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Summary
BackgroundWe have addressed health equity attained by fecal immunochemical testing (FIT) and primary colonos-
copy (PCOL), respectively, in the randomised controlled screening trial SCREESCO conducted in Sweden.

MethodsWe analysed data on the individuals recruited between March 2014, and March 2020, within the study reg-
istered with ClinicalTrials.gov, NCT02078804. Swedish population registry data on educational level, household
income, country of birth, and marital status were linked to each 60-year-old man and woman who had been rando-
mised to two rounds of FIT 2 years apart (n = 60,123) or once-only PCOL (n = 30,390). Furthermore, we geo-coded
each study individual to his/her residential area and assessed neighbourhood-level data on deprivation, proportion
of non-Western immigrants, population density, and average distance to healthcare center for colonoscopy. We esti-
mated adjusted associations of each covariate with the colonoscopy attendance proportion out of all invited to respective
arms; ie, the preferred outcome for addressing health equity. In the FIT arm, the test uptake and the colonoscopy
uptake among the test positives were considered as the secondary outcomes.

Findings We found a marked socioeconomic gradient in the colonoscopy attendance proportion in the PCOL arm
(adjusted odds ratio [95% credibility interval] between the groups categorised in the highest vs. lowest national quar-
tile for household income: 2¢20 [2¢01−2¢42]) in parallel with the gradient in the test uptake of the FIT £ 2 screening
(2¢08 [1¢96−2¢20]). The corresponding gradient in the colonoscopy attendance proportion out of all invited to FIT
was less pronounced (1¢29 [1¢16−1¢42]), due to higher proportions of FIT positives in socioeconomically disadvan-
taged groups.

Interpretation The unintended risk of exacerbating inequalities in health by organised colorectal cancer screening
may be higher with a PCOL strategy than a FIT strategy, despite parallel socioeconomic gradients in uptake.
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Research in context

Evidence before this study

This study addresses health equity in organised colorec-
tal cancer (CRC) screening. We searched PubMed on
November 10, 2021, using the following search terms:
(uptake OR equity OR inequities OR inequalities) AND
(socioeconomic) AND (cancer screening) AND (colorec-
tal neoplasms OR colorectal cancer). Socioeconomic
inequalities in the uptake of organised screening with
fecal immunochemical testing (FIT) are well docu-
mented, whereas analogous reports for organised
screening with primary colonoscopy (PCOL) are scarce.

Added value of this study

To our knowledge, this analysis is the first to address
health equity based on two large intention-to-screen
populations randomly invited to PCOL and FIT. Our
analysis showed parallel, marked socioeconomic gra-
dients in the (colonoscopy) uptake of a once-only
PCOL strategy and the (test) uptake of a two rounds of
FIT 2 years apart (FIT£ 2) strategy. Yet, we found only
small variations in the colonoscopy attendance propor-
tion at the intention-to-screen level across various popu-
lation groups in the FIT£ 2 arm, due to higher
proportions of FIT positives in socioeconomically disad-
vantaged groups.

Implications of all the available evidence

The unintended risk of exacerbating inequalities in
health by an organised CRC screening program may
be higher with a once-only PCOL strategy than a
FIT£ 2 strategy, despite parallel socioeconomic gra-
dients in the uptake of each approach. Future cost-
effectiveness evaluations should provide information
about the health equity impacts of the alternative
strategies and the trade-offs that may arise between
equity and efficacy.
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Introduction
Currently, the two most widely employed colorectal can-
cer (CRC) screening strategies are fecal immunochemi-
cal testing (FIT) and primary colonoscopy (PCOL).
Socioeconomic inequalities in the uptake of organised
screening with FIT are well documented.1,2 However, it
remains unclear whether such inequalities exacerbate
health inequities. Work-up colonoscopy after a positive
FIT detects existing invasive cancers, and colonoscopic
removal of premalignant lesions is crucially important
for preventing CRC.3 To address health equity with
regard to the potential health benefit of organised CRC
screening from a population perspective, we analysed
socioeconomic associations with the colonoscopy atten-
dance proportion out of all those invited to FIT (ie, at the
intention-to-screen level). This outcome depends on
the test uptake, the proportion of test positives among
the tested, and the work-up colonoscopy uptake among
the test positives.

The health benefit of a PCOL strategy depends on
the proportion of the invited who attend colonoscopy;
ie, the PCOL uptake. Reports on socioeconomic inequal-
ities in the uptake of organised screening with PCOL
only are scarce.2 Decreasing uptake with lower neigh-
bourhood-level socioeconomic status has been reported
in the PCOL arm of a randomised controlled trial (RCT)
conducted in the regions of Amsterdam and Rotterdam
(where colonography was tested as the alternative
screening method).4

We aimed to evaluate the health equity attained by
the FIT and PCOL screening strategies, respectively, in
a nationwide RCT conducted in Sweden (SCREESCO
[SCREEning of Swedish Colons]; ClinicalTrials.gov
number NCT02078804).5
Methods

Study population
SCREESCO is a Swedish RCT with assignment of study
subjects to one of three groups: once-only primary colo-
noscopy (PCOL arm), invitations to two rounds of high-
sensitive FIT using a home test kit two years apart
(FIT £ 2 arm), or no intervention (control arm).5

Sweden is divided in 21 regions and each region is
responsible for providing healthcare services. These
regions are further organised into six collaborative
health care regions. Two of the Swedish regions, which
together form the health care region Stockholm-Got-
land, started to implement CRC screening programmes
in 2008/2009.6 Eighteen of the other 19 regions, all
naÿve to organised CRC screening, participated in the
trial.

At the end of 2013, there were 437,000 registered
inhabitants aged between 55 and 59 years (50.26%
men) in the participating regions. SCREESCO started
recruiting in March 2014, and finished the recruitment
phase (including both invitations to FIT) in March
2020. The recruitment and screening procedures have
been described in detail elsewhere.5 In brief, the follow-
ing approach was applied: Sixty-year-old men and
women born in the period 1954−1958 were randomly
selected and allocated to PCOL or FIT £ 2. Randomised
sampling of individuals from the population was per-
formed within each combination of region and sex, and
the number of individuals within each such stratum
was defined following the population distribution. A
randomised block method allocated individuals to the
respective arms. In total, 31,440 individuals were rando-
mised to the PCOL arm and 60,300 to the FIT £ 2 arm.
Ultimately, 30,400 (96.8%) and 60,137 (99.7%) were
invited to each screening strategy. All invitees received a
letter describing the study and a leaflet about CRC and
screening (a reminder was sent after eight weeks). In
www.thelancet.com Vol 47 Month May, 2022
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the PCOL arm, a second letter offered a scheduled time
for a colonoscopy or to arrange a time by phone. In the
FIT £ 2 arm, the invitation letter included kits for stool
samples and a positive FIT triggered an invitation to a
colonoscopy identical to that offered to the colonoscopy
group. Information on personal history of cancer was
obtained from the Swedish Cancer Registry and 48 per-
sons (21 in the PCOL arm, 27 in the FIT £ 2 arm) with
a previous CRC diagnosis did not attend colonoscopy.

The Ethics Committee at Karolinska Institutet
approved the study, including the linkage to Swedish
population registers for obtaining sociodemographic
data (as described below).
Data
Individual data registered in the SCREESCO database
up to February 2020 were sent to Statistics Sweden.
Register holders in Sweden use the unique Swedish per-
sonal numbers for data linkage.7 Statistics Sweden’s
population registry data on educational level (classified
according to number of school years: >12 school years
[corresponding to some education at university level] or
≤12 school years [no university education]), household
income (disposable income per household per consump-
tion unit [Statistics Sweden applies the following
weights: 1¢0 for single or living alone, 1¢51 for cohabiting
couple, 0¢6 for each additional adult, 0¢52 for first child
0−19 years, and 0¢42 for each additional child 0−19
years] classified into national quartiles), country of birth
(Western vs non-Western [Eastern Europe, Asia, Africa,
and South America] countries), marital status (married,
never married, or divorced/widowed/other), and residen-
tial neighbourhood (see below) were linked to each 60-
year-old man/woman allocated to PCOL or FIT £ 2.
Time-varying data were assessed with regard to the year
of invitation (first round in the FIT £ 2 arm). Statistics
Sweden delivered a pseudoanonymised data file for the
present analysis.

Each study individual was geo-coded to residential
neighbourhood at the time of (first) invitation, accord-
ing to a small-area division of Sweden referred to as
DeSO (“Demografiska StatistikOmra

�
den” [in Swedish]).

Statistics Sweden launched the DeSO division in 2018,
to facilitate the monitoring of segregation and socioeco-
nomic conditions in small geographic areas. In Decem-
ber 2018, the population sizes across the 5985 DeSO in
Sweden varied between 653 and 4243. Str€omberg and
colleagues have demonstrated that these neighbour-
hoods can be used for monitoring influence of neigh-
bourhood deprivation in public health.8 They also
suggested a DeSO-level deprivation index.8 In the pres-
ent analysis, we considered the following neighbour-
hood-level data: deprivation (neighbourhoods classified
into national quintiles Q1 [least deprived] to Q5 [most
deprived]), proportion of non-Western immigrants (propor-
tion of inhabitants born in Eastern Europe, Asia, Africa,
www.thelancet.com Vol 47 Month May, 2022
or South America in each neighbourhood assessed and,
furthermore, classified into a national quintiles Q1-Q5),
population density (total population size per km2 in each
neighbourhood assessed and, furthermore, classified
into national quintiles Q1-Q5), and distance to healthcare
center (straight line distance [km] from midpoint of
neighbourhood to healthcare center for colonoscopy
assessed and, furthermore, classified into quintiles Q1-Q5
based on all distances for the participating neighbour-
hoods). In the appendix, we provide maps visualizing the
participating regions, neighbourhoods, healthcare centres
for colonoscopy, and distances between neighbourhoods
and healthcare centres (appendix Figure A1).

We defined the primary outcome of each study indi-
vidual as colonoscopy attendance or not ie, a binary out-
come taking the value 1 if the individual attended the
healthcare center for colonoscopy after an invitation.
For the individuals in the FIT £ 2 arm, such an invita-
tion was sent out provided a positive test in round 1 or 2
(410 individuals participated in a colonoscopy in both
rounds5; their outcomes were set to 1). We also analysed
test attendance (the test uptake) in the FIT £ 2 arm,
using binary outcomes equal to 1 for each individual
who participated in the stool-based testing in round 1 or
2. In the FIT £ 2 arm, we regarded the test uptake and
the (work-up) colonoscopy uptake among the test posi-
tives as secondary outcomes in our evaluation of health
equity.
Statistical methods
We modelled the colonoscopy attendance in the respec-
tive arms of the trial, and the test attendance in the
FIT £ 2 arm, using Bayesian logit models with individ-
ual-level and neighbourhood-level covariates. Missing
data were classified in the dominant category of the
covariate in question.

We obtained unadjusted odds ratios (ORs) with 95%
credible interval (CI) from single-covariate models and
adjusted ORs with 95% CI, together with predicted
attendance proportions with 95% CI, from multivari-
able models with: (1) the individual-level covariates and
(2) the neighbourhood-level covariates. The covariates
year of invitation and gender were incorporated into both
models. Neighbourhood-level random intercepts were
modelled by including spatially unstructured, indepen-
dent, and identically distributed Gaussian random
effects in each model. In the modeling of neighbour-
hood-level associations (model 2), spatially structured
random effects were enforced, using an intrinsic condi-
tional autoregressive prior.9,10 Thereby, in model 2, we
allowed for attendance proportions to be more similar
across adjacent neighbourhoods than those at distant
locations. We specified a minimally informative prior on
the hyper-parameters: logGamma(1, 0¢0005).10 The
Appendix contains a detailed description of the statisti-
cal models.
3
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The models were fitted by Integrated Nested Laplace
Approximation (INLA) using the R-INLA software pack-
age.10 All analyses were carried out in R version 4.0.0
(R Core Team, Vienna, Austria).
Role of the funding source
The funders of the study had no role in study design,
data collection, data analysis, data interpretation, or
writing of the report. US, CB, MW, LH, AF, and RH
had access to the included study data. All authors agreed
with the final decision to submit for publication.
Results
We excluded 24 individuals (10 in PCOL and 14 in
FIT £ 2) for whom we lacked register data necessary for
the geocoding to residential neighbourhood. Two indi-
viduals had missing data on country of birth and 215
individuals had missing data on educational attainment;
these data were classified into the categories “Western”
and “no university education”, respectively. Thus, the
completed data sample for our analysis included 30,390
individuals invited to PCOL and 60,123 individuals
invited to FIT £ 2.

Table 1 shows that this large RCT yielded balanced
covariate distributions between the two intention-to-
screen populations (except for the covariate year of invi-
tation5).
Individual-level associations with attendance among
those invited to PCOL
In the PCOL arm, there was a pronounced variation in
the attendance proportion around the overall proportion
of 34¢7% − between 20¢3% and 40¢7% (Table 1).

Women were less likely to attend colonoscopy than
men (adjusted OR 0¢87 [95% CI 0¢83−0¢91]; Table 2).

We found a marked socioeconomic gradient in the
colonoscopy attendance proportion in the PCOL arm
(adjusted OR 2¢20 [95% CI 2¢01−2¢42] between the
groups categorised in the highest vs. lowest national
quartile for household income; Table 2). The colonos-
copy attendance proportion was significantly lower
among the people without university education com-
pared to those with some university education (adjusted
OR 0¢75 [95% CI 0¢71−0¢79]), as well as among the
non-Western immigrants compared to the people born
in a Western country (adjusted OR 0¢75 [95% CI 0¢68
−0¢84]) (Table 2). With regard to marital status, we
found that the colonoscopy attendance proportion was
higher among married persons (Table 2).
Individual-level associations with attendance among
those invited to FIT £ 2
In the FIT £ 2 arm, the colonoscopy attendance propor-
tion at the intention-to-screen level varied modestly
around the overall proportion of 9¢7% − between 7¢7%
and 10¢4% across the population groups categorised by
each covariate (Table 1). The test attendance proportion
varied pronouncedly around the average of 55¢3% −
between 39¢9% and 63¢4% across the variously defined
population groups (Table 1).

Women invited to the FIT £ 2 arm were less likely to
attend colonoscopy than men (adjusted OR women/
men 0¢90 [95% CI 0¢86−0¢95]), while the test atten-
dance proportion was higher among women (adjusted
OR women/men 1¢35 [95% CI 1¢31−1¢40]) (Table 2).
Men were more frequently tested positive than women
(appendix Table A1).

The comparison between the groups categorised in
the highest vs. lowest national quartile for household
income showed a weaker association with the colonos-
copy attendance at the intention-to-screen level
(adjusted OR 1¢29 [95% CI 1¢16−1¢42]) than with the
test attendance (adjusted OR 2¢08 [95% CI 1¢96−2¢20])
(Table 2). Furthermore, in comparison to the people
with some university education, those without univer-
sity education showed a similar colonoscopy attendance
proportion at the intention-to-screen level (adjusted OR
0¢99 [95% CI 0¢94−1¢06]), but a significantly lower test
attendance proportion (adjusted OR 0¢71 [0¢69−0¢74])
(Table 2). Hence, the socioeconomically related gra-
dients in the colonoscopy attendance at the intention-to-
screen level was notably less pronounced than the corre-
sponding gradients in the test attendance (Table 2).
These results can be explained by higher proportions of
FIT positives and sufficiently high work-up colonoscopy
uptakes in socioeconomically disadvantaged groups
(appendix Table A1). For example, among the individu-
als in the lowest household income group who attended
FIT, 20¢7% (24¢6% test positives among the
tested £ 78¢4% work-up colonoscopy uptake) also
attended colonoscopy, whereas the corresponding pro-
portion among the individuals in the highest income
group was 16¢6% (17¢7% £ 93¢8%) (appendix Table A1).

We obtained strikingly different associations of eth-
nic origin with the test and colonoscopy attendances at
the intention-to-screen level in the FIT £ 2 arm. The
test attendance was higher among the non-Western
immigrants (adjusted OR 1¢14 [1¢06−1¢22]), whereas the
colonoscopy attendance proportion out of those
invited to the FIT £ 2 arm was lower among the
non-Western immigrants (adjusted OR 0¢83 [0¢74
−0¢94]) (Table 2). The proportion of test positives
out of all tested did not differ between the two
groups reflecting ethnic origin, but the test-positive
non-Western immigrants attended colonoscopy less
frequently than the test positives from a Western
country (appendix Table A1).

With regard to marital status, we found that the colo-
noscopy attendance proportion at the intention to
screen level, as well as the test attendance proportion,
was higher among married people (Table 2).
www.thelancet.com Vol 47 Month May, 2022



Covariate Covariate distribution
of the invited

Attendees out of the invited
in each covariate category

PCOL,% (n) FIT £ 2,% (n) PCOL FIT £ 2
Colonoscopy,%
(n)

Colonoscopy in
round 1 or 2,% (n)

Test in round 1
or 2,% (n)

Year of invitation (first round in FIT £ 2)

2014 15¢0% (4573) 14¢5% (8726) 36¢6% (1672) 11¢7% (1024) 58¢3% (5091)

2015 16¢2% (4924) 36¢6% (21,983) 34¢9% (1717) 8¢9% (1953) 55¢9% (12,289)

2016 21¢3% (6465) 42¢6% (25,592) 34¢5% (2228) 9¢6% (2460) 53¢9% (13,800)

2017 or later 47¢5% (14,428) 6¢4% (3822) 34¢1% (4923) 10¢1% (385) 54¢3% (2076)

Gender

Men 49¢9% (15,159) 50¢0% (30,034) 35¢8% (5433) 10¢1% (3038) 51¢4% (15,451)

Women 50¢1% (15,231) 50¢0% (30,089) 33¢5% (5107) 9¢3% (2784) 59¢2% (17,805)

Marital status

Married 56¢3% (17,123) 57¢4% (34,540) 38¢3% (6566) 10¢2% (3506) 60¢2% (20,778)

Never married 21¢3% (6474) 20¢0% (12,050) 28¢7% (1861) 8¢9% (1069) 46¢1% (5559)

Divorced, widowed or other 22¢4% (6793) 22¢5% (13,533) 31¢1% (2113) 9¢2% (1247) 51¢1% (6919)

Household disposable income per consumption unit

National quartile 1 11¢7% (3560) 12¢0% (7209) 20¢3% (722) 7¢7% (555) 39¢9% (2874)

National quartile 2 13¢6% (4119) 13¢6% (8200) 28¢1% (1157) 9¢5% (779) 48¢5% (3975)

National quartile 3 26¢7% (8108) 26¢4% (15,869) 33¢7% (2729) 9¢5% (1513) 53¢6% (8507)

National quartile 4 48¢1% (14,603) 48¢0% (28,845) 40¢6% (5932) 10¢3% (2975) 62¢1% (17,900)

University education

Yes 32¢7% (9933) 32¢1% (19,279) 40¢7% (4045) 9¢9% (1904) 63¢4% (12,215)

No 67¢3% (20,457) 67¢9% (40,844) 31¢7% (6495) 9¢6% (3918) 51¢5% (21,041)

Country of birth

Western country 92¢9% (28,229) 93¢3% (56,071) 35¢4% (9982) 9¢8% (5498) 55¢4% (31,067)

Non-Western country 7¢1% (2161) 6¢7% (4052) 25¢8% (558) 8¢0% (324) 54¢0% (2189)

Neighbourhood deprivation (deprivation index divided into national quintiles Q1-Q5)

Q1 (least deprived) 15¢0% (4566) 15¢1% (9108) 37¢7% (1721) 10¢3% (940) 60¢6% (5518)

Q2 20¢8% (6332) 20¢6% (12,412) 37¢4% (2366) 9¢6% (1191) 57¢2% (7107)

Q3 22¢6% (6857) 22¢8% (13,683) 36¢4% (2498) 9¢7% (1333) 56¢4% (7722)

Q4 23¢0% (6984) 22¢8% (13,710) 33¢5% (2337) 9¢8% (1337) 54¢1% (7414)

Q5 (most deprived) 18¢6% (5651) 18¢6% (11,210) 28¢6% (1618) 9¢1% (1021) 49¢1% (5501)

Proportion of non-Western immigrants in neighbourhood (divided into national quintiles Q1-Q5)

Q1 (≥ 0¢000 to ≤ 0¢014) 25¢6% (7786) 26¢1% (15,677) 38¢9% (3027) 10¢3% (1616) 57¢9% (9071)

Q2 (> 0¢014 to ≤ 0¢023) 22¢0% (6680) 21¢8% (13,118) 36¢0% (2404) 10¢2% (1339) 57¢0% (7481)

Q3 (> 0¢023 to ≤ 0¢036) 19¢2% (5836) 19¢6% (11,760) 34¢4% (2008) 9¢6% (1134) 55¢5% (6521)

Q4 (> 0¢036 to ≤ 0¢060) 17¢2% (5229) 16¢8% (10,120) 33¢7% (1761) 9¢1% (916) 54¢2% (5489)

Q5 (> 0¢060 to ≤ 0¢391) 16¢0% (4859) 15¢7% (9448) 27¢6% (1340) 8¢6% (817) 49¢7% (4694)

Distance to healthcare center for colonoscopy (residential neighbourhood average distance [km] divided into quintiles Q1-Q5)

Q1 (≥ 0¢05 to ≤ 3¢85) 19¢9% (6036) 20¢1% (12,075) 34¢6% (2089) 9¢2% (1107) 55¢1% (6654)

Q2 (> 3¢85 to ≤ 15¢7) 20¢3% (6163) 19¢9% (11,936) 34¢4% (2121) 9¢9% (1184) 56¢2% (6704)

Q3 (> 15¢7 to ≤ 30¢9) 20¢1% (6095) 20¢0% (12,008) 35¢3% (2150) 9¢7% (1166) 55¢3% (6641)

Q4 (> 30¢9 to ≤ 46¢4) 19¢8% (6005) 20¢1% (12,096) 34¢5% (2073) 9¢3% (1128) 55¢2% (6673)

Q5 (> 46¢4 to ≤ 303) 20¢0% (6091) 20¢0% (12,008) 34¢6% (2107) 10¢3% (1237) 54¢8% (6584)

Population density in neighbourhood (inhabitants per km2 divided into national quintiles Q1-Q5)

Q1 (≥ 0¢0682 to ≤ 94¢2) 26¢7% (8115) 26¢9% (16,180) 37¢5% (3045) 10¢4% (1680) 56¢5% (9140)

Q2 (> 94¢2 to ≤ 383) 22¢3% (6762) 22¢3% (13,435) 35¢9% (2426) 10¢0% (1340) 55¢0% (7392)

Q3 (> 383 to ≤ 1470) 21¢9% (6651) 21¢4% (12,885) 34¢1% (2265) 9¢4% (1207) 56¢3% (7253)

Q4 (> 1470 to ≤ 4850) 17¢4% (5277) 17¢3% (10,396) 33¢3% (1757) 9¢4% (978) 55¢6% (5776)

Q5 (> 4850 to ≤ 57,500) 11¢8% (3585) 12¢0% (7227) 29¢2% (1047) 8¢5% (617) 51¢1% (3695)

Table 1: Covariate distributions and attendance proportions observed among 30,390 60-year-old men and women in Sweden invited to
once-only primary colonoscopy (PCOL) and 60,123 invited to biennial fecal immunochemical testing (FIT £ 2).
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Covariate PCOL FIT £ 2

Colonoscopy attendance (ie, uptake) Colonoscopy attendance (out of all invited) Tes dance (ie, test uptake)

Unadjusted OR

(95% CI)

Adjusted OR

(95% CI)

Predicted attendance

proportion (95% CI)

Unadjusted OR

(95% CI)

Adjusted OR

(95% CI)

Predicted attendance

proportion (95% CI)

Unadjusted OR

(95% CI)

sted OR

CI)

Predicted attendance

proportion (95% CI)

Year of (first) invitation

2014 1 1 0¢41 (0¢40−0¢43) 1 1 0¢13 (0¢12−0¢14) 1 0¢63 (0¢62−0¢65)
2015 0¢93 (0¢85−1¢01) 0¢92 (0¢84−1¢00) 0¢39 (0¢38−0¢41) 0¢73 (0¢68−0¢79) 0¢74 (0¢68−0¢80) 0¢10 (0¢09−0¢10) 0¢90 (0¢86−0¢95) (0¢87−0¢97) 0¢61 (0¢60−0¢62)
2016 0¢91 (0¢84−0¢99) 0¢90 (0¢83−0¢98) 0¢39 (0¢37−0¢41) 0¢80 (0¢74−0¢86) 0¢80 (0¢74−0¢87) 0¢10 (0¢10−0¢11) 0¢83 (0¢79−0¢87) (0¢80−0¢89) 0¢59 (0¢58−0¢61)
2017 or later 0¢90 (0¢84−0¢96) 0¢89 (0¢83−0¢95) 0¢39 (0¢37−0¢40) 0¢84 (0¢74−0¢95) 0¢85 (0¢75−0¢96) 0¢11 (0¢10−0¢12) 0¢85 (0¢78−0¢92) (0¢79−0¢92) 0¢59 (0¢58−0¢61)

Gender

Men 1 1 0¢41 (0¢39−0¢42) 1 1 0¢11 (0¢10−0¢12) 1 0¢56 (0¢55−0¢57)
Women 0¢90 (0¢86−0¢95) 0¢87 (0¢83−0¢91) 0¢37 (0¢36−0¢39) 0¢91 (0¢86−0¢96) 0¢90 (0¢85−0¢95) 0¢10 (0¢09−0¢11) 1¢37 (1¢33−1¢42) (1¢31−1¢40) 0¢63 (0¢62−0¢64)

Marital status

Married 1 1 0¢39 (0¢37−0¢41) 1 1 0¢10 (0¢10−0¢11) 1 0¢41 (0¢40−0¢43)
Never married 0¢65 (0¢61−0¢69) 0¢75 (0¢70−0¢80) 0¢32 (0¢31−0¢34) 0¢86 (0¢80−0¢93) 0¢89 (0¢82−0¢96) 0¢09 (0¢09−0¢10) 0¢57 (0¢54−0¢59) (0¢67−0¢73) 0¢49 (0¢48−0¢50)
Divorced, widowed

or other

0¢73 (0¢68−0¢77) 0¢85 (0¢80−0¢91) 0¢35 (0¢33−0¢37) 0¢90 (0¢84−0¢96) 0¢95 (0¢88−1¢01) 0¢10 (0¢09−0¢11) 0¢69 (0¢67−0¢72) (0¢76−0¢83) 0¢54 (0¢53−0¢55)

Household income

Quartile 1 1 1 0¢23 (0¢21−0¢24) 1 1 0¢08 (0¢08−0¢09) 1 0¢41 (0¢40−0¢43)
Quartile 2 1¢54 (1¢38−1¢71) 1¢47 (1¢32−1¢64) 0¢30 (0¢28−0¢32) 1¢26 (1¢12−1¢41) 1¢23 (1¢10−1¢38) 0¢10 (0¢09−0¢11) 1¢42 (1¢33−1¢51) (1¢27−1¢45) 0¢49 (0¢48−0¢50)
Quartile 3 1¢99 (1¢82−2¢19) 1¢82 (1¢65−2¢00) 0¢35 (0¢33−0¢36) 1¢26 (1¢14−1¢40) 1¢21 (1¢10−1¢35) 0¢10 (0¢09−0¢11) 1¢74 (1¢65−1¢84) (1¢52−1¢71) 0¢53 (0¢52−0¢54)
Quartile 4 2¢69 (2¢46−2¢94) 2¢20 (2¢01−2¢42) 0¢39 (0¢37−0¢41) 1¢38 (1¢26−1¢52) 1¢29 (1¢16−1¢42) 0¢10 (0¢10−0¢11) 2¢47 (2¢34−2¢60) (1¢96−2¢20) 0¢59 (0¢58−0¢60)

University education

Yes 1 1 0¢46 (0¢44−0¢48) 1 1 0¢11 (0¢10−0¢11) 1 0¢67 (0¢66−0¢68)
No 0¢68 (0¢64−0¢71) 0¢75 (0¢71−0¢79) 0¢39 (0¢37−0¢41) 0¢97 (0¢91−1¢03) 0¢99 (0¢94−1¢06) 0¢10 (0¢10−0¢11) 0¢61 (0¢59−0¢64) (0¢69−0¢74) 0¢59 (0¢58−0¢60)

Country of birth

Western country 1 1 0¢39 (0¢37−0¢41) 1 1 0¢10 (0¢10−0¢11) 1 0¢59 (0¢58−0¢60)
Non-Western 0¢64 (0¢58−0¢70) 0¢75 (0¢68−0¢84) 0¢33 (0¢30−0¢35) 0¢80 (0¢71−0¢90) 0¢83 (0¢74−0¢94) 0¢09 (0¢08−0¢10) 0¢96 (0¢90−1¢03) (1¢06−1¢22) 0¢62 (0¢61−0¢64)

Table 2: Associations of sociodemographic and spatial covariates with colonoscopy attendance proportion among 30,390 60-year-old men and women in Swed vited to primary colonoscopy
(PCOL); and with test and colonoscopy attendance proportions among 60,123 invited to biennial fecal immunochemical testing (FIT £ 2).
Odds ratios (ORs) with 95% credible interval (CI) obtained from the corresponding Bayesian logistic regression model including a single covariate (unadjusted ORs) or all covariates (adj ORs). Predicted attendance proportions

are also shown for each covariate. These predicted proportions were obtained by keeping each other covariate constant at their most common category (ie, [except for the varying ate] Year of invitation = 2016, Marital

status = married, Household income = quartile 4, University education = no, and Country of birth = Western), and taking the mean of the gender-specific predicted proportions.
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The FIT uptake increased slightly between the first and
second rounds (+0¢9 percentage points). The change in
FIT uptake over time differed somewhat between the
population groups categorised in the highest vs. lowest
national quartile for household income (+1¢6 vs. �0¢5
percentage points).
Neighbourhood-level associations
The socioeconomic gradients in the uptakes of PCOL
and FIT£ 2, respectively, were apparent also when cate-
gorizing population groups according to neighbourhood
deprivation (appendix Table A2). By contrast, there was
no such apparent gradient in the colonoscopy atten-
dance proportion at the intention-screen-level of the
FIT £ 2 arm (appendix Table A2).

We found higher attendance proportions in the
PCOL arm in neighbourhoods in close proximity to a
screening center. The study persons living in the neigh-
bourhoods classified in the distance quintiles Q2-Q4, ie,
having a distance from the midpoint of their neighbour-
hood to the healthcare center for colonoscopy longer
than 3¢85 km (Table 1), showed lower adjusted ORs
(varying between 0¢86 [95% CI 0¢77−0¢96] and 0¢88
[0¢80−0¢98]), as compared with those classified in Q1
(distance ≤3¢85 km) (appendix Table A2).
Discussion
Based on the nationwide two-armed RCT SCREESCO
conducted in Sweden, including 60,123 60-year-olds
invited to CRC screening with a two rounds of FIT
2 years apart strategy and 30,390 invited to once-only
primary colonoscopy, we found only small variations in
the proportion who underwent colonoscopy out of all
invited to FIT across variously defined population
groups. In contrast, the colonoscopy attendance propor-
tion in the PCOL arm was markedly lower in socioeco-
nomically disadvantaged groups. The socioeconomic
gradients in the uptake of the PCOL strategy were paral-
lel with the corresponding gradients in the test uptake of
the FIT £ 2 strategy.

To our knowledge, this analysis is the first to com-
pare colonoscopy attendance proportions between two
large intention-to-screen populations randomly invited
to FIT and PCOL, respectively, with consideration of
several sociodemographic covariates. The large RCT
design will have ensured comparable groups invited to
the two screening approaches in terms of known and
unknown confounders. Such comparability of the
groups allocated to FIT £ 2 and once-only PCOL strate-
gies, may not be guaranteed in other RCTs that allow
for a choice between FIT and PCOL within a screening
arm. There are two other ongoing RCTs11,12 which have
been designed with separate FIT and PCOL arms,
whereas another RCT13 allowed for crossover between
the PCOL and FIT arms and two other RCTs14,15 have
www.thelancet.com Vol 47 Month May, 2022
been designed to compare hybrid PCOL+FIT strategies
against either PCOL or FIT as the control arm.

For each screening arm, FIT £ 2 or PCOL, we con-
sidered an invariable colonoscopy attendance proportion
across variously defined population groups within the inten-
tion-to-screen population as the primary criterion for
attaining health equity, based on the rationale that an
individual’s potential health benefit related to CRC is
conditional on colonoscopy. A limitation is that colo-
noscopy attendance in itself does not provide the full
picture of the potential health benefit; the health out-
come depends on the diagnostic yield, the effect of
detecting a tumor earlier, and the long-term effect of
polypectomy.

In screening with FIT, the predictive value of a posi-
tive test on the diagnostic yield may differ across various
population groups; eg, if the risk of comorbidities that
require anticoagulation therapy differs between popula-
tion groups. On the other hand, the risk of CRC may
also differ between population groups. Increased inci-
dences of CRC, in particular stage II-IV tumours, with
lower socioeconomic status have been observed among
55−74-year-old people in Sweden.16 Most likely, in a
FIT-followed-by-colonoscopy approach, the increasing
likelihood of a positive FIT with deceasing socioeco-
nomic status, as the present data from SCREESCO
clearly indicate (appendix Table A1), helps to avoid
exacerbation of health inequity. Steele and colleagues
have reported increasing proportions of test positives
with increasing neighbourhood deprivation in screen-
ing with biennial guaiac fecal occult blood test (gFOBT)
in Scotland.17 Furthermore, the present data from
SCREESCO showed colonoscopy uptakes among the
test positives in the FIT £ 2 arm between 83¢6% and
93¢8% in all but two of the population groups that we
considered (appendix Table A1). Lower uptakes were
observed for the individuals born in a non-Western
country (76¢4%) and the individuals with a household
income in the lowest national quartile (78¢4%). Morris
and colleagues have reported small socioeconomic varia-
tions in the colonoscopy uptake among the fecal occult
blood test positives in the NHS Bowel Cancer Screening
Programme in England (between 84¢6% and 90¢6%).18

The analysis of the PCOL arm revealed markedly
lower colonoscopy attendance proportions in socioeco-
nomically disadvantaged groups. However, we cannot
infer exacerbated health inequities from these results
with certainty. We have not addressed whether or not
the diagnostic yield was higher among the attendees in
socioeconomically disadvantaged groups. If so, the rela-
tion between the colonoscopy attendance proportion
and the number of tumours detected earlier and poten-
tially prevented may be inconsistent across different
population groups. Analyses of sociodemographic varia-
tions in diagnostic yield among the attendees could gen-
erate further understanding about health inequities
implied by the PCOL strategy.
7
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A relatively small number of invitees were registered
as participants in the SCREESCO database in the period
March-December 2020 (delayed reporting occurred), ie,
after the data for this analysis were prepared. Therefore,
the total numbers of registered attendees in each arm
were somewhat lower in the data set for the present
analysis than reported in another report based on data
registered until December 20205 (in the PCOL arm:
10,540 vs. 10,679 attendees; in the FIT £ 2 arm:
33,256 vs 33,383 test attendees and 5822 vs 5876 colo-
noscopy attendees).

We had access to both individual-level and neigh-
bourhood-level data. We used two types of models for
estimation of 1) associations based on the individual-
level data and 2) neighbourhood-level associations. Type
2 models may be applicable also in other countries
where individual-level data are not available but neigh-
bourhood-level data are commonly used. However, our
analysis demonstrated that more distinct socioeconomic
gradients can be obtained from individual-level data.

Several studies have analysed associations of ethnic-
ity with the test uptake of organised FIT screening,
using individual indicators of ethnicity and neighbour-
hood-based indicators of ethnic diversity.1,2 Inferences
from such studies should be made with caution due to
possible residual confounding by socioeconomic factors.
In our analysis of the test attendance proportion in the
FIT £ 2 arm, the unadjusted OR for non-Western
immigrants versus people born in a Western country
was estimated to be 0¢96 (95% CI 0¢90−1¢03), whereas
the multivariable adjustments changed the OR estimate
to 1¢14 (1¢06−1¢22). However, a comparable analysis,
based on sociodemographic data linked to the organised
FIT screening program in Denmark, has indicated
lower test uptake among non-Western immigrants,
even after adjustments for confounders.19 Our analysis
of the colonoscopy attendance proportion at the inten-
tion-to-screen level in the FIT £ 2 arm showed a
decreasing gradient across the two groups reflecting
Western and non-Western origins. This results, in con-
trast to the increasing gradient in the test uptake, was
understandable from the data showing that the test-pos-
itive non-Western immigrants attended colonoscopy
less frequently than the test positives from a Western
country (appendix Table A1).

Another noticeable result revealed that men attended
more frequently in the PCOL screening than did
women, while the test attendance proportion in the
FIT £ 2 arm was higher among women. Such gender
differences have been reported previously.2,20 Possible
explanations may be that FIT participation is influ-
enced by traditional gender roles in health, while
women’s embarrassment and worry for pain are
more strongly linked to the invasive characteristics
of colonoscopy.2,21 Among the test attendees in the
FIT £ 2 arm, the proportion of test positives was
higher among men than among women; this is
probably related to biological factors rather than psy-
chosocial/cultural factors.5,20

Future economic evaluations could provide informa-
tion about the equity impacts of the alternative strate-
gies and the trade-offs that may arise between equity in
health and cost-effectiveness. A distributional cost-effec-
tiveness analysis provides such information.22,23 A com-
parative cost-effectiveness analyses of PCOL versus FIT
based on early experiences of participation in the
SCREESCO study have shown that screening with
PCOL could be more cost-effective than FIT when life-
long effects and costs were considered.24 Our finding
indicates that PCOL screening might increase the
inequalities in the population health distribution and,
thereby, bringing to the fore the choice between efficacy
and equal health distribution.

Previous research has emphasised efforts to reduce
socioeconomic inequalities in the uptake of stool-based
testing.25 However, in the future efforts should be
focused on reducing socioeconomic inequalities in the
uptake of PCOL screening, and, in organised screening
with FIT, increasing the colonoscopy uptake among the
test positives, not least in groups of people from non-
Western countries. We found that the distance to the
endoscopy center could have an impact on the uptake of
organised PCOL screening, rather than on the colonos-
copy uptake of organised FIT screening with a home
test kit (where the distance is of potential concern only
for test positives invited to work-up colonoscopy).
Whether the distance between home and endoscopy
center affects the uptake of CRC screening has been
addressed in a few studies, but with inconsistent
results.2 However, those results were obtained in set-
tings with opportunistic rather than organised screen-
ing. Interestingly, for another type of organised
screening, namely, atrial fibrillation screening aimed at
men and women around 75 years of age, participation
was improved greatly among socioeconomically disad-
vantaged people in Sweden by introducing a new
screening center close to their neighbourhoods.26

In conclusion, the unintended risk of exacerbating
inequalities in health by an organised CRC screening
may be higher with a once-only PCOL strategy than a
two rounds of FIT 2 years apart strategy, despite parallel
socioeconomic gradients in the uptake of each
approach. We recommend that future cost-effectiveness
evaluations provide information about the health equity
impacts of the alternative strategies and the trade-offs
that may arise between equity and efficacy.
Contributors
US designed the study concept. AF, RH, MW, CB, and
US obtained and managed data. US and CB designed
the analytical approach. CB carried out the analysis. US
designed presentation of results. US and LH wrote the
first draft of the paper; all other authors contributed to
www.thelancet.com Vol 47 Month May, 2022



Articles
the revision and finalization of the paper. All authors
helped with interpretation of results. The corresponding
author was responsible for submitting the article for
publication. RH, AF, LH, MW, CB, and US had full
access to all data used in this study. CB, MW, and US
checked and verified the data used in the analysis. Due
to data permission restrictions, not all authors were able
to access the individual-level data used in the study.
Declaration of interests
CB reports a grant from the Swedish Research Coun-
cil for Health, Working life and Welfare under grant
no. 2020−00962 to his institution. CM reports
travel and subsistence expenses refunded from the
study budget (no external funding of this). US
reports grants from the Swedish Cancer Society
under grant no. 20−0719 and the Swedish Research
Council for Health, Working life and Welfare under
grant no. 2020−00962 to his institution. All other
authors have nothing to declare.
Data sharing statement
For data sharing questions, please contact study PI Rolf.
Hultcrantz@ki.se. The study protocol and statistical
analysis plan are available on request and are also filed
with Lancet Gastroenterology and Hepatology. De-iden-
tified individual participant data that underlie the
results reported in this article (text, tables, figures, and
appendices), can be available to researchers after appli-
cation to the SCREESCO Steering Committee.
Researchers have to provide a methodologically sound
proposal for a project that conforms with the Swedish
Ethical Review Authority permit for the project.
Researchers will have to sign a data access agreement.
Data will be made available at a secure remote server to
achieve the aims in the approved proposal. They will be
available from 3 months after publication and ending
three years after article publication. Proposals regarding
the data underlying this article may be submitted up to
two years after publication. The SCREESCO study will
not carry the costs of external projects.
Funding
This work was supported by the Swedish Cancer Society
under Grant 20 0719. CB and US provided economic
support from the Swedish Research Council for Health,
Working life, and Welfare under Grant 2020−00962.
Supplementary materials
Supplementary material associated with this article can
be found in the online version at doi:10.1016/j.
eclinm.2022.101398.
www.thelancet.com Vol 47 Month May, 2022
References
1 de Klerk CM, Gupta S, Dekker E, Essink-Bot ML. Expert Working

Group ‘Coalition to reduce inequities in colorectal cancer screen-
ing’ of the World Endoscopy Organization. Socioeconomic and eth-
nic inequities within organised colorectal cancer screening
programmes worldwide. Gut. 2018;67:679–687.

2 Mosquera I, Mendizabal N, Mart�ın U. Inequalities in participation
in colorectal cancer screening programmes: a systematic review.
Eur J Public Health. 2020;30:558–567.

3 Kahi CJ. Reviewing the evidence that polypectomy prevents cancer.
Gastrointest Endosc Clin N Am. 2019;29:577–585.

4 Stoop EM, de Haan MC, de Wijkerslooth TR, et al. Participation
and yield of colonoscopy versus non-cathartic CT colonography in
population-based screening for colorectal cancer: a randomised
controlled trial. Lancet Oncol. 2012;13:55–64.

5 Forsberg A, Westerberg M, Metcalfe C, et al. Once-only colonos-
copy or two rounds of faecal immunochemical testing 2 years apart
for colorectal cancer screening (SCREESCO) − preliminary report
of a randomized controlled trial. Lancet Gastroenterol Hepatol.
2022. https://doi.org/10.1016/S2468-1253(21)00473-8. [Online
ahead of print (PubMed, April 11, 2022)].

6 Blom J, Kilpel€ainen S, Hultcrantz R, T€ornberg S. Five-year experi-
ence of organized colorectal cancer screening in a Swedish popula-
tion - increased compliance with age, female gender, and
subsequent screening round. J Med Screen. 2014;21:144–150.

7 Ludvigsson JF, Otterblad-Olausson P, Pettersson BU, Ekbom A.
The Swedish personal identity number: possibilities and pitfalls in
healthcare and medical research. Eur J Epidemiol. 2009;24:659–
667.

8 Str€omberg U, Baigi A, Holm�en A, Parkes BL, Bonander C, Piel FB.
A comparison of small-area deprivation indicators for public-health
surveillance in Sweden. Scand J Public Health. 2021. https://doi.
org/10.1177/14034948211030353. [Online ahead of print (PubMed,
April 11, 2022)].

9 Besag J, Mollie A. Bayesian image restoration with two applications
in spatial statistics. Ann Inst Stat Math. 1991;43:1–20.

10 Blangiardo M, Cameletti M. Spatial and Spatio-Temporal Bayesian
Models with R-INLA. New York: John Wiley & Sons; 2015.

11 Chen H, Lu M, Liu C, et al. Comparative evaluation of participation
and diagnostic yield of colonoscopy vs fecal immunochemical test
vs risk-adapted screening in colorectal cancer screening: interim
analysis of a multicenter randomized controlled trial (TARGET-C).
Am J Gastroenterol. 2020;115:1264–1274.

12 Dominitz JA, Robertson DJ, Ahnen DJ, et al. Colonoscopy vs. fecal
immunochemical test in reducing mortality from colorectal cancer
(CONFIRM): rationale for study design. Am J Gastroenterol.
2017;112:1736–1746.

13 Quintero E, Castells A, Bujanda L, et al. Colonoscopy versus fecal
immunochemical testing in colorectal-cancer screening. N Engl J
Med. 2012;366:697–706.

14 Pilonis ND, Bugajski M, Wieszczy P, et al. Participation in competing
strategies for colorectal cancer screening: a randomized health services
study (PICCOLINO Study).Gastroenterology. 2021;160:1097–1105.

15 Saito H, Kudo SE, Takahashi N, et al. Efficacy of screening using
annual fecal immunochemical test alone versus combined with
one-time colonoscopy in reducing colorectal cancer mortality: the
Akita Japan population-based colonoscopy screening trial (Akita
pop-colon trial). Int J Colorectal Dis. 2020;35:933–939.

16 Str€omberg U, Peterson S, Holm�en A, et al. Rational targeting of
population groups and residential areas for colorectal cancer
screening. Cancer Epidemiol. 2019;60:23–30.

17 Steele RJC, Kostourou I, McClements P, et al. Effect of gender, age
and deprivation on key performance indicators in a FOBT-based
colorectal screening programme. J Med Screen. 2010;17:68–74.

18 Morris S, Baio G, Kendall E, et al. Socioeconomic variation in
uptake of colonoscopy following a positive faecal occult blood test
result: a retrospective analysis of the NHS bowel cancer screening
programme. Br J Cancer. 2012;107:765–771.

19 Deding U, Henig AS, Salling A, Torp-Pedersen C, Bøggild H. Soci-
odemographic predictors of participation in colorectal cancer
screening. Int J Colorectal Dis. 2017;32:1117–1124.

20 Salas D, Vanaclocha M, Ib�a~nez J, et al. Participation and detection
rates by age and sex for colonoscopy versus fecal immunochemical
testing in colorectal cancer screening. Cancer Causes Control.
2014;25:985–997.

21 Fritzell K, Forsberg A, Wangmar J, Wengstrom Y, Bottai M, Hult-
crantz R. Gender, having a positive FIT and type of hospital are
9

https://doi.org/10.1016/j.eclinm.2022.101398
https://doi.org/10.1016/j.eclinm.2022.101398
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0001
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0001
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0001
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0001
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0001
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0001
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0001
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0002
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0002
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0002
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0002
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0003
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0003
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0004
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0004
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0004
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0004
https://doi.org/10.1016/S2468-1253(21)00473-8
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0006
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0006
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0006
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0006
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0006
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0006
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0007
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0007
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0007
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0007
https://doi.org/10.1177/14034948211030353
https://doi.org/10.1177/14034948211030353
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0009
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0009
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0010
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0010
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0011
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0011
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0011
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0011
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0011
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0012
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0012
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0012
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0012
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0013
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0013
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0013
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0014
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0014
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0014
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0015
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0015
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0015
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0015
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0015
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0016
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0016
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0016
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0016
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0016
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0017
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0017
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0017
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0018
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0018
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0018
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0018
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0019
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0019
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0019
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0020
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0020
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0020
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0020
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0020
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0021
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0021


Articles

10
important factors for colonoscopy experience in colorectal cancer
screening - findings from the SCREESCO study. Scand J Gastroen-
terol. 2020;55:1354–1362.

22 Cookson R, Griffin S, Norheim OF, Culyer AJ, Chalkidou K. Distri-
butional cost-effectiveness analysis comes at age. Value Health.
2021;24:118–120.

23 Asaria M, Griffin S, Cookson R, Whyte S, Tappenden P. Distribu-
tional cost-effectiveness analysis of health care programmes−a
methodological case study of the UK bowel cancer screening pro-
gramme.Health Econ. 2015;24:742–754.

24 Aronsson M, Carlsson P, Levin LA
�
, Hager J, Hultcrantz R. Cost-

effectiveness of high-sensitivity faecal immunochemical test and
colonoscopy screening for colorectal cancer. Br J Surg.
2017;104:1078–1086.

25 Wardle J, von Wagner C, Kralj-Hans I, et al. Effects of evidence-based
strategies to reduce the socioeconomic gradient of uptake in the English
NHS Bowel Cancer Screening Programme (ASCEND): four cluster-
randomised controlled trials. Lancet. 2016;387:751–759.

26 Gudmundsdottir KK, Holm�en A, Fredriksson T, et al. Decentralis-
ing atrial fibrillation screening to overcome socio-demographic
inequalities in uptake in STROKESTOP II. J Med Screen.
2021;28:3–9.
www.thelancet.com Vol 47 Month May, 2022

http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0021
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0021
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0021
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0022
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0022
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0022
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0023
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0023
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0023
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0023
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0024
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0024
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0024
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0024
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0024
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0025
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0025
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0025
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0025
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0026
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0026
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0026
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0026
http://refhub.elsevier.com/S2589-5370(22)00128-6/sbref0026

	Colorectal cancer screening with fecal immunochemical testing or primary colonoscopy: An analysis of health equity based on a randomised trial
	Introduction
	Methods
	Study population
	Data
	Statistical methods
	Role of the funding source

	Results
	Individual-level associations with attendance among those invited to PCOL
	Individual-level associations with attendance among those invited to FIT x 2
	Neighbourhood-level associations

	Discussion
	Contributors
	Declaration of interests
	Data sharing statement
	Funding

	Supplementary materials
	References



