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Objective: This study aimed to evaluate the cost-e�ectiveness of the

colorectal cancer screening in China, and that when the screening was

implemented in a specific region.

Methods: A 13-state Markov model was established to compare four

screening protocols, including annual fecal immunochemical testing (FIT1),

biennial fecal immunochemical testing (FIT2), electronic colonoscopy every

10 years (e-CSPY10), and electronic colonoscopy every 5 years (e-CSPY5), with

no screening from the perspective of Chinese healthcare system. The model

simulated the health states of a cohort of 100,000 average-risk individuals

aging from 50 to 75. Additionally, scenarios including the implementation in

a specific region, starting from 40, and incompletely successful treatment of

cancer were also analyzed.

Results: Annual and biennial FIT could save 8.13USD (US Dollar) and

44.96USD per person, and increase 0.0705QALYs (Quality-Adjusted Life Years)

and 0.2341 QALYs compared with no screening, respectively. Annual FIT

could decrease costs by 36.81USD per person and increase 0.1637 QALYs

in comparison to biennial FIT. The results showed that both annual and

biennial FIT for screening were dominant over no screening, and annual FIT

was dominant over biennial FIT. The ICER (Incremental Cost-E�ectiveness

Ratio) for e-CSPY10 were 1183.51USD/QALY and 536.66USD/QALY compared

with FIT1 and FIT2. The ICER for e-CSPY5 were 1158.16USD/QALY and

770.85USD/QALY compared with FIT1 and FIT2. And the ICER for e-CSPY5

relative to e-CSPY10was 358.71USD/QALY. All the ICER valueswere lower than

the economic threshold of 2021 Chinese GDP (Gross Domestic Product) per

capita in 2021(12554.42USD).

Conclusions: It is worthwhile to popularize CRC screening in mainland China,

as FIT always saving costs and colonoscopy is cost-e�ective. Regionswith high
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income can take electronic colonoscopy every 10 years, or even every 5 years

into consideration when determining the specific strategies.

KEYWORDS

colorectal cancer, screening, electronic colonoscopy, fecal immunochemical testing,

economic evaluation

Introduction

Colorectal cancer (CRC) is currently one of the most
common and fatal cancers worldwide. In 2018, there were
approximately 1.93 million new cases globally, ranking third
in cancer incidence. Simultaneously, the number of deaths
caused by CRC worldwide was approximately 940,000, ranking
second among all cancers (1). In China, CRC was listed fourth
and fifth in incidence and mortality in 2015, with 89,993 new
cases and 44,361 deaths. The world standard rates of incidence
and mortality were ∼17.12/100,000 and ∼7.85/100,000 (2),
respectively. It is estimated that there will be 642,300 cases of
CRC in China and 221,100 deaths by 2025 (3). The incidence of
CRC increases substantially after the age of 50, peaking around
75 to 80 years old. CRC not only seriously deceases the quality of
life but also poses a considerable economic burden. The average
costs for the diagnosis and treatment of CRC in China have
increased by 6.9 to 9.2% per year, and the personal medical
expenses of patients within 1 year of a new diagnosis accounted
for approximately 60% of their household income (4).

CRC is associated with various factors, including
inflammatory bowel disease, family history of CRC, age
over 50 years old, male gender, obesity, type 2 diabetes mellitus,
unhealthy living habits, and gut microbiota (5–9). Most
CRCs originate from precancerous lesions, which are mainly
referred to as polyps. This process begins with abnormal
crypts that evolve into polyps and eventually develop into
cancer, taking about 10–15 years (10). In addition, the larger
the diameter of the polyps, the more villi, and the higher
the degree of atypicality, the higher the risk of canceration
(11, 12). Moreover, polyps cause hematochezia, gastralgia, and
abdominal distension, reducing the quality of life of patients
(13). Endoscopic surgeries are usually performed to resect
cancerous polyps, whereas adequate surveillance is used to
prevent cancer. A systematic analysis showed that the incidence
and mortality of CRC after screening were reduced by 40 and
60%, respectively, indicating that early screening combined with
timely diagnosis and treatment is an effective method to reduce
the disease burden (14).

The screening and diagnostic methods commonly used
in China mainly include colonoscopy, fecal immunochemical
testing (FIT), sigmoidoscopy, colon computed tomography
imaging, and multi-target fecal FIT-DNA detection, with

colonoscopy being the gold standard. Moreover, colonoscopy
including optical colonoscopy and electronic colonoscopy, with
the latter one providing detailed contrast enhancement of the
mucosal surface and blood vessel. Additionally, there are no
significant differences between the effectiveness of these two
technologies in CRC screening. But the unit cost of optical
colonoscopy is lower than electronic colonoscopy. In light of
this, this study would take electronic colonoscopy as an example
to assess the cost-effectiveness of colonoscopy (15, 16). Besides,
FIT is commonly used in CRC screening and diagnosis as it
is non-invasive and low-cost. There are a lot of researches
on the effectiveness of sigmoidoscopy for CRC screening in
European and American countries. However, the application
of sigmoidoscopy for cancer screening is not common in
China, and the guidelines of China not recommending this
technology for mass screening in most regions. Additionally,
although colon computed tomography imaging is non-invasive
and highly sensitive, it is limited for mass screening for its strict
requirements for bowel preparation, the lacking of inspection
equipment and specialists, and the risk of radiation. Also, multi-
target fecal FIT-DNA detection has not been widely used inmass
screening because its effectiveness is still need to be confirmed
in China, and it is an expensive method which requires central
laboratories (17).

The economic evaluations of various strategies in developed
countries, such as the United States, the United Kingdom, and
France, have demonstrated the cost-effectiveness of screening.
However, the results of these studies may not be suitable
for developing countries, and relative evaluations are lacking
in mainland China. We used index terms containing “colon
cancer,” “colorectal cancer,” “cost effectiveness,” “cost utility,”
“cost benefit,”“economic evaluation,”“CEA,” “CUA,” “CBA,”
“China,” and “Chinese” and searched PubMed, Embase, CNKI,
and other databases, identifying fewer than 17 studies on
screening (18–34). Moreover, the outcome indicators used
in these studies were distinct, and the only few economic
evaluations did not use incremental cost-effectiveness analysis,
resulting in incomparability with international studies.

This study aimed to assess the usefulness and cost-
effectiveness of CRC screening in China and analyze the impact
of regions, screening frequency, starting age, and therapeutic
effect of cancer treatment on the results. We selected Luohu
District, Shenzhen, one of the pre-eminent cities in China as
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a sample to explore the suitable strategies at the district level.
Luohu Hospital Group began implementing the Institution-
based Colorectal Cancer Screening Program (I-CRCSP) in 2018,
and continued the project annually. The office-working group
over 40 years old and retired people younger than 75 years
old are screened using electronic colonoscopy (e-CSPY), with
females taking account of 52.65% and the average age of the
participants being about 53, which was in the range of the
starting age recommended by several guidelines. This project is
also a pioneer in CRC screening in China, and we predict that
the evidence of its effectiveness and cost-effectiveness is of great
importance. Moreover, this study would compare the e-CSPY
with FIT as it was most common used in CRC screening.

Materials and methods

Study design

Considering that the guidelines of China and USPSTF
(United States Preventive Services Taskforce) both recommend
the average-risk population who is over 50 to participate CRC
screening until 75 (17, 35, 36), this study set the target subjects
to enter the model from 50 and exit when he/she is 75.

Screening strategies

The guideline of USPSTF recommends the screening
strategies involving all the subsistent methods and
corresponding frequencies. However, considering the real
situation of China, the screening methods evaluated in this
study were FIT and e-CSPY. In addition, it is recommended
by the Chinese Journal of Oncology for general population
need to be performed every 5 to 10 years and FIT test need
to be used each year (37). Therefore, this study analyzed the
cost-effectiveness of the colonoscopy at the upper and lower
limits of the recommended time range, with e-CSPY was
repeated every 10 years(e-CSPY10) and 5 years(e-CSPY5), and
FIT being repeated annually (FIT1) and biennially (FIT2).

FIT are immunoassays specific for human hemoglobin,
forming an antibody-antigen complex with its globin moiety
(38). Usually, one or two stool samples are collected for tests
without diet restriction. Those whose results of FIT are positive
need to undergo a colonoscopy for diagnosis. FIT has replaced
gFOBT (guaiac-based fecal occult blood test) as the Fecal
detection technology nowadays. However, the sensitivity of FIT
for the detection of precancer is limited, even that for the
discovery of cancer is high.

E-CSPY is widely used for full colorectal examinations
and treatment. The electron camera probe at the front of
the colonoscopy transmits images of the colon mucosa to the
processing center, and the pictures are displayed on the monitor

screen. Intestinal preparation is required a few h before the
examination. Patients are asked to drink laxative until water is
excreted. The examination requires general anesthesia. First, the
patient is positioned in a left-sided or prone knee-flex position.
The colonoscope is passed through the rectum, descending
colon, spleen flex, transverse colon, hepatic curvature, and
ascending colon in sequence and finally reaches the cecum
(39). The physician quickly advances the colonoscope into the
intestine and observes the intestinal epithelium while slowly
withdrawing. The induction takes approximately 4min, and the
withdrawal takes at least 6 min.

Endoscopic resection should be performed whenever the
morphological structure of polyps permits (40). Pedunculated
polyps are generally removed (41). For sessile or flattened
polyps at risk of pT1 cancer, which represents the earliest form
of clinically relevant cancer and is the key stage of tumor
sequence, surgery is required to completely remove the lesion
(42). Specifically, it is necessary to select the appropriate excision
methods according to the diameter of the polyp (17, 43–
45). Moreover, intraoperative or postoperative bleeding due
to resection may require routine hemostasis or additional
endoscopic management (46).

In terms of the screening project in Shenzhen, e-CSPY was
encouraged before the annual physical examination of the office-
working group and carried out with the exam simultaneously.
Cancerous patients were excluded based on the Hospital
Information System and face-to-face interviews in advance, and
the screening was conducted in tertiary hospitals belongs to
Luohu Hospital Group. Since 2020, 5,343 participants have
been screened, and the misdiagnosed rate was approximately
19.39% (47). The misdiagnosed rate was the number of missed
polyps divided by the total number of polyps found in biannual
examination. This figure was derived from the retrospective
data collected in 250 patients from July, 2007 to July, 2012
of the gastrology department in Shenzhen Luohu hospital.
For the purpose of exploring the impact of implement site
which reflecting the distinction of factors such as baseline
characteristics of population and economy level, this study also
simulated scenario where subjects in Shenzhen were tested using
FIT, rather than undergoing e-CSPY only.

Model overview

Natural history and Markov model

CRC may develop from three paths: (1) the adenoma-
carcinoma sequence, in which the disease progresses according
to the sequence of normal epithelial cells, low-risk adenomas,
high-risk adenomas, and cancers (48); (2) serrated lesions,
mainly referring to hypertrophic polyps and sessile serrated
adenomas, both characterized by the serrated structure of the
upper part of the crypt, but only the sessile serrated adenoma is
cancerous; and (3) de novo, indicating that the cancer starts from
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the normal colon mucosa (49). Among them, CRC developing
from the de novo pathway accounts for <5%, whereas the
proportion of cancer originating from serrated lesions is
unknown, ranging from 5 to 30%. Additionally, including
these two paths would complicate the model. Therefore, we
considered the adenoma-carcinoma sequence only (50).

In this study, low-risk adenoma is defined as polyps with a
diameter <10mm, and high-risk adenoma refers to polyps with
a diameter >10mm or containing more than 25% of the villous
structure. The TNM classification of cancer grades was applied.

A Markov model was designed to simulate the disease
history of a cohort of 100,000 subjects. The model was proposed
and validated by Wong et al. in 2015. We adjusted the model
structure and assumptions to match the population of mainland
China (see Key assumptions section for details). The health
states contained normal, low-risk adenoma, high-risk adenoma,
CRC I, CRC II, CRC III, CRC IV, and death. In addition,
false positive state was set to reflect the misdiagnosis of the
screening technologies. Of note, carcinomatosis was divided
into preclinical cancer and post-diagnosis cancer. Preclinical
cancer refers to a state in which a patient is asymptomatic but
has cancer. And adenomas were removed once detected, and
patients returned to normal. High-risk adenomas have a certain
probability of progressing to cancer each year.

The model cycle was 1 year, and subjects in each cycle
progressed according to the path or were stable when proceeding
to the next cycle. Moreover, subjects in all states may die. The
CRC-caused mortality was only applied to individuals with
cancer, whereas natural mortality was applied to the entire
target population.

CRC patients may be diagnosed through clinic visits
when they notice symptoms or through screening. Those
who participate in screening but are not diagnosed may also
be diagnosed through the first route. The natural history of
subjects in the screening scenario is the same as those in the
scenario without screening. The main difference is that early
screeningmay prevent disease progression at the adenoma stage,
and early treatment might also suppress cancer development.
Consequently, the number of subjects in each state is different
between the two scenarios, ultimately resulting in the distinction
of the cost and health benefits. The model was implemented in
Excel, and the schematic of the model is shown in Figure 1.

Key assumptions

1. Assuming that the initial state of screening and non-
screening scenarios is the same, and the original number
of subjects were calculated according to the distribution
of disease. Additionally, the number of diagnosed cancer
patients is initially zero.

2. Considering that the risk of progression is closely related to
the diameter, degree of villous components, and atypicality
of adenomas, it is assumed that the disease progresses step

by step. For example, low-risk adenoma first progresses to
high-risk adenoma and then progresses to cancer. Similarly,
high-risk adenoma only progresses to stage I cancer (the first
adjustment of the model).

3. We assumed that preclinical cancer patients receive specific
treatments according to cancer stages and stop progressing
as soon as they are diagnosed.

4. Although screening using colonoscopy may lead to fatal
adverse events, such as perforation and bleeding, the
probability is extremely small according to expert opinions
and literature [perforation 0.01% (51); bleeding 0.22% (17)].
Therefore, death due to adverse events was not considered in
this study (the second adjustment of the model).

5. Patients are expected to undergo colonoscopy examinations
when they visit doctors. Moreover, this study assumed that
the visit rate of adenoma was 0 and that of CRC IV was 100%
on the basis of expert interviews.

6. Subjects in false positive state were assumed to receive
treatment only for 1 year, and would be back to the normal
state in the next cycle.

7. It was assumed that those whose results of FIT were positive
but hadn’t undergo colonoscopy would not be treated unless
they were symptomatic.

Model parameters

Epidemiological data

The number of initial states was calculated based on the
prevalence of adenomas and CRC. The prevalence of adenomas
was calculated based on the proportion of low-/high-risk
adenomas, excluding hypertrophic polyps in Hong Kong and
adenomas in mainland China (13, 52). The prevalence of
CRC was based on a study on CRC disease burden in China,
which used 2017 global burden of disease data to estimate the
incidence, prevalence, and mortality of CRC in China from 1990
to 2017 (53). The proportion of patients in CRC stages I to
IV was based on data from Hong Kong in 2019 and estimated
after excluding patients who could not be graded (54). The
prevalence of adenoma and CRC in Luohu District, Shenzhen
was calculated by combining the local detection rate and the data
mentioned above.

Transition probability

The transition probability from normal to cancer stemmed
from a systematic review of natural history models of CRC in
China (55). The transition probabilities between various stages
of cancer were used only for preclinical states because the
development of cancer stops upon diagnosis. This is mainly
because although cancers may progress during treatment in the
real world, the probabilities will vary over time, as observed
from the Kaplan–Meier curves in randomized controlled trials.
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FIGURE 1

The Markov model for the base case analysis. L/HR-A, low/high-risk adenoma; (U)D-I/II/III/IV, (undiagnosed) cancer at stage I/II/III/IV; DIE-CRC,

die of colorectal cancer; DIE-OC, die due to other causes.

However, the memoryless property of the Markov model means
that it is not possible to distinguish the duration of different
individuals being diagnosed in the same state, resulting in the
inapplicability of dynamic transition probabilities.

Mortality

Mortality included age-specific natural mortality and
cancer-specific mortality. The natural mortality rate was
according to the China population and Employment Statistics
Yearbook in 2017 (56). The cancer-specific mortality was based
on a study in Hong Kong, which conducted an economic
evaluation of CRC Screening in Asia.

Utility

The health-related quality of life of patients originated
from a study in Hong Kong, which used SF-6D (Short Form
health state classification and utility scoring system based on
6 dimensions) to measure the utility score of 151 adenoma
patients and 364 CRC patients (57). At the same time, we set
the score to 1 for healthy individuals and 0 for those who died.

Screening-related parameters

This section includes participation rate of screening,
sensitivity and specificity of FIT and e-CSPY, and excision rate
of polyps. The screening participation rate was calculated based
on the program in Shenzhen and the performance parameters
of screening technologies derived from published literature,
with the hypothesis that the specificity of e-CSPY is 100%
(50). Furthermore, we assumed that the excision rate was also

TABLE 1 Age-specific natural mortality (56).

Age Mortality

40–44 0.18%

45–49 0.26%

50–54 0.42%

55–59 0.62%

60–64 1.03%

65–69 1.72%

70–74 3.06%

100% after interviews with experts. See Supplementary Table A;
Table 1 for details.

Costs

The health system perspective was applied when evaluating
costs; therefore, only the direct medical costs were incorporated
in the model. Screening costs included program fees,
examination fees of FIT and e-CSPY, polypectomy fees,
histopathology examination fees, and follow-up costs. This
study hypothesized that all polyps would be removed and
examined by pathology, followed by surveillance within 1
year. The costs of adenoma treatment included medical service
expenses, diagnosis and examination fees, surgery fees, and
surveillance costs. The cost of CRC treatment derived from
a study on the economic burden of CRC in Chinese patients
in 2017 and was the average expense during the first year
after diagnosis (58). The cost of cancer treatment in Shenzhen
was based on a study of disease burden in Guangzhou (31),
a first-tier city in Guangdong Province. Furthermore, CRC
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TABLE 2 Cost parameters.

Parameters Value(USD) Lower value(USD) Upper value(USD) Distribution Resource

Treatment Low-risk adenoma 593.32 444.99 741.65 Gamma Calculation

High-risk adenoma 593.32 444.99 741.65 Gamma Calculation

CRC Ia 11,000.47 8,250.35 13,750.59 Gamma (58)

CRC IIa 12,237.85 9,178.38 15,297.31 Gamma

CRC IIIa 13,041.75 9,781.31 16,302.19 Gamma

CRC IVa 14,225.68 10,669.26 17,782.09 Gamma

CRC-follow up 1,907.80 1,430.85 2,384.74 Gamma Calculation

Treatment in Shenzhen CRC Ia 13,273.92 9,955.44 16,592.40 Gamma (31)

(60)

CRC IIa 17,796.91 13,347.68 22,246.13 Gamma

CRC IIIa 21,667.11 16,250.33 27,083.88 Gamma

CRC IVa 33,530.59 25,147.94 41,913.23 Gamma

Screening Project (total cost) 141,085.27 105,813.95 176,356.59 Gamma Calculation

FIT 2.64 1.98 3.29 Gamma File

Electronic colonoscope/person 140.72 105.54 175.90 Gamma File

Excision/person 283.36 212.52 354.19 Gamma File

Pathological examination/person 28.53 21.40 35.66 Gamma File

Follow up/person 140.72 105.54 175.90 Gamma File

aCRC I/ II/ III/ IV, colorectal cancer at stage I/ II/ III/ IV.

TABLE 3 Parameters in scenario 3.

Parameters Value Lower value Upper value Distribution Resource

Transition probability CRC I-IIa 25% 18.75% 31.25% Beta Assumption

CRC II-IIIa 35% 26.25% 43.75% Beta Assumption

CRC II-III (from I)b 40% 30.00% 50.00% Beta Assumption

CRC III-IVa 35% 26.25% 43.75% Beta Assumption

CRC III-IV (from II)b 40% 30.00% 50.00% Beta Assumption

CRC III-IV (from I)b 45% 33.75% 56.25% Beta Assumption

aCRC I/ II/ III/ IV, colorectal cancer at stage I/ II/ III/ IV. bCRC II-III (from I), individuals who transit from stage II cancer to stage III cancer who were diagnosed with stage I cancer
initially (the rest states in the similar manner are explained by analogy).

patients are required to receive follow-up surveillance after
treatment, according to the “Chinese Protocol of Diagnosis
and Treatment of Colorectal Cancer (59),” including routine
medical examinations and imaging examinations, and the costs
referred to the prices in Shenzhen. It was assumed that the
follow-up surveillance stopped 5 years later (59). All prices were
converted to 2021 prices at a discount rate of 5% and shown in
USD (US Dollar), with 1USD=6.45CNY (Chinese Yuan). See
Table 2 for details.

Sensitivity analysis

The sensitivity analysis was conducted to verify the
uncertainty of parameters. We explored the impact of

each parameter through deterministic sensitivity analysis and
presented the results in the form of a tornado figure. We also
carried out a probability sensitivity analysis with net monetary
benefits as intermediate indicators. A Monte Carlo simulation
was conducted to draw from the distributions of parameters
randomly for 10,000 iterations. The probability and utility values
followed the Beta distribution, and costs followed the gamma
distribution. Finally, the results were presented as scatter plots
and cost-effective acceptability curves.

Scenario analysis

We considered three scenarios to verify the
model uncertainty.
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FIGURE 2

The Markov model for analysis in scenario 3. L/HR-A, low/high-risk adenoma; (U)D-I/II/III/IV, (undiagnosed) cancer at stage I/II/III/IV; DIE-CRC:

die of colorectal cancer; DIE-OC, die due to other causes.

Scenario 1 Evaluate the cost-effectiveness of CRC screening
when the setting is Shenzhen and compare
the results with those in China to explore
potential factors.

Scenario 2 Set the age of the participants entering the model to
40 and simulate to 75 years old or death in Chinese
population to analyze the impact of the starting age
on the cost-effectiveness of the screening program.

Scenario 3 Assuming medical treatments cannot completely
inhibit the progression of cancers. In real world,
cancerous patients may continue to worsen when
receiving therapeutic treatment, but the probability
of metastasis may lower than that in preclinical
stages. However, because of the inapplicability
of the time-varying transition probabilities in
Markov model, we used stable values for analysis.
Additionally, it was assumed that the more
times patients receive treatments, the greater the
transition probabilities are. The parameters are
presented in detail in Table 3, and the structure of
the model in scenario 3 is shown in Figure 2.

Additionally, this study evaluated the effectiveness of
screening in avoiding advanced cancers and deaths, and the
indicators were CRC cases and deaths being prevented. The CRC
cases and deaths were the aggregated value of patients suffering
from cancer at stage four and those died at the endpoint of
the simulation.

Results

Base case analysis

The results of base case analysis showed that both
annual and biennial FIT were dominant over non-
screening scenario, as well as the comparison with
annual FIT and biennial FIT. More precisely, FIT1 and
FIT2 saved 8.13USD and 44.96USD per person, and
increased 0.0705QALYs (Quality-Adjusted Life Years) and
0.2341QALYs in comparison with no screening. And FIT1
could save 36.81USD per person and increase 0.1637QALYs
vs. FIT2.

Strategies of e-CSPY10 and e-CSPY5 increased
costs by 39.14USD and 141.84USD per person, and
increased 0.3052QALYs and 0.3954QALYs, with the
ICER (Incremental Cost-Effectiveness Ratio) being
128.24USD/QALY and 358.73USD/QALY compared with
no screening.

The ICER for e-CSPY10 were 1183.51USD/QALY
and 536.66USD/QALY compared with FIT1 and FIT2,
respectively. And that for e-CSPY5 were 1158.16USD/QALY
and 770.85USD/QALY, respectively. In addition, the ICER for
e-CSPY5 relative to e-CSPY10 was 358.71USD/QALY.

All of the ICERs were lower than economic threshold
of DGP (Gross Domestic Product) per capita of China
in 2021(12554.42USD).

See Table 4 for details.
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TABLE 4 Results of the base case analysis.

FIT1 FIT2 e-CSPY10 e-CSPY5

Incremental costs (USD)

FIT1* – – 84.10 178.67

FIT2* −8.13 – 75.96 178.67

e-CSPY10* – – – 102.71

e-CSPY5* – – – –

No screening −44.96 −36.81 39.14 141.84

Incremental QALYs

FIT1* – – 0.0,711 0.1,613

FIT2* 0.0,705 – 0.1,415 0.2,318

e–CSPY10* – – – 0.0,902

e-CSPY5* – – – –

No screening 0.2,341 0.1,637 0.3,052 0.3,954

ICER (CNY/QALY)

FIT1* – – 1,183.51 1,158.16

FIT2* −115.41(dominant) – 536.66 770.85

e-CSPY10* – – – 1,138.19

e-CSPY5* – – – –

No screening −192.01(dominant) −225.00(dominant) 128.24 358.71

* FIT1, Annual FIT; FIT2, Biennial FIT; e-CSPY10, colonoscopy every 10 years; e-CSPY5,
colonoscopy every 5 years.

Sensitivity analysis

Deterministic sensitivity analysis showed that the ICER was
lower than the threshold value when the parameters varied
separately, indicating that the results of base case analysis were
robust. When the control group is no screening, the transition
probability from high-risk adenoma to undiagnosed CRC was
the most sensitive parameter. When compare e-CSPY10 with
annual FIT, the sensitivity and specificity of the technologies
and attendance rates of screening may influence the results.
Additionally, the cost-effectiveness may be impacted by the
disease progress, utility of patients, participation rates, and
the fees of colonoscopy when comparing e-CSPY at different
intervals. See Figure 3 for details.

The results of the probabilistic sensitivity analysis showed
that the probability that the screening was cost-effective of FIT1
and e-CSPY5 was the same at the WTP of 1240.31USD. Annual
FIT was most likely to be cost-effective when the WTP was less
than 1240.31USD, and E-CSPY every 5 years was the optimal
choice when the threshold was over 1240.31USD. FIT1 was the
most cost-effective strategy mainly due to its low costs, and
e-CSPY5 became the most cost-effective tactics may due to
its excellent effectiveness in screening. Additionally, the cost-
effectiveness of FIT2 wasinferior to FIT1 may on account of the
slightly inferior effectiveness for CRC screening, even though it
was inexpensive. Likewise, the effect of e-CSPY10 was not up to

e-CSPY5 resulting in its disadvantages when the WTP was high
despite of the relatively lower costs. See Figures 4, 5 for details.

Scenario analysis

Table 5 showed the results of scenario analysis.

Scenario 1 When the setting of screening was Shenzhen, e-
CSPY10 and e-CSPY5 became dominant over no
screening. Also, ICERs for e-CSPY10 in comparison
to FIT and ICER for e-CSPY5 relative to FIT and
e-CSPY were lower than that in base case analysis.

Scenario 2 When the starting age of screening was brought
forward to 40, e-CSPY10 became dominant over
no screening. ICERs for e-CSPY10 and e-CSPY5
were lower than that in base case analysis, except
the value in the comparison between e-CSPY10 and
annual FIT.

Scenario 3 Considering that treatment does not completely
inhibit the progression of cancer, all the strategies
were dominant over no screening. In addition, e-
CSPY10 was cost-saving compared with FIT. E-
CSPY5 was dominant over biennial FIT. And ICER
for e-CSPY5 were much lower than economic
threshold compared with annual FIT and e-CSPY10.

Additionally, screening could reduce CRC cases by 1589–
4497 and deaths by 1036–2537 in the long run. The number of
CRC cases and deaths being avoided mentioned above were the
range of the values used in other screening scenarios. Besides, the
more frequent the screening and the earlier the starting age, the
greater the number of cancers and deaths could be prevented.
See Table 6 for details.

Discussion

Colorectal cancer has posed a great threat to human life,
and screening has been proved to be a effective solution
to decrease the disease burden. Countries around the world
developed guidelines of screening for colorectal cancer one
by another. For instance, both the guidelines of USPSTF
and China listed the existing technologies for screening and
diagnosis such as colonoscopy, fecal immunochemical testing
(FIT), sigmoidoscopy, colon computed tomography imaging,
and multi-target fecal FIT-DNA detection. This study evaluated
the effectiveness and cost-effectiveness of the commonly used
methods for mass screening in China, namely FIT and electronic
colonoscopy in the hope of providing a reference for public
health decision-making.

This study found that screening for colorectal cancer in
China was cost-effective and conducive to reduce cancer cases
and deaths, no matter the method was FIT or electronic
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FIGURE 3

The tornado figures of Deterministic Sensitivity Analysis. High, high-risk adenoma; low, low-risk adenoma; nor, normal; udCRC, undiagnosed

colorectal cancer; CRC12/3/4, colorectal cancer I/II/III/IV; speci, specificity; sensi, sensitivity; dr, discount rate; c, cost; scr, screening; pre,

prevalence rate; colon1, colonoscopy; colon2, colonoscopy following FIT; scrmanage, the management of the screening; E-CSPY10/5,

electronic colonoscopy every 10/5 years; FIT1/2, annual/ biennial FIT.

colonoscopy. Moreover, annual FIT and biennial FIT were
always cost saving in comparison with no screening, regardless
of the starting age, screening frequency or therapeutic effect of
cancer. And when the setting of screening was Shenzhen, or the

inhibition of cancer treatment was incomplete, both e-CSPY10
and e-CSPY5 became dominant over no screening. Besides, e-
CSPY10 could save costs and yield more QALY gains when the
starting age was 40. Furthermore, optical colonoscopy would be
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FIGURE 4

The scatter figure of the probabilistic sensitivity analysis. E-CSPY10/5, electronic colonoscopy every 10/5 years; FIT1/2, annual/ biennial FIT.

FIGURE 5

The cost-e�ectiveness acceptability curve. E-CSPY10/5,

electronic colonoscopy every 10/5 years; FIT1/2, annual/

biennial FIT; WTP, willingness to pay.

more cost-effective compared with e-CSPY based on the results,
due to the similar effectiveness of screening and lower cost.

In addition, e-CSPY was a cost-effective technology for CRC
screening, no matter of the screening interval, compared with
FIT. The QALY gained from screening with e-CSPY was more
than that from screening using FIT, while the implementation
of e-CSPY cost more, with the ICER was lower than the
economic threshold.

We also found that the results were sensitive to factors
such as transition probabilities, characteristics of screening
technologies and costs of screening and cancer treatment,

indicating the role of the screening in terms of preventing
cancers and saving relevant expenses. Specifically, adenomas
are usually asymptomatic and neglected, but they are at high
risk of progressing to CRC within 5 to 10 years. The higher
the transition probabilities and prevalence of diseases, the more
CRCs may be prevented by screening. In addition, in case of
the relatively low cost of screening and polypectomy, as well
as high cost of cancer treatment, the increased expenditure
incurred by the screening program would be low while the
cost saving of cancer treatment yielding from screening would
be high. Furthermore, the more accurate the instruments
are, the less expenses would be waste, contributing to more
benefits brought from screening. Thus, conducting screening
program would be more cost-effective. As expected, a higher
compliance of screening would be in favor to the cost-
effectiveness of e-CSPY when compared with FIT. This may
due to that more cancer cases and death could be prevented,
further saving the subsequent high costs of treatment in this
circumstance. This suggests the significance of improving the
compliance of screening with colonoscopy considering it is
invasive and time-consuming.

Moreover, a high frequency of screening and early age of
first screening increased health benefits. The ICER increased as
the screening frequency improved. In contrast, early screening
could decrease the ICER. However, the ICER was less than
the threshold value in all cases. In addition, cancer therapy
outcomes were demonstrated to affect the cost-effectiveness of
screening. Ideally, specific treatments should completely inhibit
the progression of cancer, but 30 to 50% of patients relapse
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TABLE 5 Results of the cost-e�ectiveness analysis in di�erent scenarios.

FIT1 FIT2 e-CSPY10 e-CSPY5

ICER (USD/QALY) in Scenario 1

FIT1 – – 1,203.57 958.45

FIT2 −665.71(dominant) – 273.71 459.82

e-CSPY10 – – – 759.86

e–CSPY5 – – – –

No screening −783.25(dominant) −833.42(dominant) −322.14(dominant) −81.22(dominant)

ICER (USD/QALY) in Scenario 2

FIT1 – – 1325.01 1113.34

FIT2 −182.19(dominant) – 495.85 691.76

e-CSPY10 – – – 975.45

e-CSPY5 – – – –

No screening −319.64(dominant) −374.48(dominant) −8.64(dominant) 212.76

ICER (USD/QALY) in Scenario 3

FIT1 – – −345.37(dominant) 132.52

FIT2 −1082.37(dominant) – −691.84(dominant) −235.05(dominant)

e-CSPY10 – – – 589.80

e-CSPY5 – – – –

No screening −766.25(dominant) −617.08(dominant) −654.53(dominant) −384.3(dominant)

TABLE 6 Number of colorectal cancer patients and deaths in all scenarios.

Number of CRC patients Number of deaths

FIT1 FIT2 e-CSPY10 e-CSPY5 No

screening

FIT1 FIT2 e-CSPY10 e-CSPY5 No

screening

China

50–75

1,681

(↓2,918)

2,537

(↓2,062)

1,543

(↓3,056)

918

(↓3,681)

4,599 29,478

(↓1,259)

29,701

(↓1,036)

29,763

(↓974)

29,555

(↓1,182)

30,737

Shenzhen

50–75

1,798

(↓3183)

2,725

(↓2256)

1,636

(↓3,345)

970

(↓4,011)

4,981 29,456

(↓1380)

29,700

(↓1136)

29,768

(↓1068)

29,540

(↓1296)

30,836

China

40–75

2,112

(↓4,313)

3,315

(↓3,110)

1,928

(↓4,497)

1,044

(↓5,381)

6,425 3,1072

(↓2,222)

3,1432

(↓1,862)

3,1507

(↓1,787)

3,1161

(↓2,133s)

3,3294

Incompletely

successful

treatment

539

(↓2,069)

1,019

(↓1,589)

669

(↓1,939)

282

(↓2,326)

2,608 30,621

(↓2,107)

31,219

(↓1,509)

30,637

(↓2,091)

30,191

(↓2,537)

32,728

The symbol “↓” representing the nuber of cancer cases or deaths which may be avoided by these screening strategies.

after surgeries or systemic chemotherapy (61–64) In this case,
screening is more advantageous. This can be explained by the
fact that screening prevents more advanced cancers and deaths
at this time, thereby saving costs and increasing health benefits.
Therefore, the economic evaluations based on the complete
cure hypothesis may underestimate the cost-effectiveness of
screening (30, 32).

There were numerous studies which proved the cost-
effectiveness of FIT and colonoscopy. The results of this study
are consistent with the previous evaluations. For instance,
M. Aronsson et al. found that in Sweden, both FIT and
colonoscopy were cost-effective strategies compared with no
screening, and repeated and single screening with colonoscopy
were more cost-effective than FIT in the long run (65).

Nelya Melnitchouk et al. proved that screening with FIT or
colonoscopy could save money and improve health compared
with no screening and colonoscopy every 10 years was a
superior choice in Ukraine (66). Wong et al. demonstrated
in 2015 that screening with annual FIT was the optimal
strategy among annual/biennial g-FOBT, annual/biennial FIT,
and colonoscopy every 10 years. However, this study found
that screening with colonoscopy was more cost-effective than
FIT. This was mainly owing to the sensitivity of FIT calculated
in the two studies. The sensitivity of FIT for polyps and
cancer was 62%, with the specificity was 93%. But the
sensitivity of FIT for the detection of polyps in our model
was much lower than that in Wong’s. The results between two
evaluations could be consistent if we used the same value after
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verification, suggesting the impact of instrument accuracy on the
screening (32).

Recently, most economic evaluations on CRC screening
placed emphases on fecal occult blood test and colonoscopy
every 10 years in mainland China. But studies evaluating
the impact of screening intervals of colonoscopy, starting
age of screening and therapeutic effect of cancer treatment
are lacking. Furthermore, some economic evaluations of CRC
screening in China did not use ICER as an outcome indicator,
resulting in incomparability with the international studies.
This study analyzed the cost-effectiveness of CRC screening
with FIT and colonoscopy following the standardized health
economic evaluation procedures, addressing this important
research gap.We also estimated the screening not only under the
circumstance of the entire China, but also in a specific region.
Moreover, we compared the results in different scenarios of
various screening frequencies and starting ages, which is helpful
for developing detailed strategies.

This study also has limitations. First, excluding the de novo
and serrated lesion pathways may lead to overestimation of
the cost-effectiveness of the screening. Second, the Markov
model was unable to simulate the disease progress of distinct
individuals, deviating from the real-world setting. Third, the
study did not include direct non-medical costs and indirect
costs because of data limitations. Therefore, it is difficult to
evaluate screening programs from a societal perspective. Fourth,
some parameters such as transition probabilities were derived
from authoritative researches in other countries because local
data was unavailable. But the deterministic analysis showed
that the changes of these parameters would not influence the
conclusions, and the results was robust in base-case analysis.
At last, due to the lacking of relevant data, the impact of
complex instrument and dedicated personnel required by the
tests of colonoscopy was not considered which may cause the
distinctions between the study and the real world. Despite the
above limitations, this study provides evidence that is valuable
for public health decision-making in China.

Conclusions

It is cost-effective to implement CRC screening using
FIT or electronic colonoscopy in mainland China, with
FIT always saving costs. Additionally, colonoscopy is cost-
effective compared with FIT, and a five-year interval is
cost-effective compared with the 10 year interval, as the
ICER was lower than the threshold of the GDP per
capita of China in 2021 in all scenarios. Therefore, CRC
screening is worth popularizing in China, and the economically
developed regions such as Shenzhen could consider the
strategy of electronic colonoscopy every 10 years, or even
every 5 years.

Data availability statement

The original contributions presented in the study are
included in the article/Supplementary material, further inquiries
can be directed to the corresponding author/s.

Author contributions

Conceptualization: YR and MZ. Methodology: YR, MZ,
and DZ. Validation: MZ, DZ, and WT. Formal analysis,
investigation, software, and writing—original draft preparation:
YR. Resources: YR and QX. Data curation: YR, MZ, and QX.
Writing—review and editing: YR,MZ, andWT. Supervision: FG
and WT. Funding acquisition: WT. All authors contributed to
the article and approved the submitted version.

Funding

This research was funded by General Program of National
Natural Science Foundation of China (72174207), Key projects
of National Natural Science Foundation of China (71734003),
and Youth Project of National Natural Science Foundation of
China (71603278).

Acknowledgments

We thank Melissa Crawford, PhD, from Liwen Bianji
(Edanz) (www.liwenbianji.cn/), for editing the English text of a
draft of this manuscript.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed
or endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fpubh.
2022.952378/full#supplementary-material

Frontiers in PublicHealth 12 frontiersin.org

https://doi.org/10.3389/fpubh.2022.952378
http://www.liwenbianji.cn/
https://www.frontiersin.org/articles/10.3389/fpubh.2022.952378/full#supplementary-material
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Ren et al. 10.3389/fpubh.2022.952378

References

1. Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, Jemal A,
et al. Global Cancer Statistics 2020: GLOBOCAN estimates of incidence and
mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. (2021)
71:209–49. doi: 10.3322/caac.21660

2. Jie H. editor. China cancer registry annual report. Beijing: People’s Medical
Publishing House (2019).

3. Zhang L, Cao F, Zhang G, Shi L, Chen S, Zhang Z, et al. Trends in and
predictions of colorectal cancer incidence and mortality in China From 1990 to
2025. Front Oncol. (2019) 998. doi: 10.3389/fonc.2019.00098

4. Wang H, Cao MD, Liu CC, Yan XX, Huang HY, Zhang Y, et al. Disease
burden of colorectal cancer in China: any changes in recent years?Chin J Epidemiol.
(2020) 41:1633–42. doi: 10.3760/cma.j.cn112338-20200306-00273

5. Siegel RL, Miller KD, Goding Sauer A, Fedewa SA, Butterly LF, Anderson
JC, et al. Colorectal cancer statistics, 2020, CA Cancer J Clin. (2020) 70:145–
64. doi: 10.3322/caac.21601

6. Monahan KJ, Bradshaw N, Dolwani S, Desouza B, Dunlop MG, East JE, et
al. Guidelines for the management of hereditary colorectal cancer from the British
Society of Gastroenterology (BSG)/Association of Coloproctology of Great Britain
and Ireland (ACPGBI)/United Kingdom Cancer Genetics Group (UKCGG). Gut.
(2020) 69:411–44. doi: 10.1136/gutjnl-2019-319915

7. Lauby-Secretan B, Scoccianti C, Loomis D, Grosse Y, Bianchini F, Straif K.
Body Fatness and Cancer–Viewpoint of the IARC Working Group. N Engl J Med.
(2016) 794–8. doi: 10.1056/NEJMsr1606602

8. Yuhara H, Steinmaus C, Cohen SE, Corley DA, Tei Y, Buffler PA. Is diabetes
mellitus an independent risk factor for colon cancer and rectal cancer? Am J
Gastroenterol. (2011):1911–21. quiz 1922. doi: 10.1038/ajg.2011.301

9. Abed J, Emgård JE, Zamir G, Faroja M, Almogy G, Grenov A, et al. Fap2
Mediates Fusobacterium nucleatum Colorectal Adenocarcinoma Enrichment by
Binding to Tumor-Expressed Gal-GalNAc. Cell Host Microbe. (2016) 20:215–
25. doi: 10.1016/j.chom.2016.07.006

10. Dekker E, Tanis PJ, Vleugels JL. Kasi PM. Colorectal cancer. Lancet. (2019)
394:1467–80. doi: 10.1016/S0140-6736(19)32319-0

11. Grinnell RS. Lane N. Benign and malignant adenomatous polyps and
papillary adenomas of the colon and rectum; an analysis of 1,856 tumors in 1,335
patients. Int Abstr Surg. (1958) 106:519–38.

12. Ackroyd FW, Hedberg SE. Colonic polyps. Annu Rev Med. (1985) 36:619–
25. doi: 10.1146/annurev.me.36.020185.003155

13. Pan J, Cen L, Xu L, Miao M, Li Y, Yu C, et al. Prevalence and risk factors
for colorectal polyps in a Chinese population: a retrospective study. Sci Rep.
(2020)10:6974. doi: 10.1038/s41598-020-63827-6

14. Brenner H, Stock C, Hoffmeister M. Effect of screening sigmoidoscopy and
screening colonoscopy on colorectal cancer incidence and mortality: systematic
review andmeta-analysis of randomised controlled trials and observational studies.
BMJ. (2014) 348:g2467. doi: 10.1136/bmj.g2467

15. East JE, Ignjatovic A, Suzuki N, Guenther T, Bassett P, Tekkis PP, et al.
A randomized, controlled trial of narrow-band imaging vs high-definition white
light for adenoma detection in patients at high risk of adenomas. Colorectal Dis.
(2012)14:e771–e778. doi: 10.1111/codi.12014

16. Rameshshanker R, Wilson A. Electronic imaging in colonoscopy: clinical
applications and future prospects. Curr Treat Options Gastroenterol. (2016)
14:140–51. doi: 10.1007/s11938-016-0075-1

17. National Cancer Center China. Expert Group of the Development of
China Guideline for the Screening, Early Detection and Early Treatment of
Colorectal, Cancer. China guideline for the screening, early detection and early
treatment of colorectal cancer (2020, Beijing). Chin J Oncol. (2021) 43:16–38.
doi: 10.3760/cma.j.cn112152-20210105-00010

18. Mao A, Dong P, Yan X, Hu G, Chen Q, Qiu W. Cost analysi of the colorectal
neoplasm screen program in Beijing. Chin J Prevent Med. (2015) 49:387–91.
doi: 10.3760/cma.j.issn.0253-9624.2015.05.003

19. Wang G, Zhu J, Gu H. Cost-benefit analysis of colorectal cancer
screening in Xuhui district, Shanghai. Shanghai J Prevent Med. (2018) 30:584–7.
doi: 10.19428/j.cnki.sjpm.2018.18586

20. Cai SR, ZhuHH,Huang YQ, Li QL,MaXY, Zhang SZ, et al. Cost-effectiveness
between double and single fecal immunochemical test(s) in a mass colorectal
cancer screening. Biomed Res Int. (2016) 20166830713. doi: 10.1155/2016/6830713

21. Lu S, Xu Y, Li, H. Cost-effectiveness of colorectal cancer screening iin
Xixiangtang District of Nanning City, Guangxi Zhang Autonomous Region from
2014 to 2016. J Clin Colon Rectal Surg. (2017) 23:698–701.

22. Zhou F,Wang S. Li G. Effect evaluation and cost analysis on colorectal cancer
screening in Qingpu District of Shanghai. Health Promot Pract. (2015) 10:419–22.
doi: 10.16117/j.cnki.31-1974/r.201506139

23. Wang L, Li HZ, Zhu C, Wang YQ, Zhou HJ, Sun XH, et al. [Results
and cost-effectiveness of colorectal cancer screening program among urban
residents in Zhejiang province, 2013-2018]. Zhonghua Liu Xing Bing Xue Za Zhi.
(2020) 41:2080–6. doi: 10.3760/cma.j.cn112338-20200324-00424

24. Ma X, Li Q, Ma W. Cost estimation and control of colorectal cancer
screening. J Clin Oncol. (2012) 11:109–12. doi: 10.1007/s10330-011-0897-1

25. Huang W, Liu G, Zhang X, Fu W, Zheng S, Wu Q, et al. Cost-effectiveness
of colorectal cancer screening protocols in urban Chinese populations. PLoS ONE.
(2014) 9:e109150. doi: 10.1371/journal.pone.0109150

26. Dou G, Li X, Ying X. Cost-effectiveness simulation and analysis of colorectal
cancer screening in Shanghai population, China: comparison between urban and
rural residents. Value Health. (2018) 21:S39. doi: 10.1016/j.jval.2018.09.230

27. Li X, Wang J, Chen L, et al. Opportunistic screening and mass screening
for colorectal neoplasm: a cost-effectiveness analysis. Chin J Gastroenterol.
(2016) 21:528–33. doi: 10.3969/j.issn.1008-7125.2016.09.004

28. Liang Q, Li X, Ye G, Hong J,Wang J, Chen L. et al. Opportunistic screening vs
mass screening for colorectal neoplasms in China: a cost-benefit analysis. Int J Clin
Exp Med. (2019) 12:883–90. Available online at: https://www.embase.com/search/
results?subaction=viewrecord&id=L2001530868&from=export

29. Wang ZH, Gao QY, Fang JY. Repeat colonoscopy every 10 years
or single colonoscopy for colorectal neoplasm screening in average-risk
Chinese: a cost-effectiveness analysis. Asian Pac J Cancer Prev. (2012) 1:1761–
6. doi: 10.7314/APJCP.2012.13.5.1761

30. Li XP, ChenHM, Lei XH, DouGS, Chen YC, Chen LP, et al. Cost-effectiveness
analysis of a community-based colorectal cancer screening program in Shanghai,
China. J Dig Dis. (2021) 22:452–62. doi: 10.1111/1751-2980.13027

31. Zhou Q, Li HL, Li Y, Gu YT, Liang YR, Liu HZ, et al. Cost-
effectiveness analysis of different screening strategies for colorectal cancer
in Guangzhou, southern China: A Markov simulation analysis based
on natural community screening results. BMJ Open. (2021) 11:e049581.
doi: 10.1136/bmjopen-2021-049581

32. Wong CK, Lam CL, Wan YF, Fong DY. Cost-effectiveness simulation and
analysis of colorectal cancer screening in Hong Kong Chinese population:
comparison amongst colonoscopy, guaiac and immunologic fecal occult
blood testing. BMC Cancer. (2015) 15705. doi: 10.1186/s12885-015-
1730-y

33. Gu Y, Zhang J, Ren Z. Cost-effectiveness of colorectal screening
in Yuexiu District, Guangzhou City. China Cancer. (2014) 24:657–61.
doi: 10.11735/j.issn.1004-0242.2015.08.A007

34. Huang QC, Ye D, Jiang XY, Li QL, Yao KY, Wang JB, Jin MJ. Cost-
effectiveness analysis on colorectal cancer screening program. Chin J Epidemiol.
(2017) 38:65–8. doi: 10.3760/cma.j.issn.0254-6450.2017.01.012

35. Davidson KW, Barry MJ, Mangione CM, Cabana M, Caughey
AB, Davis EM, et al. Screening for colorectal cancer: US preventive
services task force recommendation statement. JAMA. (2021) 325:1965–
77. doi: 10.1001/jama.2021.6238

36. National Clinical Research Center for Digestive Diseases, National Early
Gastrointestinal-Cancer Prevention & Treatment Center Alliance (GECA),
Chinese Society of Digestive Endoscopy, Chinese Society of Health Management,
Digestive Endoscopy Professional Committee of Chinese Endoscopist Association,
Endoscopic Health Management and Medical Examination Professional
Committee of Chinese Endoscopist Association, et al. (2019, Shanghai), Chin
J Int Med. (2019) 58:736–44. doi: 10.3760/cma.j.issn.0578-1426.2019.10.004

37. Association EDAG. Expert consensus on early diagnosis and
treatment of colorectal cancer in China. Chin Med J. (2020) 22:1691–8.
doi: 10.3760/cma.j.cn112137-20190924-02103

38. Tinmouth J, Lansdorp-Vogelaar I, Allison JE. Faecal immunochemical
tests versus guaiac faecal occult blood tests: what clinicians and colorectal
cancer screening programme organisers need to know. Gut. (2015) 64 1327–
37. doi: 10.1136/gutjnl-2014-308074

39. Cheng W, Ying Q, Jingxin L. Principle and Clinical Application of Medical
Equipment. Beijing: People’s Medical Publishing House. (2017).

40. Argilés G, Tabernero J, Labianca R, Hochhauser D, Salazar R, Iveson T, et al.
Localised colon cancer: ESMOClinical Practice Guidelines for diagnosis, treatment
and follow-up. Ann Oncol. (2020) 31:1291–305. doi: 10.1016/j.annonc.2020.
06.022

Frontiers in PublicHealth 13 frontiersin.org

https://doi.org/10.3389/fpubh.2022.952378
https://doi.org/10.3322/caac.21660
https://doi.org/10.3389/fonc.2019.00098
https://doi.org/10.3760/cma.j.cn112338-20200306-00273
https://doi.org/10.3322/caac.21601
https://doi.org/10.1136/gutjnl-2019-319915
https://doi.org/10.1056/NEJMsr1606602
https://doi.org/10.1038/ajg.2011.301
https://doi.org/10.1016/j.chom.2016.07.006
https://doi.org/10.1016/S0140-6736(19)32319-0
https://doi.org/10.1146/annurev.me.36.020185.003155
https://doi.org/10.1038/s41598-020-63827-6
https://doi.org/10.1136/bmj.g2467
https://doi.org/10.1111/codi.12014
https://doi.org/10.1007/s11938-016-0075-1
https://doi.org/10.3760/cma.j.cn112152-20210105-00010
https://doi.org/10.3760/cma.j.issn.0253-9624.2015.05.003
https://doi.org/10.19428/j.cnki.sjpm.2018.18586
https://doi.org/10.1155/2016/6830713
https://doi.org/10.16117/j.cnki.31-1974/r.201506139
https://doi.org/10.3760/cma.j.cn112338-20200324-00424
https://doi.org/10.1007/s10330-011-0897-1
https://doi.org/10.1371/journal.pone.0109150
https://doi.org/10.1016/j.jval.2018.09.230
https://doi.org/10.3969/j.issn.1008-7125.2016.09.004
https://www.embase.com/search/results?subaction=viewrecord&id=L2001530868&from=export
https://www.embase.com/search/results?subaction=viewrecord&id=L2001530868&from=export
https://doi.org/10.7314/APJCP.2012.13.5.1761
https://doi.org/10.1111/1751-2980.13027
https://doi.org/10.1136/bmjopen-2021-049581
https://doi.org/10.1186/s12885-015-1730-y
https://doi.org/10.11735/j.issn.1004-0242.2015.08.A007
https://doi.org/10.3760/cma.j.issn.0254-6450.2017.01.012
https://doi.org/10.1001/jama.2021.6238
https://doi.org/10.3760/cma.j.issn.0578-1426.2019.10.004
https://doi.org/10.3760/cma.j.cn112137-20190924-02103
https://doi.org/10.1136/gutjnl-2014-308074
https://doi.org/10.1016/j.annonc.2020.06.022
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Ren et al. 10.3389/fpubh.2022.952378

41. Backes Y, Elias SG, Groen JN, Schwartz MP, Wolfhagen F, Geesing
J, et al. Histologic factors associated with need for surgery in patients with
pedunculated T1 colorectal carcinomas. Gastroenterology. (2018) 154:1647–
59. doi: 10.1053/j.gastro.2018.01.023

42. Bujanda L, Cosme A, Gil I, Arenas-Mirave JI. Malignant colorectal polyps.
World J Gastroenterol. (2010) 16 3103–11. doi: 10.3748/wjg.v16.i25.3103

43. Komeda Y, Kashida H, Sakurai T, Tribonias G, Okamoto K, Kono M, et al.
Removal of diminutive colorectal polyps: a prospective randomized clinical trial
between cold snare polypectomy and hot forceps biopsy. World J Gastroenterol.
(2017) 23:328–35. doi: 10.3748/wjg.v23.i2.328

44. Lijuan W, Xiaoxiao T, Jianjun J, Yanli B, Hui, L. A randomized controlled
study on the removal of 4∼9mm colorectal polyps by cold trap and hot trap. Chin
J Pract Med. (2019) 46:44–8. doi: 10.3760/cma.j.issn.1674-4756.2019.23.012

45. Yabuuchi Y, Imai K, Hotta K, Ito S, Kishida Y, Yoshida M. et al. Efficacy
and safety of cold-snare endoscopic mucosal resection for colorectal adenomas 10
to 14mm in size: a prospective observational study. Gastrointest Endosc. (2020)
92:1239–46. doi: 10.1016/j.gie.2020.05.019

46. Dobrowolski S, Dobosz M, Babicki A, Głowacki J, Nałecz A. Blood supply of
colorectal polyps correlates with risk of bleeding after colonoscopic polypectomy.
Gastrointest Endosc. (2006) 63 1004–9. doi: 10.1016/j.gie.2005.11.063

47. Jinfeng W, Jintao L, Xiqiu Y. Analysis of missed diagnosis rate and related
factors of electronic colonoscopy for colon polyps, 吉林医学. Jilin Med. J.
(2013) 34:2975–7. doi: 10.3969/j.issn.1004-0412.2013.15.098

48. Cappell MS. Pathophysiology, clinical presentation, and
management of colon cancer. Gastroenterol Clin North Am. (2008)
37:1–24. doi: 10.1016/j.gtc.2007.12.002

49. Mueller JD, Bethke B. Stolte M. Colorectal de novo carcinoma: a review of
its diagnosis, histopathology, molecular biology, and clinical relevance. Virchows
Arch. (2002) 440:453–60. doi: 10.1007/s00428-002-0623-z

50. Greuter MJ, Xu XM, Lew JB, Dekker E, Kuipers EJ, Canfell K, et al. Modeling
the Adenoma and Serrated pathway to Colorectal CAncer (ASCCA). Risk Anal.
(2014) 34:889–910. doi: 10.1111/risa.12137

51. Shi X, Shan Y, Yu E, Fu C, Meng R, Zhang W, et al. Lower rate of
colonoscopic perforation: 110,785 patients of colonoscopy performed by colorectal
surgeons in a large teaching hospital in China. Surg Endosc. (2014) 28:2309–
16. doi: 10.1007/s00464-014-3458-1

52. Sung JJ, Chan FK, Leung WK, Wu JC, Lau JY, Ching J. et al.
Screening for colorectal cancer in Chinese: comparison of fecal occult blood
test, flexible sigmoidoscopy, and colonoscopy. Gastroenterology. (2003) 124:608–
14. doi: 10.1053/gast.2003.50090

53. Yin J, Bai Z, Zhang J, Zheng Z, Yao H, Ye P, et al. Burden of colorectal cancer
in China, 1990-2017: Findings from the Global Burden of Disease Study 2017. Chin
J Cancer Res. (2019) 31:489–98. doi: 10.21147/j.issn.1000-9604.2019.03.11

54. Hong Kong Cancer Registry. Colorectal cancer in 2019. (2019). Available
online at: https://www3.ha.org.hk/cancereg/pdf/factsheet/2019/colorectum_2019.
pdf.

55. Li ZF, Huang HY, Shi JF, Guo CG, Zou SM, Liu CC. et al. A systematic review
of worldwide natural history models of colorectal cancer: classification, transition
rate and a recommendation for developing Chinese population-specific model,
Chin J Epidemiol. (2017) 38:253–60. doi: 10.3760/cma.j.issn.0254-6450.2017.
02.024

56. National Bureau of Statistics of China. China Population and Employment
Statistics Yearbook, Beijing: China Statistics Press. (2018).

57. Wong CK, Lam CL, Poon JT, Kwong DL. Clinical correlates of
health preference and generic health-related quality of life in patients with
colorectal neoplasms. PLoS ONE. (2013) 8:e58341. doi: 10.1371/journal.pone.
0058341

58. Huang HY, Shi JF, Guo LW, Bai YN, Liao XZ, Liu GX, et al. Expenditure
and financial burden for the diagnosis and treatment of colorectal cancer in
China: a hospital-based, multicenter, cross-sectional survey. Chin J Cancer. (2017)
36:41. doi: 10.1186/s40880-017-0209-4

59. China National Health. Chinese protocol of diagnosis and
treatment of colorectal cancer (2020 edition). Chin J Surg. (2020) 58:
561–85. doi: 10.3760/cma.j.cn112139-20200518-00390

60. Zhou Q, Li H, Gu Y, Li Y, Chen Y, Liu H. et al. Economic burden of patients
with colorectal cancer and precancerosis in guangzhou and its influencing factors.
China Cancer. (2020) 29:7–13. doi: 10.11735/j.issn.1004-0242.2020.01.A002

61. Gunawardene A, Desmond B, Shekouh A, Larsen P, Dennett E. Disease
recurrence following surgery for colorectal cancer: five-year follow-up. N Z Med
J. (2018) 131:51–8.

62. Haria PD, Baheti AD, Palsetia D, Ankathi SK, Choudhari A, Guha A. et
al. Follow-up of colorectal cancer and patterns of recurrence. Clin Radiol. (2021)
76:908–15. doi: 10.1016/j.crad.2021.07.016

63. Guraya SY. Pattern, stage, and time of recurrent colorectal
cancer after curative surgery. Clin Colorectal Cancer. (2019) 18:e223–
8. doi: 10.1016/j.clcc.2019.01.003

64. Jochmans I, Topal B, D’Hoore A, Aerts R, Vanbeckevoort D, Bielen D, et al.
Yield of routine imaging after curative colorectal cancer treatment. Acta Chir Belg.
(2008) 108:88–92. doi: 10.1080/00015458.2008.11680182

65. Aronsson M, Carlsson P, Levin LÅ, Hager J, Hultcrantz R. Cost-
effectiveness of high-sensitivity faecal immunochemical test and colonoscopy
screening for colorectal cancer. Br J Surg. (2017) 104:1078–86. doi: 10.1002/bjs.
10536

66. Melnitchouk N, Soeteman DI, Davids JS, Fields A, Cohen J, Noubary F., et al.
Cost-effectiveness of colorectal cancer screening in Ukraine. Cost Eff Resour Alloc.
(2018) 1620.

Frontiers in PublicHealth 14 frontiersin.org

https://doi.org/10.3389/fpubh.2022.952378
https://doi.org/10.1053/j.gastro.2018.01.023
https://doi.org/10.3748/wjg.v16.i25.3103
https://doi.org/10.3748/wjg.v23.i2.328
https://doi.org/10.3760/cma.j.issn.1674-4756.2019.23.012
https://doi.org/10.1016/j.gie.2020.05.019
https://doi.org/10.1016/j.gie.2005.11.063
https://doi.org/10.3969/j.issn.1004-0412.2013.15.098
https://doi.org/10.1016/j.gtc.2007.12.002
https://doi.org/10.1007/s00428-002-0623-z
https://doi.org/10.1111/risa.12137
https://doi.org/10.1007/s00464-014-3458-1
https://doi.org/10.1053/gast.2003.50090
https://doi.org/10.21147/j.issn.1000-9604.2019.03.11
https://www3.ha.org.hk/cancereg/pdf/factsheet/2019/colorectum_2019.pdf
https://www3.ha.org.hk/cancereg/pdf/factsheet/2019/colorectum_2019.pdf
https://doi.org/10.3760/cma.j.issn.0254-6450.2017.02.024
https://doi.org/10.1371/journal.pone.0058341
https://doi.org/10.1186/s40880-017-0209-4
https://doi.org/10.3760/cma.j.cn112139-20200518-00390
https://doi.org/10.11735/j.issn.1004-0242.2020.01.A002
https://doi.org/10.1016/j.crad.2021.07.016
https://doi.org/10.1016/j.clcc.2019.01.003
https://doi.org/10.1080/00015458.2008.11680182
https://doi.org/10.1002/bjs.10536
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Cost-effectiveness analysis of colonoscopy and fecal immunochemical testing for colorectal cancer screening in China
	Introduction
	Materials and methods
	Study design
	Screening strategies
	Model overview
	Natural history and Markov model
	Key assumptions

	Model parameters
	Epidemiological data
	Transition probability
	Mortality
	Utility
	Screening-related parameters
	Costs

	Sensitivity analysis
	Scenario analysis

	Results
	Base case analysis
	Sensitivity analysis
	Scenario analysis

	Discussion
	Conclusions
	Data availability statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher's note
	Supplementary material
	References


