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Objectives: Guidelines recommend colorectal cancer (CRC) screening by fecal occult
blood test (FOBT) or colonoscopy. In 2013, Switzerland introduced reimbursement of
CRC screening by mandatory health insurance for 50-69-years-olds, after they met their
deductible. We hypothesized that the 2013 reimbursement policy increased testing rate.

Methods: In claims data from a Swiss insurance, we determined yearly CRC testing rate
among 50-75-year-olds (2012–2018) and the association with socio-demographic,
insurance-, and health-related covariates with multivariate-adjusted logistic regression
models. We tested for interaction of age (50–69/70–75) on testing rate over time.

Results: Among insurees (2012:355′683; 2018:348′526), yearly CRC testing rate
increased from 2012 to 2018 (overall: 8.1–9.9%; colonoscopy: 5.0–7.6%; FOBT:
3.1–2.3%). Odds ratio (OR) were higher for 70–75-year-olds (2012: 1.16, 95%CI
1.13–1.20; 2018: 1.05, 95%CI 1.02–1.08). Deductible interacted with changes in
testing rate over time (p < 0.001). The increase in testing rate was proportionally
higher among 50-69-years-olds than 70-75-year-olds over the years.

Conclusions: CRC testing rate in Switzerland increased from 2012 to 2018, particularly
among 50-69-years-olds, the target population of the 2013 law. Future studies should
explore the effect of encouraging FOBT or waiving deductible.
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INTRODUCTION

Colorectal cancer (CRC) is the third leading cause of cancer mortality in Switzerland, killing 1600
people annually [1]. CRC screening can reduce CRC mortality [2–4], so the US Preventive Services
Task Force recommend screening average-risk patients aged 50–75 years with either colonoscopy
every 10 years or fecal occult blood test (FOBT) every one to 2 years, in line with other international
recommendations [4–8]. CRC screening seems to be underused in Switzerland but the only
nationwide data are from the Swiss Health Interview Survey (SHIS), a survey of Swiss
inhabitants conducted every 5 years, with percentages weighted to represent the whole
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population. In 2012, 39.5% of the 50–75 years-old had reported to
be tested for CRC within the recommended interval (32.8% had a
colonoscopy and 13.2% an FOBT) [9]. Studies conducted in
selected Swiss subpopulations between 2005 and 2017 showed
a proportion varying between 33.6 and 49%, but these studies
estimated the cumulative number of participants tested over a
long period and could not identify short-term changes in the
testing rate [10–13].

In Switzerland, mandatory basic health insurance offers a
range of deductibles (cost-sharing model). The monthly
premium can be reduced by choosing a high deductible plan
(HDHP) or opting for a managed-care organisation model
[Health Maintenance Organization (HMO), family physician,
or telemedicine entry point]. Bills are either paid directly by
the insuree (tiers payant) who then requests reimbursement from
the insurance or are paid directly by the insurance (tiers garant),
which then checks the bill and charges the insuree the co-
payment. In July of 2013, mandatory health insurance was
legally required to reimburse preventive screening tests for 50-
69-year-olds. Before that, insurances reimbursed only diagnostic
CRC testing and this reimbursement was not excluded from the
yearly deductible. There is no reimbursement for CRC screening
in other age groups. FOBT is much less expensive (about 9 CHF;
8.4€) than colonoscopy (about 800–1600 CHF; 750–1500 €) [14].

Factors that affect CRC screening rate in Switzerland are still
unclear. An analysis of the SHIS found that 70–75 years-olds were
more likely to be tested in 2012 than 50–69 years-old [9]. Insurance
types are also an important determinant of CRC screening [15–17].
In the 2012 SHIS, respondents withHDHP and basic insurance were
up to 20% less likely to have been tested for CRC by colonoscopy
than those with low deductible health plan (LDHP) and private
insurance, but no such difference was evident for FOBT [9]. The
influence of gender, education or income on CRC testing rate in
Switzerland is not clearly established [10], but low income is
associated with forgoing health care [18].

We sought to characterize the changes in CRC screening rate
in Switzerland after reimbursement became law in 2013. We thus
set out to determine if yearly CRC testing rate among insures aged
50–69 increased after the law, and then compared it to testing rate
among those aged 70–75. We also assessed if the law increased
CRC testing more among those with LDHP than HDHP policies,
given that the law did not waive deductible. We hypothesized that
the reimbursement raised overall the CRC testing rate among
those aged 50–69 and those with LDHP. The real number of CRC
tests performed in Switzerland is unknown. We chose to use
claims data from a large health insurance as a surrogate to
estimate it. We used the number of claims for reimbursement
for CRC tests to estimate overall testing rates and detect changes
in colonoscopy and FOBT rates within and between health plans
after changes in reimbursement policy [19–23].

METHODS

Study Design, Data Source and Participants
We retrospectively analyzed yearly claims data (January 1st, 2012
to December 31st, 2018) provided by Helsana Insurance Group of

50–75 years-old Swiss residents with mandatory basic health
insurance. We performed repeated yearly cross-sectional
analyses of this data. Helsana Insurance covers about 1.2
million insures, i.e., about 15% of the Swiss population,
representing the general population in all swiss cantons [24].

Helsana Group collects data from the billing claims of each
insuree for reimbursement of medical treatments and services.
Billing for which no reimbursement has been claimed (e.g., in the
“tiers payant” reimbursement process) are thus not available in the
dataset. Personal information is collected during the conclusion of
insurance contract. All data used in this study were extracted from
Helsana’s database. Three authors (RS, RA and LS) specified the
procedure for the analysis and variable definitions. The Helsana
research team specified data management procedures, variable
definition and the procedure for data analysis (MN, EB, CB).
Data were retrospective, de-identified and anonymized so ethical
approval was not required under the Swiss Human Research Act.

For each index year from 2012 to 2018, we included insurees
aged ≥50 on January 1st and ≤75 on December 31st who had been
continuously insured over the course of the year. We excluded
insurees who died or who left Helsana during the index year.
Insurees identified as having inflammatory bowel disease (IBD)
the year previous to the study year were also excluded based on a
previous established procedure [25].

Outcomes and Covariates
Our primary outcome of interest was annual claimed CRC testing
rate per insured population (2012–2018). We defined CRC
testing rate as the proportion (percentage) of insurees who
claimed at least one CRC test during the index calendar year.
To detect all CRC tests, we identified billing codes for
colonoscopies, sigmoidoscopies, and polyp removal in the
Swiss Diagnosis-Related Groups (DRGs), the Swiss
Classification of Surgical Operation (CHOP), the Swiss
Ambulatory Procedures codes (TARMED), and codes for
FOBT in the Swiss Analysis List of laboratory measures (AL).
We include the list of billing codes in the Supplementary File S1.
Codes do not differentiate between guaiac-based FOBTs (gFOBT)
and immunological FOBTs (FIT); they were billed under the
same code (1583). The billing codes also do not distinguish
between diagnostic and screening tests, so we could only
calculate the CRC testing rate rather than the screening rate.
Secondary outcome was the rate at which insurees were tested
with colonoscopy and/or FOBT.

To adjust our analysis for factors that might influence CRC
testing, we extracted several data about sociodemographic, insurance,
and health factors. All the covariates were collected by Helsana
Group. We chose covariates based on a review of the literature.

The sociodemographic factors for adjustment included age,
gender, and community of residence (urban, intermediate or
rural, as defined by the Federal Statistical Office). We extracted
information about participation in a managed care model (family
doctor, HMO, or telemedicine model) and monthly level of
deductible. To assess chronic health conditions, we used an
updated measure of the Pharmacy-based Cost Group (PCG)
[26]. Billing data in outpatient settings in Switzerland do not
contain clinical diagnoses, but they do mention medications. The
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PCG model uses medications billing to distinguish between 21
chronic health conditions and has been used with similar
algorithms as a proxy for health status [27–30].

Statistical Analyses
We first used descriptive statistics to establish the baseline
characteristics of the study population. We then extracted the
number of insurees who claimed reimbursement for a
colonoscopy or FOBT and calculated the percentage to
determine the testing rate in the overall population and for
each strata of covariates. We then calculated the difference of
testing rates between the oldest (70–75) and youngest (50–69)
insurees and those with LDHP and HDHP in 2012 and 2018
(absolute difference). We also computed the ratio of the
difference between testing rates over the testing rate of the
oldest or those with LDHP (relative difference). For each year,
we used the data of insurees for that year and did not track
insurees over the years. As done previously [31], we grouped
sigmoidoscopies and colonoscopies together, since
sigmoidoscopies are rare in Switzerland. We merged
interventions performed in inpatient- and outpatient-settings
to calculate overall colonoscopy testing rate. We included
insurees who had both a colonoscopy and an FOBT tests in
the FOBT group because we assumed that positive FOBT results
led to a colonoscopy.We grouped insurees into two age categories
(50–69 vs. 70–75). We subdivided insurees into four categories of
deductible (low: 300 CHF; medium low: 500; medium high: 1000
or 1500 CHF; and, high: 2000 or 2500 CHF).

We fitted two logistic regressionmodels to estimate the odds ratio
(OR) of CRC testing with 95% confidence interval (95% CI). The
first was a binomial multivariate-adjusted logistic regression model
comparing insurees who had and had not been tested for CRC. The
second was a multinomial multivariate-adjusted logistic regression
model that compared the proportion of insurees tested for each type
of exam to those who had not been tested. In both statistical models,

TABLE 1 | Characteristics of 50–75 years-old insurees over the full year in 2012, 2015 and 2018, Helsana Database, Switzerland.

Variable 2012 2015 2018

Total participants, N 355 683 360 308 348 526

Socio-demographics
Age in years
50–69, N (col %) 289 118 (81.3%) 288 634 (80.1%) 275 860 (79.2%)
70–75, N (col %) 66 565 (18.7%) 71 674 (19.9%) 72 666 (20.8%)

Gender (Male), N (%) 168 898 (47.5%) 172 062 (47.8%) 166 466 (47.8%)

Residence
Urban, N (col %) 97 069 (27.3%) 97 642 (27.1%) 95 745 (27.5%)
Intermediate, N (col %) 174 301 (49.0%) 177 147 (49.2%) 169 046 (48.5%)
Rural, N (col %) 84 313 (23.7%) 85 519 (23.7%) 83 735 (24.0%)

Insurance plan
Deductible (CHF)
300, N (col %) 189 967 (53.4%) 197 489 (54.8%) 192 335 (55.2%)
500, N (col %) 80 521 (22.6%) 72 513 (20.1%) 62 517 (17.9%)
1000/1500, N (col %) 45 956 (12.9%) 41 928 (11.6%) 36 306 (10.4%)
2000/2500, N (col %) 39 239 (11.0%) 48 378 (13.4%) 57 368 (16.5%)

Managed Care (yes), N (%) 154 850 (43.5%) 193 956 (53.8%) 213 044 (61.1%)

Health status proxies
Number of PCG groupsa

None, N (col %) 157 722 (44.3%) 152 772 (42.4%) 142 002 (40.7%)
1, N (col %) 69 289 (19.5%) 67 122 (18.6%) 66 522 (19.1%)
2, N (col %) 54 880 (15.4%) 54 574 (15.1%) 53 464 (15.3%)
≥3, N (col %) 73 792 (20.7%) 85 840 (23.8%) 86 538 (24.8%)

aPharmacy-based Cost Group [26], based on data of the previous year.
Percentages refer to the proportion of the population (50–75 years old) of the studied calendar year.
CHF, Swiss Franc.

FIGURE 1 | Percentages of 50–75 years-old insurees who underwent
colonoscopy (dashed line), fecal occult blood test (dotted line) or both (solid
line), Helsana Database, Switzerland, January 2012 to December 2018.
FOBT, fecal occult blood test.
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TABLE 2 | numbers of 50–75 years-old insurees who underwent overall colorectal cancer testing (colonoscopy and/or fecal occult blood test), colonoscopy or fecal occult
blood test in 2012, 2015 and 2018, Helsana Database, Switzerland (data for the remaining years are available in the Supplementary File S3).

Variable Overall Colonoscopy FOBT/both

2012 2015 2018 2012 2015 2018 2012 2015 2018

Population N, %, (95% CI) 28 731 33 126 34 378 17 630 24 110 26 483 11 101 9 016 7 895
8.1 9.2 9.9 5.0 6.7 7.6 3.1 2.5 2.3

(8.0–8.2) (9.1–9.3) (9.8–10.0) (4.9–5.0) (6.6–6.8) (7.5–7.7) (3.1–3.2) (2.5–2.6) (2.2–2.3)
Age in years
50–69 N, %, (95% CI) 22 096 25 192 26 204 13 754 18 622 20 482 8 342 6 570 5 722

7.6 8.7 9.5 4.8 6.5 7.4 2.9 2.3 2.1
(7.5–7.7) (8.6–8.8) (9.4–9.6) (4.7–4.8) (6.4–6.5) (7.3–7.5) (2.8–2.9) (2.2–2.3) (2.0–2.1)

70–75 N, %, (95% CI) 6 635 7 934 8 174 3 876 5 488 6 001 2 759 2 446 2 173
10.0 11.1 11.2 5.8 7.7 8.3 4.1 3.4 3.0

(9.7–10.2) (10.8–11.3) (11.0–11.5) (5.6–6.0) (7.5–7.9) (8.1–8.5) (4.0–4.3) (3.3–3.6) (2.9–3.1)
Gender
Female N, %, (95% CI) 13 896 15 999 16 587 9 356 12 655 13 700 5 479 4 472 4 091

8.2 9.3 10.0 5.0 6.7 7.5 2.9 2.4 2.2
(8.1–8.4) (9.2–9.4) (9.8–10.1) (4.9–5.1) (6.6–6.8) (7.4–7.7) (2.9–3.0) (2.3–2.4) (2.2–2.3)

Male N, %, (95% CI) 14 835 17 127 17 791 8 274 11 455 12 783 5 622 4 544 3 804
7.9 9.1 9.8 4.9 6.7 7.7 3.3 2.6 2.3

(7.8–8.1) (9.0–9.2) (9.6–9.9) (4.8–5.0) (6.5–6.8) (7.5–7.8) (3.2–3.4) (2.6–2.7) (2.2–2.4)
Residence
Urban N, %, (95% CI) 7 705 8 958 9 378 4 824 6 712 7 296 2 881 2 246 2 082

7.9 9.2 9.8 5.0 6.9 7.6 3.0 2.3 2.2
(7.8–8.1) (9.0–9.4) (9.6–10.0) (4.8–5.1) (6.7–7.0) (7.4–7.8) (2.9–3.1) (2.2–2.4) (2.1–2.3)

Intermediate N, %, (95% CI) 14 811 17 195 17 296 9 059 12 479 13 365 5 752 4 716 3 931
8.5 9.7 10.2 5.2 7.0 7.9 3.3 2.7 2.3

(8.4–8.6) (9.6–9.9) (10.1–10.4) (5.1–5.3) (6.9–7.2) (7.8–8.0) (3.2–3.4) (2.6–2.7) (2.3–2.4)
Rural N, %, (95% CI) 6 215 6 973 7 704 3 747 4 919 5 822 2 468 2 054 1 882

7.4 8.2 9.2 4.4 5.8 7.0 2.9 2.4 2.2
(7.2–7.6) (8.0–8.3) (9.0–9.4) (4.3–4.6) (5.6–5.9) (6.8–7.1) (2.8–3.0) (2.3–2.5) (2.1–2.4)

Deductible (CHF)
300 N, %, (95% CI) 17 548 20 709 21 343 10 800 15 121 16 441 6 748 5 588 4 902

9.2 10.5 11.1 5.7 7.7 8.5 3.6 2.8 2.5
(9.1–9.4) (10.3–10.6) (10.9–11.2) (5.6–5.8) (7.5–7.8) (8.4–8.7) (3.5–3.6) (2.8–2.9) (2.5–2.6)

500 N, %, (95% CI) 6 566 6 663 6 466 3 965 4 752 4 840 2 601 1 911 1 626
8.2 9.2 10.3 4.9 6.6 7.7 3.2 2.6 2.6

(8.0–8.4) (9.0–9.4) (10.1–10.6) (4.8–5.1) (6.4–6.7) (7.5–8.0) (3.1–3.4) (2.5–2.8) (2.5–2.7)
1000/1500 N, %, (95% CI) 2 801 2 974 2 901 1 736 2 183 2 291 1 065 791 610

6.1 7.1 8.0 3.8 5.2 6.3 2.3 1.9 1.7
(5.9–6.3) (6.8–7.4) (7.7–8.3) (3.6–4.0) (5.0–5.4) (6.1–6.6) (2.2–2.5) (1.8–2.0) (1.5–1.8)

2000/2500 N, %, (95% CI) 1 816 2 780 3 668 1 129 2 054 2 911 687 726 757
4.6 5.7 6.4 2.9 4.2 5.1 1.8 1.5 1.3

(4.4–4.8) (5.5–6.0) (6.2–6.6) (2.7–3.1) (4.1–4.4) (4.9–5.3) (1.6–1.9) (1.4–1.6) (1.2–1.4)
Managed care
No N, %, (95% CI) 16 224 15 322 13 262 10 098 11 205 10 286 6 126 4 117 2 976

8.1 9.2 9.8 5.0 6.7 7.6 3.1 2.5 2.2
(8.0–8.2) (9.1–9.4) (9.6–10.0) (4.9–5.1) (6.6–6.9) (7.4–7.7) (3.0–3.1) (2.4–2.6) (2.1–2.3)

Yes N, %, (95% CI) 12 507 17 804 21 116 7 532 12 905 16 197 4 975 4 899 4 919
8.1 9.2 9.9 4.9 6.7 7.6 3.2 2.5 2.3

(7.9–8.2) (9.0–9.3) (9.8–10.0) (4.8–5.0) (6.5–6.8) (7.5–7.7) (3.1–3.3) (2.5–2.6) (2.2–2.4)
Number of PCGa

None N, %, (95% CI) 9 395 10 665 10 688 5 823 7 960 8 409 3 572 2 705 2 279
6.0 7.0 7.5 3.7 5.2 5.9 2.3 1.8 1.6

(5.8–6.1) (6.8–7.1) (7.4–7.7) (3.6–3.8) (5.1–5.3) (5.8–6.0) (2.2–2.3) (1.7–1.8) (1.5–1.7)
1 N, %, (95% CI) 6 166 6 514 6 830 3 658 4 684 5 222 2 508 1 830 1 608

8.9 9.7 10.3 5.3 7.0 7.9 3.6 2.7 2.4
(8.7–9.1) (9.5–9.9) (10.0–10.5) (5.1–5.5) (6.8–7.2) (7.6–8.1) (3.5–3.8) (2.6–2.9) (2.3–2.5)

2 N, %, (95% CI) 5 304 5 843 6 069 3 126 4 124 4 648 2 178 1 719 1 421
9.7 10.7 11.4 5.7 7.6 8.7 4.0 3.1 2.7

(9.4–9.9) (10.4–11.0) (11.1–11.6) (5.5–5.9) (7.3–7.8) (8.4–8.9) (3.8–4.1) (3.0–3.3) (2.5–2.8)
≥3 N, %, (95% CI) 7 866 10 104 10 791 5 023 7 342 8 204 2 843 2 762 2 587

10.7 11.8 12.5 6.8 8.6 9.5 3.9 3.2 3.0
(10.4–10.9) (11.5–12.0) (12.2–12.7) (6.6–7.0) (8.4–8.8) (9.3–9.7) (3.7–4.0) (3.1–3.3) (2.9–3.1)

aPharmacy-based Cost Group [26], based on data of the previous year.
Percentages refer to the proportion of insurees which were tested in the subgroup of the studied population, with the 95% confidence interval.
CHF, Swiss Franc; FOBT, fecal occult blood test.
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“no testing” was the baseline category. We adjusted for deductible,
age, gender, urban status of the community of residence, managed
care model, and number of PCG in the previous year. We used
these two models to evaluate the association between any test and
our covariates. We further tested for the interaction between year
of testing and age category on CRC testing through multivariate
adjusted regression. In a multivariate adjusted logistic regression
model including all participants across the years, we tested the
statistical significance of the interaction term “year: age category”,
controlling for each individual variable such as sex, deductible,
managed care status, location and year and age category.We tested
then the interaction between year of testing and deductible
category using the interaction term “year: deductible category”.
We calculated the p-value with the Wald test.

We performed sensitivity analyses to determine if other factors
or covariates influenced our results. To check for the possible
influence of screening programs in Vaud (launched in 2015) and
Uri (launched in 2014) on the overall CRC testing rates in
Switzerland, we repeated the analysis after excluding insurees
who lived in those cantons.

The threshold for statistical significance for all analyses was
p < 0.05. We used R Software for all statistical analyses.

RESULTS

From the dataset of Helsana Group, we included about 350′000
insurees in the analysis for each year. The characteristics of the

population for 2012, 2015, and 2018 are described in Table 1.
Characteristics of insurees were overall comparable over the years
but indicated a growing proportion of those opting for a high
deductible (2000/2500) or a managed care plan.

Testing rates for claimed colonoscopy and FOBT on average
in the study population and by covariates are found in Figure 1 and
Table 2 and Supplementary File S3. Overall annual CRC testing rate
increased over time from 8.1% (95%CI: 8.0–8.2) per year in 2012 to
9.9% (95%CI: 9.8–10.0) in 2018 (p-value for trend across year <0.01).
The colonoscopy rate increased from 5.0% (95%CI: 4.9–5.0) in 2012
to 7.6% (95%CI: 7.5–7.7) in 2018; the FOBT rate decreased from3.1%
(95%CI: 3.1–3.2) to 2.3% (95%CI: 2.2–2.3). .

Overall CRC testing rate increased in insurees aged 50–69
from 7.6% (95%CI: 7.5–7.7) in 2012 to 9.5% (95%CI: 9.4–9.6) in
2018; and in insurees aged 70–75 from 10.0% (95%CI: 9.7–10.2)
to 11.2% (95%CI: 11.0–11.5) (p-value for trend across years <0.01
for both age groups). Insurees aged 70–75 years had the highest
overall testing rate, colonoscopy rate and FOBT rate in 2012,
2015, and 2018. The absolute difference in CRC testing rates
between age categories decreased over time. (Table 2 and
Figure 2A; Supplementary File S3 for remaining years).

Overall CRC testing rate increased by insurees with LDHP
(300 CHF) from 9.2% (95%CI: 9.1–9.4) in 2012 to 11.1% (95%CI:
10.9–11.2) in 2018; and by insurees with HDHP (2000/2500
CHF) from 4.6% (95%CI: 4.4–4.8) to 6.4% (95%CI: 6.2–6.6).
The absolute difference in overall testing rate between deductible
categories stayed almost unchanged over the years. The absolute
difference in colonoscopy rate between LDHP and HDHP

FIGURE 2 | Percentages of 50–75 years-old insurees who underwent colonoscopy (dashed line) or fecal occult blood test (dotted line), by age and deductible
categories, Helsana Database, Switzerland, January 2012 to December 2018. Panel (A) by age; Panel (B) by deductible. FOBT, fecal occult blood test. Interaction term
for age: 70–75 over time: 0.978 (0.973 0 0.984); p < 0.001. Interaction term for deductible: 500 CHF: 1.009 (1.003–1.015); for 1000/1500 CHF 1.018 (1.010–1.026);
2000/2500 CHF 1.026 (1.018–1.034); p < 0.001.
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categories increased over time (from 2.8% in 2012 to 3.5% in
2018) and decreased over time for FOBT (from 1.8% in 2012 to
1.2%). (Table 2 and Figure 2B).

The adjusted odds ratios of having been tested with any CRC
test are listed in Table 3 and in Supplementary File S4.
Covariates significantly associated with higher CRC testing
rate were: older age, low deductible, male gender, residence in
an intermediate urban community, participation in a managed-
care model and presenting chronic health conditions. These
results were similar for each index year.

Table 4 summarizes the odds ratios of having been tested with
colonoscopy or FOBT in 2012, 2015, and 2018 from multivariate
adjusted multinomial regression models (data for remaining
years in Supplementary File S5). The covariates associated
throughout the years with having been tested with
colonoscopy were low deductible, residence in an intermediate
urban community, participation in a managed-care model, and
presenting chronic health conditions. The probability of having
been tested with a colonoscopy was higher in insurees aged
70–75 years in 2012, 2015, but not in 2018, and higher in men
in 2015 and 2018, but not in 2012. Covariates associated with
FOBT testing were older age, low deductible, male gender,
residence in an intermediate urban community, participation
in a managed-care model, and presenting chronic health
conditions. The results were similar after excluding the
insurees living in Vaud and Uri (data not shown).

We found a significant interaction of age on the association
between years and overall CRC testing (p < 0.01, Figure 2). Over
the years, the odds ratios of being tested contrasting the younger and
older insurees (50–69 vs. 70–75 year olds) decreased. There was also a
significant interaction of deductible on the association between years
and overall CRC testing (p < 0.01, Figure 2). Over the years, the odds
ratio between lower and higher deductible categories decreased.

DISCUSSION

This study found that the yearly claimed CRC testing rate has been
rising in Switzerland from 8.1% in 2012 to 9.9% in 2018, due to an
increase in the colonoscopy rate (from 5.0 to 7.6%). After the new
reimbursment policy went into effect in 2013, the amount of
reimbursement claim rose more in the 50-69-year-old than in the
70-75-year-old age category, leading to a decrease in difference in
testing rates between age categories. Insurees with HDHP had lower
claimed CRC testing rates in 2012 compared to insurees with LDHL
and continued to do so in 2018. Even if the relative difference between
healthcare plans shrank from 2012 to 2018, the absolute difference in
CRC testing rate between healthcare plans increased from 2012 to
2018, in particular for colonoscopy.

Our results are consistent with previous studies, which showed
a steady increase of CRC testing rate in Switzerland from 2007 to
2014, with an increasing use of colonoscopy and a decrease in
FOBT rate [9–12]. We confirm the associations between LDHP
and increasing age with higher CRC testing rate [9–12, 32]. The
participation in a managed-care model was also previously found
to be associated with higher CRC testing rate [12]. Compared to
the testing rate self-reported in the 2012 Swiss Health Interview

Survey (SHIS) [9], we found a lower testing rate for every test,
especially for FOBT (Supplementary File S2).

The data analyzed until 2018 represents the first attempt to
monitor the yearly CRC testing rate in Switzerland to determine
the potential effects on CRC testing of the 2013 policy change
using claims data from health insurances. This change in law
introduced the reimbursement of CRC screening test for people
aged 50–69 years old. Reimbursement for CRC testing increased
more among 50-69-year-olds than in those aged 70–75, which
likely indicates CRC tests were becoming more common in this
first age category, but we could not differentiate the continuation
of the trend observed in the past years of an effect of the law.
Though Swiss lawmakers stop reimbursements after age 69, most
international guidelines recommend CRC screening until at least
75 [5, 33, 34]. We found that 70-75-year-olds are still tested for
CRC, probably because Swiss healthcare professional follow these
recommendations. This highlights the importance of
reimbursement decisions on CRC screening rates.

Over the last decades, the financial burden of health
insurance premium continuously increased in Switzerland
and an increasing amount of insurees opt to HDHP or
managed-care model, which offer reduced premiums. We
found HDHP to be strongly correlated with lower claim for
reimbursement and the difference persisted after the 2013 change in
reimbursement policy, indicating that financial considerations might

TABLE 3 | Adjusted odds ratios of 50–75 years-old insurees who underwent any
colorectal cancer test, in 2012, 2015 and 2018, Helsana Database,
Switzerland (data for the remaining years are available in the Supplementary
File S4).

2012 2015 2018

OR (CI 95%) OR (CI 95%) OR (CI 95%)

Age in years (ref: 50–69)

70–75 1.16 (1.13–1.20)* 1.14 (1.11–1.17)* 1.05 (1.02–1.08)*

Gender (ref: male)

Female 0.92 (0.90–0.94)* 0.93 (0.91–0.95)* 0.93 (0.91–0.96)*

Residence (ref: urban)

intermediate 1.09 (1.06–1.13)* 1.08 (1.05–1.11)* 1.07 (1.04–1.10)*
rural 0.95 (0.92–0.98)* 0.90 (0.87–0.93)* 0.96 (0.93–0.99)*

Deductible (CHF) (ref: 300)

500 0.91 (0.89–0.94)* 0.90 (0.87–0.92)* 0.96 (0.93–0.98)*
1000/1500 0.75 (0.72–0.78)* 0.75 (0.72–0.78)* 0.79 (0.76–0.82)*
2000/2500 0.59 (0.56–0.62)* 0.63 (0.60–0.65)* 0.65 (0.63–0.68)*

Managed care (ref: no)

Yes 1.09 (1.06–1.12)* 1.07 (1.05–1.10)* 1.08 (1.06–1.11)*

Number of PCGa (ref: no)

1 1.42 (1.37–1.47)* 1.32 (1.28–1.37)* 1.30 (1.26–1.34)*
2 1.49 (1.44–1.55)* 1.41 (1.36–1.46)* 1.40 (1.36–1.45)*
≥3 1.63 (1.57–1.68)* 1.53 (1.48–1.58)* 1.53 (1.48–1.57)*

aPharmacy-based Cost Group [26], based on data of the previous year.
*Confidence intervals do not cross the OR of 1.
All the odds ratios are adjusted for the other covariates, in a binomial logistic
regression model.
CHF, Swiss Franc.
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represent a barrier to being tested for CRC. The difference between
LDHP and HDHP insurees might also simply reflect individual
preferences for consumption of care with those opting for HDHP less
likely to be interested in CRC screening. A person with LDHPmight
also be more likely to have other health conditions leading to
diagnostic CRC testing and more access to healthcare providers
who would offer the possibility of CRC screening. Evidence about the
impact of cost-sharing models on CRC screening rates is still limited:
the US Affordable Care Act (ACA) supressed cost-sharing for
preventive screening in 2010, but studies either found no change
in the rate of colonoscopy [22], or that no-charge screening was
associated with a greater increase in colonoscopy rates among those
with HDHP (≥$1000) than those with LDHP (≤$500) [23]. Future
studies, in particular datasets with detailed information about reason
for CRC testing (screening vs. diagnostic), should explore the effect of
deductible on CRC screening rate. In particular if removing
deductible and copay might lead to reduction in differences in
CRC testing rates by healthcare plan.

Limitations and Strengths
Our study had several limitations. First, because we could not
differentiate between screening and diagnostic tests we were
unable to specifically measure the change in CRC screening rates
associated with the 2013 policy reimbursement law. The testing rates
reported include tests performed for diagnostic and screening
reasons. Second, we urge for careful interpretation of the data on
FOBT. The dataset only contains data for bills submitted for
reimbursement; we used these to estimate the real testing rate.
The 2013 reimbursement policy may have increase the number of
bills submitted without actually increasing the true testing rate.When
comparing the rate of colonoscopies or both tests performed in the
last year in the 2012 SHIS data, which relies on self-report, we found
one to two times higher colonoscopy rates that in the Helsana dataset
(Supplementary File S2). Because of the cost of a colonoscopy,
insurees or gastroenterologists directly probably sendmost of the bills
to the insurance and we likely catched most colonoscopies which
were done. While some insurees might not have sent their bills,

TABLE 4 |Multinomial logistic regressionmodel, adjusted odds ratios of 50–75 years-old insurees who underwent colonoscopy or fecal occult blood test, in 2012, 2015 and
2018, Helsana Database, Switzerland (data for the remaining years are available in the Supplementary File S5).

Test 2012 2015 2018

OR (CI 95%) OR (CI 95%) OR (CI 95%)

Age in years (ref: 50–69)

70–75 Colo 1.08 (1.04–1.12)* 1.07 (1.03–1.10)* 0.99 (0.96–1.02)
FOBT 1.30 (1.24–1.36)* 1.34 (1.27–1.40)* 1.26 (1.20–1.33)*

Gender (ref: male)

Female Colo 0.97 (0.94–1.00) 0.96 (0.93–0.98)* 0.94 (0.91–0.96)*
FOBT 0.84 (0.80–0.87)* 0.85 (0.82–0.89)* 0.93 (0.89–0.97)*

Residence (ref: urban)

intermediate Colo 1.07 (1.04–1.11)* 1.05 (1.01–1.08)* 1.06 (1.03–1.09)*
FOBT 1.13 (1.08–1.18)* 1.17 (1.12–1.24)* 1.09 (1.03–1.15)*

rural Colo 0.92 (0.88–0.96)* 0.85 (0.82–0.88)* 0.93 (0.90–0.97)*
FOBT 1.00 (0.95–1.06) 1.06 (1.00–1.12) 1.06 (0.99–1.12)

Deductible (CHF) (ref: 300)

500 Colo 0.90 (0.87–0.93)* 0.87 (0.85–0.90)* 0.93 (0.90–0.96)*
FOBT 0.93 (0.89–0.98)* 0.96 (0.91–1.01) 1.05 (1.00–1.12)

1000/1500 Colo 0.76 (0.72–0.80)* 0.75 (0.71–0.78)* 0.80 (0.77–0.84)*
FOBT 0.73 (0.68–0.78)* 0.76 (0.70–0.82)* 0.75 (0.68–0.81)*

2000/2500 Colo 0.60 (0.56–0.64)* 0.62 (0.59–0.65)* 0.66 (0.63–0.69)*
FOBT 0.57 (0.52–0.62)* 0.63 (0.58–0.69)* 0.61 (0.57–0.67)*

Managed care (ref: no)

Yes Colo 1.06 (1.02–1.09)* 1.06 (1.03–1.09)* 1.07 (1.04–1.10)*
FOBT 1.15 (1.10–1.19)* 1.11 (1.06–1.15)* 1.14 (1.09–1.20)*

Number of PCGa (ref: no)

1 Colo 1.36 (1.31–1.42)* 1.28 (1.23–1.33)* 1.27 (1.23–1.32)*
FOBT 1.51 (1.43–1.59)* 1.46 (1.37–1.55)* 1.40 (1.31–1.49)*

2 Colo 1.44 (1.37–1.50)* 1.35 (1.29–1.40)* 1.38 (1.33–1.44)*
FOBT 1.58 (1.50–1.67)* 1.61 (1.51–1.71)* 1.48 (1.38–1.58)*

≥3 Colo 1.69 (1.63–1.77)* 1.50 (1.45–1.56)* 1.50 (1.45–1.55)*
FOBT 1.52 (1.44–1.60)* 1.61 (1.52–1.71)* 1.63 (1.53–1.73)*

aPharmacy-based Cost Group [26], based on data of the previous year.
*Confidence intervals do not cross the OR of 1.
All the odds ratios are adjusted for the other covariates, in a multinomial logistic regression model.
CHF, Swiss Franc; FOBT, fecal occult blood test.
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another explanation might be overreporting of colonosopies in the
SHIS [35]. However, we found one to four time lower FOBT rates in
the Helsana dataset compared to the SHIS dataset, especially by those
with HDHP (Supplementary File S2). Even if we can posit some
might be explained by overreporting bias in SHIS, an underreporting
of FOBT in the Helsana dataset seems likely. Many insurees possibly
renounce to claim reimbursement for small invoice, such as the
FOBT, which remain below their deductible threshold and as suchwe
do not capture these tests. Our analyses focused on the change in
CRC testing over the years. So even if the dataset likely underreports
the true FOBT rate, we do not expect that this source of bias changed
over the years. A reduction in FOBT testing rate was also observed in
the SHIS dataset. Third, since we were primarily interested in the
change in testing rate over the years, we only analysed testing rate
over each index year without tracking insurees over the 2012–2018
period.We did not determine the prevalence of those up-to-date with
CRC testing (colonoscopy within the last 10 years or FOBT within
last 2 years) each year, since our dataset was restricted to years
2012–2018. We have no data of the colonoscopies performed
before 2012. Fourth, since data was only available from 2012 and
the reimbursement reform occurred in 2013, we are inherently
limited in carefully describing the trends before 2013. Fifth, the
significant interaction term for age on the association between years
and overall CRC testing is primarily driven by a smaller decrease in
FOBT use in younger populations; this may in part be due to people
beginning screening with FOBT.

Our study also had several strengths. Our data was broadly
representative of the Swiss population regardless of the cantons of
residence.We had comprehensive information about insurees and no
data was missing for the covariates we used. Our reliance on
administrative data also enabled us to shorten the time between
data collection and publication of the results.

Conclusion
Current guidelines recommend patients be presented a menu of
options for CRC screening tests and to be able to decide which
test they want to undergo, according to their preferences and
values [5, 6]. Besides individual factors, financial considerations
should not represent a barrier to be screened. FOBT is
inexpensive, innocuous and easy to use but underused in
Switzerland, and could thus help to increase the CRC
screening rate. However, insurees who prefer colonoscopy to
FOBT should not face financial barriers to do so. Organized CRC
screening programs, who waive deductible for both FOBT and
colonoscopy in Switzerland, should help to understand whether
this waiver contribute to further reduction in differences in CRC
screening between insurees with HDHP and LDHP.

CRC testing rate in Switzerland increased from 2012 to 2018, in
particular among Swiss insurees aged 50–69, the target population of
the reimbursement law of 2013. We cannot determine if the increase
can be imputed to the 2013 law or if the change reflects the
continuation of the trend which started earlier than 2013. The
rate of colonoscopy increased, while the rate of FOBT decreased.
Those with a high-deductible health plan remain less likely to be
tested for CRC. Future studies should explore whether encouraging
more participants to opt for FOBT, and waiving the deductible may
increase the overall CRC testing rate.

ETHICS STATEMENT

Ethical review and approval was not required for the study on
human participants in accordance with the local legislation and
institutional requirements. Written informed consent for
participation was not required for this study in
accordance with the national legislation and the institutional
requirements.

AUTHOR CONTRIBUTIONS

RS: Conceptualization, Formal analysis, Writing original draft.
MN: Formal analysis, Writing–review and editing. LS: Formal
analysis, Methodology, Writing–review and editing. SB:
Writing–review and editing. KT: Methodology, Writing–review
and editing. J-LB: Methodology, Writing–review and editing. CD:
Methodology, Writing–review and editing. OS: Methodology,
Writing–review and editing. KS: Methodology, Writing–review
and editing. CB: Writing–review and editing. EB:
Conceptualization, Methodology, Writing–review and editing.
RA: Conceptualization, Funding acquisition, Supervision,
Project administration, Writing–review and editing.

FUNDING

This work was supported by the funds from the Swiss Cancer
Research Foundation, Health Services Research (HSR-4366-11-
2017) and the Swiss National Science Foundation, National
Research Program 74 (NFP74 407440_167519) “Smarter Health
Care”. The funders had no role in the design or conduct of the
study, in the collection, management, analysis, or interpretation of
data, or in the preparation, review, or approval of the manuscript.

CONFLICT OF INTEREST

Authors MN, CB, and EB were employed by the Swiss health
insurance company Helsana.

KS received personal fees from Kaiser Permanente Northern
California and non-financial support from the “Fondation
vaudoise de dépistage du cancer”. EB received grant supports from
MSD, Novartis, Vifor, Amgen and the Swiss Cancer Research
Foundation outside of the topic of the submitted work. CB
received grant support from the Swiss National Research Program
outside of the topic of the submitted work.

The remaining 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.

SUPPLEMENTARY MATERIAL

The SupplementaryMaterial for this article can be found online at:
https://www.ssph-journal.org/articles/10.3389/ijph.2021.1604073/
full#supplementary-material

Int J Public Health | Owned by SSPH+ | Published by Frontiers October 2021 | Volume 66 | Article 16040738

Schneider et al. CRC Testing in Switzerland 2012–2018

https://www.ssph-journal.org/articles/10.3389/ijph.2021.1604073/full#supplementary-material
https://www.ssph-journal.org/articles/10.3389/ijph.2021.1604073/full#supplementary-material


REFERENCES

1. Arndt, V, Feller, A, Hauri, D, Heusser, R, Junker, C, Kuehni, C, et al.
Schweizerischer Krebsbericht 2015, Stand und Entwicklungen. Neuchatel:
Bundesamt für Statistik (2016). p. 144.

2. Brenner, H, Stock, C, and Hoffmeister, M Effect of Screening Sigmoidoscopy
and Screening Colonoscopy on Colorectal Cancer Incidence and Mortality:
Systematic Review and Meta-Analysis of Randomised Controlled Trials and
Observational Studies. BMJ (2014) 348:g2467. doi:10.1136/bmj.g2467

3. Meester, RGS, Doubeni, CA, Lansdorp-Vogelaar, I, Goede, SL, Levin, TR,
Quinn, VP, et al. Colorectal Cancer Deaths Attributable to Nonuse of
Screening in the United States. Ann Epidemiol (2015) 25(3):208–13.
doi:10.1016/j.annepidem.2014.11.011

4. Lauby-Secretan, B, Vilahur, N, Bianchini, F, Guha, N, and Straif, K. The IARC
Perspective on Colorectal Cancer Screening. N Engl J Med (2018) 378(18):
1734–40. doi:10.1056/nejmsr1714643

5. Bibbins-Domingo, K, Bibbins-Domingo, K, Grossman, DC, Curry, SJ,
Davidson, KW, Jr., Epling, JW, et al. Screening for Colorectal Cancer: US
Preventive Services Task Force Recommendation Statement. JAMA (2016)
315(23):2564–75. doi:10.1001/jama.2016.5989

6. Helsingen, LM, Vandvik, PO, Jodal, HC, Agoritsas, T, Lytvyn, L, Anderson, JC,
et al. Colorectal Cancer Screening with Faecal Immunochemical Testing,
Sigmoidoscopy or Colonoscopy: a Clinical Practice Guideline. BMJ (2019)
367:l5515. doi:10.1136/bmj.l5515

7. Arditi, C, Peytremann-Bridevaux, I, Burnand, B, Eckardt, VF, Bytzer, P, Agréus,
L, et al. Appropriateness of Colonoscopy in Europe (EPAGE II). Screening for
Colorectal Cancer. Endoscopy (2009) 41(3):200–8. doi:10.1055/s-0028-1119626

8. European Council. Council Recommendation of 2 December 2003 on Cancer
Screening. Maastricht, Netherlands: Official Journal of the European Union
(2003).

9. Braun, AL, Kässner, A, Syrogiannouli, L, Selby, K, Bulliard, J-L, Martin, Y, et al.
Association between Colorectal Cancer Testing and Insurance Type: Evidence
from the Swiss Health Interview Survey 2012. Prev Med Rep (2020) 19:101111.
doi:10.1016/j.pmedr.2020.101111

10. Fischer, R, Collet, T-H, Zeller, A, Zimmerli, L, Gaspoz, J-M, Giraudon, K, et al.
Obesity and Overweight Associated with Lower Rates of Colorectal Cancer
Screening in Switzerland. Eur J Cancer Prev (2013) 22(5):425–30. doi:10.1097/
cej.0b013e32835f3b87

11. Braun, AL, Prati, E, Martin, Y, Dvorak, C, Tal, K, Biller-Andorno, N, et al.
Variation in Colorectal Cancer Testing between Primary Care Physicians: a
Cross-Sectional Study in Switzerland. Int J Public Health (2019) 64:1075.
doi:10.1007/s00038-019-01259-4

12. Ulyte, A, Wei, W, Dressel, H, Gruebner, O, von Wyl, V, Bähler, C, et al.
Variation of Colorectal, Breast and Prostate Cancer Screening Activity in
Switzerland: Influence of Insurance, Policy and Guidelines. PLoS One (2020)
15(4):e0231409. doi:10.1371/journal.pone.0231409

13. Storni, M, Lieberherr, R, and Kaeser, M. Schweizerische Gesundheitsbefragung
2017 (2018). updated 10.12.2018. Available from: https://www.bfs.admin.ch/
bfs/de/home/statistiken/gesundheit.assetdetail.6426300.html (Accessed June
24, 2020).

14. Auer, R, Selby, K, Bulliard, J-L, Nichita, C, Dorta, G, Ducros, C, et al.
Programme cantonal vaudois de dépistage du cancer colorectal:
information et décision partagée. Revue Médicale Suisse (2015) 11:2209–15.

15. Hsia, J, Kemper, E, Kiefe, C, Zapka, J, Sofaer, S, Pettinger, M, et al. The
Importance of Health Insurance as a Determinant of Cancer Screening:
Evidence from the Women’s Health Initiative. Prev Med (2000) 31(3):
261–70. doi:10.1006/pmed.2000.0697

16. Weiss, JM, Smith, MA, Pickhardt, PJ, Kraft, SA, Flood, GE, Kim, DH, et al.
Predictors of Colorectal Cancer Screening Variation Among Primary-Care
Providers and Clinics. Am J Gastroenterol (2013) 108(7):1159–67. doi:10.1038/
ajg.2013.127

17. Matthews, BA, Anderson, RC, and Nattinger, AB. Colorectal Cancer Screening
Behavior and Health Insurance Status (United States). Cancer Causes Control
(2005) 16(6):735–42. doi:10.1007/s10552-005-1228-z

18. Bodenmann, P, Favrat, B, Wolff, H, Guessous, I, Panese, F, Herzig, L, et al.
Screening Primary-Care Patients Forgoing Health Care for Economic Reasons.
PLoS One (2014) 9(4):e94006. doi:10.1371/journal.pone.0094006

19. Schenck, AP, Klabunde, CN, Warren, JL, Peacock, S, Davis, WW, Hawley, ST,
et al. Data Sources for Measuring Colorectal Endoscopy Use Among Medicare
Enrollees. Cancer Epidemiol Biomarkers Prev (2007) 16(10):2118–27.
doi:10.1158/1055-9965.epi-07-0123

20. Gupta, S, Ahn, C, Skinner, CS, Tong, L, Argenbright, K, Anderson, P, et al.
Measurement of Colorectal Cancer Test Use with Medical Claims Data in a
Safety-Net Health System. Am J Med Sci (2013) 345(2):99–103. doi:10.1097/
maj.0b013e31824dd1b6

21. Wharam, JF, Graves, AJ, Landon, BE, Zhang, F, Soumerai, SB, and Ross-
Degnan, D. Two-year Trends in Colorectal Cancer Screening after Switch to a
High-Deductible Health Plan. Med Care (2011) 49(9):865–71. doi:10.1097/
mlr.0b013e31821b35d8

22. Mehta, SJ, Polsky, D, Zhu, J, Lewis, JD, Kolstad, JT, Loewenstein, G, et al. ACA-
mandated Elimination of Cost Sharing for Preventive Screening Has Had
Limited Early Impact. Am J Manag Care (2015) 21(7):511–7.

23. Wharam, JF, Zhang, F, Landon, BE, LeCates, R, Soumerai, S, and Ross-
Degnan, D. Colorectal Cancer Screening in a Nationwide High-Deductible
Health Plan before and after the Affordable Care Act. Med Care (2016) 54(5):
466–73. doi:10.1097/mlr.0000000000000521

24. SFSO. Bilanz der ständigen Wohnbevölkerung nach Kanton, 1991-2018
(2019). Available from: https://www.bfs.admin.ch/bfs/de/home/statistiken/
bevoelkerung/stand-entwicklung/bevoelkerung.assetdetail.9486033.html.
(Accessed July 31, 2020)

25. Bähler, C, Vavricka, SR, Schoepfer, AM, Brüngger, B, and Reich, O. Trends in
Prevalence, Mortality, Health Care Utilization and Health Care Costs of Swiss
IBD Patients: a Claims Data Based Study of the Years 2010, 2012 and 2014.
BMC Gastroenterol (2017) 17(1):138. doi:10.1186/s12876-017-0681-y

26. Huber, CA, Szucs, TD, Rapold, R, and Reich, O. Identifying Patients with
Chronic Conditions Using Pharmacy Data in Switzerland: an Updated
Mapping Approach to the Classification of Medications. BMC public health
(2013) 13:1030. doi:10.1186/1471-2458-13-1030

27. Bähler, C, Schoepfer, AM, Vavricka, SR, Brüngger, B, and Reich, O. Chronic
Comorbidities Associated with Inflammatory Bowel Disease. Eur J Gastroenterol
Hepatol (2017) 29(8):916–25. doi:10.1097/meg.0000000000000891

28. Lamers, LM, and van Vliet, RCJA. The Pharmacy-Based Cost Group Model:
Validating and Adjusting the Classification of Medications for Chronic
Conditions to the Dutch Situation. Health Policy (2004) 68(1):113–21.
doi:10.1016/j.healthpol.2003.09.001

29. Nielen, MM, Schellevis, FG, and Verheij, RA. Inter-practice Variation in
Diagnosing Hypertension and Diabetes Mellitus: a Cross-Sectional Study in
General Practice. BMC Fam Pract (2009) 10(1):6. doi:10.1186/1471-2296-10-6

30. Haring, R, Völzke, H, Felix, SB, Schipf, S, Dörr, M, Rosskopf, D, et al. Prediction of
Metabolic Syndrome by Low Serum Testosterone Levels in Men: Results from the
Study of Health in Pomerania. Diabetes (2009) 58:2027. doi:10.2337/db09-0031

31. Stock, C, Ihle, P, Schubert, I, and Brenner, H. Colonoscopy and Fecal Occult
Blood Test Use in Germany: Results from a Large Insurance-Based Cohort.
Endoscopy (2011) 43(9):771–81. doi:10.1055/s-0030-1256504

32. Spaeth, A, and Zwahlen, M. Use of Lower Gastrointestinal Endoscopy and Fecal
Occult Blood Test in the 2007 Swiss Health Interview Survey Respondents Aged
50 Years and Older. Endoscopy (2013) 45(7):560–6. doi:10.1055/s-0032-1326636

33. Bénard, F, Barkun, AN, Martel, M, and Renteln, Dv. Systematic Review of
Colorectal Cancer Screening Guidelines for Average-Risk Adults:
Summarizing the Current Global Recommendations. World J Gastroenterol
(2018) 24(1):124–38. doi:10.3748/wjg.v24.i1.124

34. Schreuders, EH, Ruco, A, Rabeneck, L, Schoen, RE, Sung, JJY, Young, GP, et al.
Colorectal Cancer Screening: a Global Overview of Existing Programmes. Gut
(2015) 64(10):1637–49. doi:10.1136/gutjnl-2014-309086

35. Schneider, EC, Nadel, MR, Zaslavsky, AM, and McGlynn, EA. Assessment of
the Scientific Soundness of Clinical Performance Measures. Arch Intern Med
(2008) 168(8):876–82. doi:10.1001/archinte.168.8.876

Copyright © 2021 Schneider, Näpflin, Syrogiannouli, Bissig, Tal, Bulliard, Ducros,
Senn, Selby, Bähler, Blozik and Auer. This is an open-access article distributed under
the terms of the Creative Commons Attribution License (CC BY). The use,
distribution or reproduction in other forums is permitted, provided the original
author(s) and the copyright owner(s) are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these terms.

Int J Public Health | Owned by SSPH+ | Published by Frontiers October 2021 | Volume 66 | Article 16040739

Schneider et al. CRC Testing in Switzerland 2012–2018

https://doi.org/10.1136/bmj.g2467
https://doi.org/10.1016/j.annepidem.2014.11.011
https://doi.org/10.1056/nejmsr1714643
https://doi.org/10.1001/jama.2016.5989
https://doi.org/10.1136/bmj.l5515
https://doi.org/10.1055/s-0028-1119626
https://doi.org/10.1016/j.pmedr.2020.101111
https://doi.org/10.1097/cej.0b013e32835f3b87
https://doi.org/10.1097/cej.0b013e32835f3b87
https://doi.org/10.1007/s00038-019-01259-4
https://doi.org/10.1371/journal.pone.0231409
https://www.bfs.admin.ch/bfs/de/home/statistiken/gesundheit.assetdetail.6426300.html
https://www.bfs.admin.ch/bfs/de/home/statistiken/gesundheit.assetdetail.6426300.html
https://doi.org/10.1006/pmed.2000.0697
https://doi.org/10.1038/ajg.2013.127
https://doi.org/10.1038/ajg.2013.127
https://doi.org/10.1007/s10552-005-1228-z
https://doi.org/10.1371/journal.pone.0094006
https://doi.org/10.1158/1055-9965.epi-07-0123
https://doi.org/10.1097/maj.0b013e31824dd1b6
https://doi.org/10.1097/maj.0b013e31824dd1b6
https://doi.org/10.1097/mlr.0b013e31821b35d8
https://doi.org/10.1097/mlr.0b013e31821b35d8
https://doi.org/10.1097/mlr.0000000000000521
https://www.bfs.admin.ch/bfs/de/home/statistiken/bevoelkerung/stand-entwicklung/bevoelkerung.assetdetail.9486033.html
https://www.bfs.admin.ch/bfs/de/home/statistiken/bevoelkerung/stand-entwicklung/bevoelkerung.assetdetail.9486033.html
https://doi.org/10.1186/s12876-017-0681-y
https://doi.org/10.1186/1471-2458-13-1030
https://doi.org/10.1097/meg.0000000000000891
https://doi.org/10.1016/j.healthpol.2003.09.001
https://doi.org/10.1186/1471-2296-10-6
https://doi.org/10.2337/db09-0031
https://doi.org/10.1055/s-0030-1256504
https://doi.org/10.1055/s-0032-1326636
https://doi.org/10.3748/wjg.v24.i1.124
https://doi.org/10.1136/gutjnl-2014-309086
https://doi.org/10.1001/archinte.168.8.876
https://creativecommons.org/licenses/by/4.0/

	Change in Colorectal Cancer Tests Submitted for Reimbursement in Switzerland 2012–2018: Evidence from Claims Data of a Larg ...
	Introduction
	Methods
	Study Design, Data Source and Participants
	Outcomes and Covariates
	Statistical Analyses

	Results
	Discussion
	Limitations and Strengths
	Conclusion

	Ethics Statement
	Author Contributions
	Funding
	Conflict of Interest
	Supplementary Material
	References


