonoscopy following a positive FOBT in the National Bowel Cancer
Screening Programme in England and who need colonoscopic surveillance are eligible to
take part in our study.
Exclusion criteria: none

Sample Size
A range of sample-size calculations have been carried out for varying prevalence rates of
CRC/AA and varying detection rates for the FIT regimen compared to the 3-year colonoscopy
(see Table 1). Our sample size calculations are based on estimation of the proportional
programme sensitivity of the three annual FITs compared with a three-year anniversary
colonoscopy, assuming that any CRC/AA cases found as a result of the intermediate FITs
would also be found at the 3-year colonoscopy. We determined the sample size required to
give acceptable precision on this relative sensitivity. The statistical analysis is conditional on
the total number of CRC/AA cases found, including those at the 3-year colonoscopy in those
with negative FIT results. Suppose the prevalence of CRC/AA is 3% and the FIT regimen was
able to diagnose 75% of cases which would otherwise be detected at the 3-year colonoscopy.
To provide a 95% CI within ±10% of this, we would require 72 cases of CRC/AA and 2401
recruits. With a relative sensitivity of 80%, we would require a sample of 2048. With a 2.5%
rate and 80% sensitivity, we would require 72 cases and 2881 recruits in total. With the same
assumptions, if the relative sensitivity was 80%, for a 95% CI within ±10% of this we would
need 61 cases of CRC/AA and 2048 patients, assuming a 3% rate of CRC/AA. With a 2.5%
rate, we would require 61 cases and 2458 recruits in all.
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Table 1: FIT vs. colonoscopy: Sample size calculations
Sample size
CRC/AA
prevalence

3%

2.5%

Relative
detection rate

Width 95% CI

Cases of
Assuming compliance
CRC/AA

with all tests of 40%

75%

20% (+/-10%)

72

6003 ± 600

80%

20% (+/-10%)

61

5120 ± 512

75%

20% (+/-10%)

72

7203 ± 720

80%

20% (+/-10%)

61

6145 ± 615

Table 1 shows the range of possible case yield and sample size assuming 40% attrition. By
definition, we are taking our study population from those who have complied with initial
referral to colonoscopy. It is therefore likely that our population is more motivated than the
population in general, and our anticipated rates of further participation are therefore likely to
be conservative. If we assume that 65% of those recruited comply with the first FIT, that we
lose a further 20% of those remaining at either the second or third FIT episodes, and that
80% of those remaining fully compliant attend their surveillance colonoscopy, we are left with
a proportion fully compliant of 0.4 (0.65 x 0.8 x 0.8). With the most conservative assumptions
on relative programme sensitivity (75%) and AA/CRC prevalence (2.5%), and allowing for a
compliance rate of 40% requires a maximum sample size of 8000 (see Table 1).

Planned Interventions
Identifying eligible people
People with intermediate risk adenomas will be identified in the Bowel Cancer Screening
Programme database by the Connecting for Health team in Exeter who will send us a
dataset with participants' contact details. This dataset will be stored securely on servers in a
data centre provided by IOKO. This company provides a secure managed hosting facility
compliant with all the current regulatory requirements governing the NHS data storage and
they work with around 200 NHS organisations at present. Secure access to the data centre
would be provided from a few identifiable computers over a virtual private network
connection (VPN). Data exchange would be encrypted and access controlled by the use of
strong passwords. IOKO will provide a fully managed service, in line with industry standards
including daily monitoring and backups.
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The details of all the eligible people will initially be available only to the NHS staff at South of
England Bowel Cancer Screening Programme Hub. Once people consent to take part in the
study, their details will become available to the research team at the Imperial College.
Materials to be used in the study
Please, see Appendix 1

FIT test
We will use the semi-quantitative immunochemical faecal occult blood test OC-SENSOR
produced by Eiken Chemical Co., Tokyo, Japan and distributed by MAST group Ltd., UK.
The FIT kit contains written instructions and a single sampling tube, with 2 ml haemoglobin
stabilising buffer. The users are asked to collect the sample on a single occasion and to post
it immediately to the processing laboratory (Bowel Cancer Screening Programme – South of
England Hub, Postgraduate Medical School, University of Surrey, Daphne Jackson Road,
Manor Park, Guildford GU2 7WG)
FIT testing/surveillance
Round 1 (Yr 1): All the eligible people will be sent a FLYER to alert them to our study
around 1 year after the colonoscopy at which intermediate risk adenomas were detected.
A week later, an INVITATION to take part in the study will be sent, together with detailed
patient information sheet, a consent form and a FIT kit.
Those who do not respond to this invitation within 3 weeks will be sent a REMINDER and a
replacement kit if required.
People who give their consent and return a completed test will form our sample and will be
required to complete 2 further rounds of FIT testing.
Those who test positive at the first FIT will be offered immediate colonoscopy in the Bowel
Cancer Screening centre that is responsible for their surveillance and will return to point B in
the BSG guideline algorithm (Figure 1). They will not receive FIT kits in years 2 and 3.
Round 2 (Yr 2): Patients who test negative in the first round will be sent another FIT one
year later. Those who test positive at the second round will be offered immediate
colonoscopy and will return to point B in colonoscopic surveillance programme (Figure 1).
Round 3 (Yr 3): People who test negative at years 1 and 2 together with those who did not
complete their test in Round 2 will be sent another FIT at 3 years. These people will all be
invited for the routine surveillance colonoscopy due at 3 years, irrespective of the FIT result,
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and will return to point B in colonoscopic surveillance programme as depicted in Figure 1. All
lesions detected at colonoscopy would be removed and subjected to pathological
assessment, as is the usual practice. Both patients and their GPs will be informed of the
results of each completed FIT test in each round.
FIT test processing
People who take part in the study will mail their used kit in prepaid, addressed envelopes to
the laboratory of the Bowel Cancer Screening Programme South of England Hub. The kits
will be processed as per the manufacturer's instructions and the results from the processor
will be uploaded into the database. The positivity threshold will be set at 100 ng
haemoglobin/ml sample solution as was used in other studies (14-20).
A proportion of tests will be spoilt either due to inappropriate handling by users or due to
technical faults in the laboratory. In such cases participants will be offered a chance to
repeat the test and a new kit would be sent to them.
Patient experience questionnaires
Throughout the study, we will assess various aspects of patient experience including the
acceptability and psychological consequences of annual surveillance using a home-based
faecal immunochemical testing.
In order to study the emotional consequences of FIT surveillance we will assess general
mood before completing the first Fit test and then after each round of FIT surveillance. Our
itinerary of questions to monitor emotional impact include the short version of the
Spielberger State Anxiety Inventory (STAI) (27) and more specific measures of bowelcancer related worry which has previously been used to study the psychological impact of
being offered colonoscopic surveillance [26]. We also use three items from the emotional
subscale of the positive psychological consequences of screening questionnaire to ascertain
the degree of reassurance gained after each round of FIT surveillance (28).
In Rounds 1 and 2 questionnaires will be administered with the receipt of final testing
outcomes (i.e. a negative FIT result letter or letter informing participants of the outcomes of
their diagnostic colonoscopy). In order to avoid unnecessary distress we shall not mail
questionnaires to those with a diagnosis of cancer. In the final round of FIT surveillance,
questionnaires will be administered with the letter informing patients about the outcome of
their 3-year surveillance colonoscopy.
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Flow of the participants through the study and planned interventions are shown in Figure 2
below.
Figure 2: FIT study interventions plan
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ETHICAL CONSIDERATIONS
Risks and anticipated benefits for trial participants and society
The anticipated benefits for society and for future patients found to have intermediate risk
adenomas include avoidance of the need for regular colonoscopic surveillance, which carries
a measurable risk of serious complications. In addition the alternative method of surveillance
we have proposed – stool testing with a sensitive FIT - would be more convenient as it can be
conducted at home, with the inconvenience of colonoscopy restricted to those who test
positive (expected to be less than 20% over 3 years). There are additional anticipated benefits
to society such as cost-saving and better use of endoscopy resources by replacing some of
colonoscopic surveillance with FIT.
Inviting people who have had colonoscopy and have been told they need a colonoscopy in
three years’ time may heighten their perception of their risk of colorectal cancer and possibly
increase doubts about the effectiveness of colonoscopy in preventing colorectal cancer.
During the study, they will have additional protection against development of cancer as they
will undergo FIT testing annually in addition to their 3-year surveillance colonoscopy.
However, patients need to understand that around 1 in 10 people participating in the study will
require an early colonoscopy because they will have a positive FIT at Years 1 or 2. Around
one half of people having an early colonoscopy will have no adenomas detected, so the early
colonoscopy will not be of benefit to them. Conversely, some people will have advanced
adenomas detected and for these people it will be an advantage to have important lesions
found and treated earlier.
There are no additional risks since there will not be an increase in the number of
recommended colonoscopies Participants, who have an early colonoscopy because of a
positive FIT test at years 1 or 2, will have their next scheduled colonoscopy 3 years later. The
current guideline for adenoma surveillance recommends that patients with intermediate
adenomas should have two negative exams before stopping surveillance.

Obtaining informed consent from participants
We have engaged service users with the project in order to get their input in drafting clear and
understandable information for participants to ensure that they are able to give fully informed
consent. Their suggestions have been incorporated in the materials we submit with this
application (see Appendix1). The consent form and comprehensive patient information sheet
will be posted to potential participants and they will be encouraged to discuss the materials
with members of their families, friends and GPs. A proportion of people may want to discuss
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the study and potential implications of their taking part with a member of staff so we provided
a help-line number and a half-day training course for staff manning the help-line.

Proposed time period for retention of relevant clinical trial documentation
The Imperial College Clinical Research Governance Office requires that all primary research
data be retained for a minimum period of 10 years following completion of the study.
We shall endeavour to ensure that the study is conducted ethically and efficiently. We shall
establish a Trial Steering Committee (TSC) which will meet bi-annually. Imperial College
research governance procedures will ensure that all appropriate regulations and guidelines
are followed.

DATA ANALYSES
Primary outcome
•

The cumulative yield of CRC/AA in those testing positive on any one of the three
annual FITs, relative to the total CRC/AA (those testing positive on any of the FITs
plus additional CRC/AA cases detected at the 3-year colonoscopy in those testing
negative at all three FITs). From this, we can calculate the proportion of cases which
would go undetected if the FIT regimen was standard.

Secondary outcomes
•

Completion and positivity rates for 1st, 2nd and 3rd annual FITs.

•

Positive predictive values for the detection of CRC/AA at the 1st, 2nd and 3rd FIT
screenings in patients who undergo colonoscopic investigation.

•

Detection rate of CRC/AA at the 3-year colonoscopy in patients who test negative at
the 1st, 2nd and 3rd FIT screening.

•

Subjective physical and mental well-being following 1st, 2nd and 3rd annual FITs (e.g.
the impact positive vs. negative FIT screenings, interval colonoscopies etc.)

•

Preference for annual FIT vs. 3-yearly colonoscopy for surveillance and satisfaction
with FIT at the 3 year assessment.

•

Incremental costs and cost-effectiveness of the FIT regimen versus three-year
colonoscopy surveillance.

The primary analysis will be to estimate the relative programme sensitivity of the three FIT
tests compared to a colonoscopy at three years. This is calculated as:
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where f1, f2 and f3 are the numbers of CRC/AA cases found as at colonoscopy following a
positive first, second or third FIT, and c3 is the number of CRC/AA cases found at the 3-year
colonoscopy in those without positive FIT results. This is calculated using those taking up all
FIT tests up to a positive finding of CRC/AA or with three negative FIT results. Subsequent
analyses will also performed using those who missed the second or third FIT, thus estimating
the relative programme sensitivity of a single or two FIT episodes.
Conditional on T, the total number of cases CRC/AA cases, the above estimate standard error

And the 95% confidence interval on Ps expressed in percentage terms is
We hypothesise that the observed Ps will be at least 75%. A positive result of the study,
analogous to the logic of equivalence trials, would be a 95% confidence interval whose lower
point does not fall below 65%.
The accuracy of estimation depends on the assumptions:
(1)

That compliance is not strongly confounded with presence or absence in the bowel of
CRC/AA;

(2)

That any CRC/AA cases found at colonoscopy following a positive result at first or
second FIT would have been found at the 3-year colonoscopy; and

(3)

That additional CRC/AA lesions which would have been found at 3-year colonoscopy
in those with positive first or second FIT results, but which were not found at
colonoscopy following the positive FIT, are sufficiently small in number to have
negligible effect on the estimate Ps.

The plausibility of assumption (1) can be assessed by comparing findings in those complying
with differing numbers of FIT episodes. As noted elsewhere, any bias from this is likely to be
small and will be further minimised by encouraging compliance with future scheduled
investigation in all participants. Assumption (2) is clearly reasonable. Assumption (3) can be
checked by enumeration of the CRC/AA lesions (if any) found at the four-year colonoscopy in
those with a positive first FIT.
Secondary analyses will include estimation of specificities and predictive values of the FIT
episodes. These will be calculated by standard methods.

Economic analysis
An economic analysis is a vital part of this study because we expect that a small proportion
of lesions will be missed by the FIT regimen, but that it will generate substantial cost savings
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because fewer surveillance colonoscopies will be required. We therefore expect that the FIT
regimen will fall in the bottom left hand corner of the cost-effectiveness plane (i.e., it will be
less costly and either equally or, at most, marginally less effective than three-yearly
colonoscopy surveillance). We will undertake an economic analysis to highlight this trade-off.
A cost-minimisation analysis may be appropriate; or it will be possible to calculate the
incremental cost (positive or negative; probably negative) per unit change (increase or
decrease; probably decrease) in cases detected of the FIT regimen versus three-year
colonoscopy surveillance.
The time horizon for the main economic analysis will be three years because this is the cycle
time for colonoscopy surveillance. A full lifetime cost-effectiveness model using qualityadjusted life years as the outcome measure is not appropriate because this would require
separate data describing the outcomes and the treatment pathways associated with the two
options.
Outcomes in the economic analysis will be assessed using all the primary and secondary
outcomes from the main study. The main outcome in the economic analysis will be the
number of cases detected by the FIT regimen versus three-yearly colonoscopy surveillance.
The costs components included in the analysis will be the cost of the FIT regimen and
subsequent colonoscopies where indicated, the cost of three-year colonoscopy surveillance,
and the cost of dealing with the complications of colonoscopy. Costs will be measured from
the perspective of the NHS and personal social services. The cost of the FIT screening test
and colonoscopy will be calculated as a function of the main cost drivers, which include staff
time, disposable and capital equipment, and laboratory costs. The volume of resource use
will be measured directly in the study; unit costs will be taken from standard national
published sources.
Our results will be subjected to comprehensive sensitivity analysis in order to investigate the
stability of the results to all assumptions. If appropriate, we will also undertake a probabilistic
sensitivity analysis and calculate confidence intervals around the baseline incremental costeffectiveness ratios, cost-effectiveness acceptability curves and cost-effectiveness
confidence ellipses.
We estimate that the FIT regimen will generate cost savings because fewer relatively
expensive surveillance colonoscopies will be required (we estimate up to as many as 80%
fewer). We will undertake a budget impact analysis to calculate the total cost to the NHS of
three-yearly colonoscopy surveillance at its current levels of utilisation and the total cost to
the NHS of the FIT regimen if it was used in its stead.
Our data will be used to identify the main cost drivers and important cost-effectiveness
parameters of the FIT regimen versus three-yearly colonoscopy surveillance. This will inform
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future economic analyses based on prospective head-to-head comparisons of the two
options.

SERVICE USERS
Our research plans incorporate best practice in the involvement of users. Users have been
involved in the pre-study phase in the design of information materials and psychological
questionnaires sent to patients to ensure that we address their needs and concerns. They
have been involved in planning the intervention, particularly with respect to the timing of
invitations and results to maximise participation and minimise anxiety. We gathered users'
responses about the psychological implications of receiving a false positive test result which
informed our development of patient materials such that they clearly demonstrate the
possibility of being a false positive.
Our partnership with users will be active and continue throughout the study. They will be
involved in assessment of the pilot and on interpretation of the results of the study and future
implications for the management of higher risk patients.
We consulted a range of users including those who have used the BCSP and have tested
positive, those who are in an active adenoma surveillance programme, and those who have
refused to attend for surveillance.
The mechanisms for involvement of users include workshops and focus groups, and three
users will be members of the independent steering committee. We will pay travel and
subsistence costs. Recognising that many users will be in active employment, we will try to
arrange meetings in the evenings. Where possible, we will reimburse individuals for lost
revenue at the rate specified by the NIHR. Users’ contributions will be recognised explicitly in
our publications. We are confident that active participation in our study will enable service
users to learn about the research process and feel empowered to become involved with
other NHS research which in turn will also benefit from their involvement.

FIT for Follow‐Up Main Study Protocol v 1.0

23/02/2011

HTA 09/22/192

P a g e | 17

References
[1]
Lieberman D, Weiss D, Bond J, Ahnen D, Garewal H, Chejfec G. Use of colonoscopy
to screen asymptomatic adults for colorectal cancer. N Engl J Med. 2000;343:162-8.
[2]
Clark J, Collan Y, Eide T, Esteve J, Ewen S, Gibbs N. Prevalence of polyps in an
autopsy series from areas with vaying incidence of large-bowel cancer. Int J Cancer.
1985;36:179-86.
[3]
Atkin W, Morson B, Cuzick J. Long-term risk of colorectal cancer after excision of
rectosigmoid adenomas. N Engl J Med. 1992;326:658-62.
[4]
Martinez ME, Baron JA, Lieberman DA, Schatzkin A, Lanza E, Winawer SJ, et al. A
pooled analysis of advanced colorectal neoplasia diagnoses after colonoscopic
polypectomy. Gastroenterology. 2009 Mar;136(3):832-41.
[5]
Winawer S, Zauber A, O'Brien M, Ho M, Gottlieb L, Sternberg S. Randomized
comparison of surveillance intervals after colonoscopic removal of newly diagnosed
adenomatous polyps. New Engl J Med. 1993;328:901-6.
[6]
Atkin W, Saunders B. Surveillance guidelines after removal of colorectal
adenomatous polyps. Gut. 2002;51 Suppl 5:V6-9.
[7]
Lieberman DA, Weiss DG, Harford WV, Ahnen DJ, Provenzale D, Sontag SJ, et al.
Five-year colon surveillance after screening colonoscopy. Gastroenterology. 2007
Oct;133(4):1077-85.
[8]
Jorgensen O, Kronborg O, Fenger C. A randomized surveillance study of patients
with pedunculated and small sessile tubular and tubulovillous adenomas - the Funen
adenoma follow-up-study. Scand J Gastroenterol. 1995;30:686-92.
[9]
VanStolk R, Beck G, Baron J, Haile R, Summers R. Adenoma characteristics at first
colonoscopy as predictors of adenoma recurrence and characteristics at follow-up.
Gastroenterology. 1998;115:13-8.
[10]
Towler B, Irwig L, Glasziou P, Kewenter J, Weller D, Silagy C. A systematic review of
the effects of screening for colorectal cancer using the faecal occult blood test, Hemoccult.
BMJ. 1998;317:559-65.
[11]
Dancourt V, Lejeune C, Lepage C, Gailliard MC, Meny B, Faivre J. Immunochemical
faecal occult blood tests are superior to guaiac-based tests for the detection of colorectal
neoplasms. Eur J Cancer. 2008 Oct;44(15):2254-8.
[12]
van Rossum LG, van Rijn AF, Laheij RJ, van Oijen MG, Fockens P, van Krieken HH,
et al. Random Comparison of Guaiac and Immunochemical Fecal Occult Blood Tests for
Colorectal Cancer in a Screening Population. Gastroenterology. 2008;135(1):82-90.

FIT for Follow‐Up Main Study Protocol v 1.0

23/02/2011

HTA 09/22/192

P a g e | 18

[13]
Guittet L, Bouvier V, Mariotte N, Vallee JP, Levillain R, Tichet J, et al. Comparison of
a guaiac and an immunochemical faecal occult blood test for the detection of colonic lesions
according to lesion type and location. British journal of cancer. 2009;100(8):1230-5.
[14]
Castiglione G, Grazzini G, Miccinesi G, Rubeca T, Sani C, Turco P, et al. Basic
variables at different positivity thresholds of a quantitative immunochemical test for faecal
occult blood. J Med Screen. 2002;9:99-103.
[15]
Segnan N, Senore C, Andreoni B, Azzoni A, Bisanti L, Cardelli A, et al. Comparing
attendance and detection rate of colonoscopy with sigmoidoscopy and FIT for colorectal
cancer screening. Gastroenterology. 2007;132(7):2304-12.
[16]
Allison JE, Sakoda LC, Levin TR, Tucker JP, Tekawa IS, Cuff T, et al. Screening for
colorectal neoplasms with new fecal occult blood tests: update on performance
characteristics. J Natl Cancer Inst. 2007 Oct 3;99(19):1462-70.
[17]
Nakama H, Zhang B, Fukazawa K, Zhang X. Comparisons of cancer detection rate
and costs for one cancer detected among different age-cohorts in immunochemical occult
blood screening. J Cancer Res Clin Oncol. 2001;127:439-43.
[18]
Nakama H, Zhang B, Zhang X. Evaluation of the optimum cut-off point in
immunochemical occult blood testing in screening for colorectal cancer. Eur J Cancer.
2001;37:398-401.
[19]
Morikawa T, Kato J, Yamaji Y, Wada R, Mitsushima T, Shiratori Y. A comparison of
the immunochemical fecal occult blood test and total colonoscopy in the asymptomatic
population. Gastroenterology. 2005 Aug;129(2):422-8.
[20]
Hol L, Van Leerdam ME, Van Ballegooijen M, Van Vuuren AJ, Van Dekken H,
Reijerink JCIY, et al. Screening For Colorectal Cancer; Randomised Trial Comparing
Guaiac-Based And Immunochemical Faecal Occult Blood Testing And Flexible
Sigmoidoscopy. Gut. 2009 August 10, 2009:gut.2009.177089.
[21]
Castiglione G, Visioli CB, Ciatto S, Grazzini G, Bonanomi AG, Rubeca T, et al.
Sensitivity of latex agglutination faecal occult blood test in the Florence District populationbased colorectal cancer screening programme. British journal of cancer. 2007 Jun
4;96(11):1750-4.
[22]
Levi Z, Rozen P, Hazazi R, Vilkin A, Waked A, Maoz E, et al. Can quantification of
faecal occult blood predetermine the need for colonoscopy in patients at risk for nonsyndromic familial colorectal cancer? Aliment Pharmacol Ther. 2006 Nov 15;24(10):1475-81.
[23]
Skaife P, Seow-Choen F, Eu KW, Tang CL. A novel indicator for surveillance
colonoscopy following colorectal cancer resection. Colorectal Dis. 2003 Jan;5(1):45-8.
[24]
Gimeno-Garcia AZa, Quintero Ea, Nicolas-Perez Da, Hernandez-Guerra Ma, ParraBlanco Aa, Jimenez-Sosa Ab. Screening for familial colorectal cancer with a sensitive
immunochemical fecal occult blood test: a pilot study. European journal of gastroenterology
& hepatology. 2009;21(9):1062-7.
FIT for Follow‐Up Main Study Protocol v 1.0

23/02/2011

HTA 09/22/192

P a g e | 19

[25]
Christian von W, Steve H, Wendy SA, Richard JL, Dion M, Jane W. Choosing
between CT colonography and colonoscopy in the diagnostic context: a qualitative study of
influences on patient preferences. Health Expectations. 2009;12(1):18-26.
[26]
Miles A, Atkin W, Kralj-Hans I, Wardle J. In Press. The psychological impact of being
offered surveillance colonoscopy following attendance at colorectal screening using flexible
sigmoidoscopy. Journal of Medical Screening. 2009.
[27]
Marteau TM, Bekker H. The development of a six-item short-form of the state scale
of the Spielberger State-Trait Anxiety Inventory (STAI). Br J ClinPsychol 1992;31:301–7
[28]
Cockburn J, De Luise T, Hurley S, Clover K. Development and validation of the PCQ:
a questionnaire to measure the psychological consequences of screening mammography.
Soc Sci Med 1992;34:1129–34

FIT for Follow‐Up Main Study Protocol v 1.0

23/02/2011

