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Abstract
Objectives: Fecal blood testing is a noninvasive alternative 
to colonoscopy for colorectal cancer (CRC) screening and is 
preferred by a substantial proportion of individuals. How-
ever, participant-related determinants of the choice of 
screening method, particularly up-to-date screening status, 
remain less studied. We aimed to determine if up-to-date 
screening status was related to choosing a fecal blood test 
over colonoscopy. Setting: Participants in the population-
based cross-sectional survey study Bus Santé in Geneva, 
Switzerland – aged 50–69 years. Design: Cross-sectional sur-
vey study using mailed questionnaires inquiring about CRC 
screening method of choice after providing information on 
advantages and disadvantages of both screening methods. 
We used multivariable logistic regression models to deter-
mine the association between up-to-date CRC screening sta-
tus and choosing fecal blood testing. Key results: We includ-
ed 1,227 participants. Thirty-eight percent of participants 
did not have up-to-date CRC screening. Overall, colonosco-

py (54.9%) was preferred to fecal blood testing (45.1%) (p < 
0.001) as screening method of choice. However, screening 
method choices differed between those with (65.6% colo-
noscopy and 34.4% fecal blood testing) and without up-to-
date CRC screening (36.5% colonoscopy and 63.5% fecal 
blood testing). Not having up-to-date CRC screening was as-
sociated with a higher probability of choosing fecal blood 
testing as screening method (odds ratio = 2.6 [1.9; 3.7], p < 
0.001) after adjustment for the aforementioned confound-
ers. Conclusions: Not having up-to-date screening was inde-
pendently associated with fecal blood testing as the pre-
ferred method for CRC screening. Proposing this method to 
this subpopulation, in a context of shared decision, could 
potentially increase screening uptake in settings where it is 
already high. © 2021 The Author(s).

Published by S. Karger AG, Basel

Introduction

Colorectal cancer (CRC) is the third most common 
cancer worldwide, accounting for 832,000 deaths and a 
burden of 17 million disease-adjusted life years in 2015 
[1]. Furthermore, its yearly incidence has increased 37% 
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from 2005 to 2015, from 1.2 to 1.7 million new cases, re-
flecting the overall population growth and aging [1].

Early detection is a key determinant of survival, with 
the development of screening methods and strategies 
playing a fundamental role in decreasing the mortality 
and morbidity burden of CRC [2–4]. CRC screening par-
ticipation has increased over time with, for instance, an 
increase from 33.9% in 2000 to 62.4% in 2015 in the USA 
[5].

One of the main recommended methods for CRC 
screening consists of a colonoscopy exam every 10 years 
[6]. However, due to the disadvantages of the method, 
such as physical discomfort, the potential need for seda-
tion and high costs, screening uptake is variable and has 
remained low or suboptimal [7]. Noninvasive methods 
allow CRC screening by detecting occult fecal blood, but 
require more frequent screening (1–2 years) and a diag-
nostic colonoscopy in case of a positive result [3, 8–11].

Two randomized control trials in Spain and the USA 
are ongoing to detect differences in 10-year CRC mortal-
ity between patients screened either with fecal immuno-
chemical test (FIT) (an occult fecal blood test) or colonos-
copy [10, 12]. Interim results from the Spanish trial re-
vealed a similar detection rate of CRC with either method 
and, however, a higher adenoma detection rate was re-
ported with colonoscopy [10]. A recent review on CRC 
screening by an expert working group under the auspices 
of the International Agency for Research on Cancer con-
cluded that the 2 approaches effectively reduce the risk of 
death by CRC with their benefits outweighing the poten-
tial harms [6].

Thus, the choice of which method to use should con-
sider patients’ preferences and values, in a context of shared 
decision-making, with a potential to increase CRC screen-
ing uptake [13, 14]. As such, understanding screening 
method preferences in a given population is fundamental 
when organized CRC screening programs are planned to 
ensure maximum uptake. Such a program is planned to be 
implemented in the State of Geneva, Switzerland, during 
2019. Briefly, inhabitants aged 50–69 years will be mailed 
invitations to schedule an appointment with an affiliated 
doctor to choose between a FIT every 2 years and a colonos-
copy every 10 years. The invitations will be sent together 
with decision aids detailing the advantages and disadvan-
tages of each method. The appointment with the doctor and 
the screening procedure, independently of the chosen 
method, will be subsidized, with 10% of the costs being 
charged to the participant.

Several nonmodifiable (e.g., income, education, and 
age) and modifiable factors (e.g., structural barriers and 

previous knowledge about screening and CRC) were 
identified as determinants of screening participation [15, 
16]. While the characteristics of each screening method 
that are more appealing to individuals have been identi-
fied [17, 18], participant-related determinants of screen-
ing method of choice are less studied.

It remains unclear whether participants' choices of 
screening method are dependent on their screening sta-
tus independently of sociodemographic characteristics, 
family history of CRC, or access to medical advice. Deter-
mining which subpopulations would be more amenable 
to each screening modality could help doctors discuss the 
choice of screening method and contribute to increasing 
uptake. Thus, we aimed to determine if not having up-to-
date screening (screening status) is independently associ-
ated with the choice of CRC screening method after indi-
viduals are clearly informed of their advantages and lim-
itations.

Methods

Participants
We used data from the Bus Santé, a population-based study 

ongoing since 1992 in the State of Geneva (approximately 500,000 
people in 2016), monitoring population health and risk factors. 
Sampling strategy and data recording were described elsewhere 
[19]. Approximately 6,000 participants in the Bus Santé study with 
ages between 50 and 69 years have consented to be contacted to 
participate in further health-related studies. We randomly selected 
3,000 to be mailed questionnaires concerning CRC screening. A 
reminder was sent if no response was obtained 2 months after the 
first contact (1,800 reminders). The questionnaire was first sent in 
June 2016 and the reminder in August 2016.

We obtained 1,310 (43.7%) complete questionnaires. Approxi-
mately 4% (n = 50) of the questionnaires were not interpretable 
(e.g., with duplicated identifiers) and were excluded from the final 
dataset (n = 1,260). The median time between participation in the 
Bus Santé Study and in this specific survey was 5.9 years (inter-
quartile range = 4.3–7.2). Written consent was obtained from all 
participants and this study received approval from the Institute of 
Ethics Committee of the University of Geneva.

Questionnaire
A first section of the questionnaire recorded data on personal 

and family history of CRC and if screening had been discussed 
with a doctor. A second section inquired about past use of colo-
noscopy/fecal blood CRC screening and when it was last per-
formed. A third section evaluated the opinions concerning the in-
troduction of an organized screening program. A fourth section 
contained graphic decision aids on the impact of CRC screening 
on the population and informed in a lay language about the pros 
and cons of colonoscopy and fecal immunological testing. The de-
cision aids were developed for the Vaud CRC screening program 
in Switzerland after a review of the literature and revised by experts 
in cancer screening (https://bit.ly/2MQRcdv) [20]. The question-
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naire was developed and tested by the collaborators of the Unit of 
Population Epidemiology and the Geneva Foundation for Cancer 
Screening.

Variables
Nationality was defined as either Swiss or not Swiss, and edu-

cational attainment was divided into 3 categories as in Huissman 
et al. [21]: (1) no end of school certification (Maturité) or no pro-
fessional apprenticeship (primary); (2) obtaining “Maturité” or 
professional apprenticeship (secondary); and (3) university degree 
(tertiary). Monthly household income was self-reported in CHF 
(<2,999, 3,000–4,999, 5,000–6,999, 7,000–9,499, 9,500–13,000, or 
>13,000) in the questionnaire and adjusted for household size us-
ing the ratio: income/(household size)0.5 [22]. In 2016, 1 CHF cor-
responded to approximately 1 USD. Previous discussion with a 
doctor (yes or no), family history (yes or no), and personal history 
(yes or no) of CRC, as well as occupation (employed and nonman-
ual, employed and manual, executive or independent, and non-
manual, invalidity retirement, retired, unemployed, studying, or 
housewife/househusband), were collected in the questionnaire.

Up-to-date screening by colonoscopy was defined as having 
had a colonoscopy in the 10 years before the survey. For fecal blood 
testing, up-to-date screening was considered when the test had 
been performed within 2 years of being surveyed. Overall up-to-
date screening was classified as yes if screening was up-to-date us-
ing any of the 2 methods. The outcome variable – choice of screen-
ing method – was obtained from the questionnaire using the ques-
tion “based on the preceding information, which method would 
you tend to choose in the first place for colorectal cancer screen-
ing?” which followed the explanation on the impact of screening 
as well as advantages and disadvantages of fecal immunological 
testing and colonoscopy.

In addition, participants were also asked to identify how sev-
eral factors influenced (no influence, some influence, or a lot of 
influence) the choice of screening method. These factors included 
differences in screening frequency, monetary cost, practical disad-
vantages of colonoscopy (i.e., need for preparation with a laxative 
the day before, travel costs to the gastroenterologist’s office, im-
possibility to drive a vehicle after the procedure if sedation was 
needed), practical disadvantages of fecal blood testing (i.e., collect-
ing the kit from a pharmacist, handling own stool), colonoscopy 
complication risks, better detection of polyps by colonoscopy, and 
the need of colonoscopy if positive fecal blood test. All information 
regarding these factors was included in the description of the 2 
methods that preceded this section of the questionnaire, and ex-
amples were repeated at each question to ensure their clarity.

Statistical Analysis
Categorical variables are presented as absolute and relative fre-

quencies and continuous ones as median and interquartile range. 
We used Wilcoxon rank-sum and χ2 test of independence to de-
termine the significance of differences between groups for con-
tinuous and categorical variables, respectively. We excluded indi-
viduals with a personal history of CRC (n = 17, 1.4%) and those 
older than 69 years (n = 16, 1.3%) as these subjects will be ineligible 
for the Geneva CRC screening program.

We converted the nominal rating scale used by the participants 
to grade the factors that influenced their choice into a numerical 
equivalent (0-no influence, 1-some influence, and 2-a lot of influ-
ence). Average scores for each factor were calculated for the 2 

groups defined according to screening status. These were com-
pared using T tests for independent samples, despite the nonpara-
metric nature of the data, as previously suggested [23].

A multivariable logistic regression analysis was performed to 
determine the influence of screening status on the choice of screen-
ing method, adjusting for demographic variables (age, nationality, 
and gender), family history of CRC, previous discussion about 
screening with a doctor, and socioeconomic status indicators (ed-
ucational attainment and occupational level). We further analyzed 
the effect of adjusted household income in a subset of participants 
for which this information was available. Due to substantial miss-
ing data for adjusted household income (n = 487, 39.7%), we report 
this subanalysis in the  online suppl. Material; for all online suppl. 
material, see www.karger.com/doi/10.1159/000512954 (online 
suppl. Table 2). Crude and adjusted odds ratios (ORs) are reported 
with 95% confidence intervals (CIs). A two-sided p < 0.05 was con-
sidered significant and data were analyzed using STATA 15.1 and 
R 3.2.2.

Results

Participants’ Characteristics
Participants' characteristics are presented in Table 1. 

Median age of participants was 58.1 years, 52.3% were fe-
male, 76.4% Swiss nationals, 70.2% had already discussed 
CRC screening with their doctors, and 17.8% had a fam-
ily history of CRC. Median adjusted household income 
was 5,834 USD, and 46.6% had tertiary education. The 
majority were employed with a nonmanual occupation 
(26.7%), retired (26.0%) or executives or independent 
with a nonmanual occupation (22.0%).

Regarding screening, 62.0% were up-to-date, 7.4% us-
ing fecal blood testing, and 59.0% by colonoscopy. Colo-
noscopy (54.9%) was preferred to fecal blood testing 
(45.1%) (p < 0.001) as screening method of choice.

Participants without up-to-date CRC screening were 
younger, more often female, had less often a family his-
tory of CRC, had less often been informed about screen-
ing by a doctor, and were less often retired than partici-
pants with up-to-date CRC screening status (Table  1). 
Furthermore, 11% of those without up-to-date screening 
had already had a colonoscopy in the past (i.e., >10 years 
ago). Participants with up-to-date screening had it, in 
most cases, using colonoscopy (96.3%), while 12.7% had 
up-to-date fecal blood testing. Household income and 
educational attainment did not differ between the 2 
groups (Table 1). Those with up-to-date screening pre-
ferred colonoscopy (65.6%) over fecal blood testing 
(34.4%) whereas those without up-to-date screening pre-
ferred fecal blood testing (63.5%) over colonoscopy 
(36.5%) (p < 0.001).
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Participants’ characteristics according to method of 
choice and method used in previous screening, if any, can 
be found in online suppl. Tables 1 and 4, respectively. 
Those preferring colonoscopy were more often male, had 
previously discussed screening with their doctors, and 
had a more often a family history of colon cancer (online 
suppl. Table 1). The participants that had a colonoscopy 
in the past, compared to those that only had FIT, were 
older, more often had a family history of colon cancer and 

preferred colonoscopy over FIT as future screening choice 
(online suppl. Table 4).

Reasons for Choice of Method
The analysis of the features that influenced the choice 

of preferred screening method (Fig. 1) revealed signifi-
cant differences between the 2 groups in 4 items: higher 
costs of colonoscopy, colonoscopy's practical disadvan-
tages, risk of colonoscopy complications, and better de-

Table 1. Participants’ characteristics

Overall Up-to-date screening p value

no yes

N (%) 1,227 452 (38.0) 739 (62.0)
Age, median (IQR) 58.1 (53.4, 63.8) 55.4 (52.1, 61.2) 60.1 (55.1, 64.9) <0.001
Swiss nationality, n (%)

Yes 937 (76.4) 333 (73.7) 579 (78.3) 0.064
Gender, n (%)

Female 642 (52.3) 253 (56.0) 370 (50.1) 0.048
Adjusted income in CHF*, median (IQR) 5,834 (4,243, 7,955) 5,834 (4,125, 7,955) 6,000 (4,243, 7,955) 0.16
Informed by a doctor about screening?, n (%)

Yes 837 (70.2) 187 (42.8) 635 (87.7) <0.001
Family history of colon cancer?, n (%)

Yes 204 (17.8) 46 (10.7) 155 (22.5) <0.001
Educational attainment, n (%)

Primary 123 (10.2) 47 (10.5) 69 (9.5) 0.79
Secondary 521 (43.2) 194 (43.5) 310 (42.8)
Tertiary 562 (46.6) 205 (46.0) 345 (47.7)

Occupation, n (%)
Employed, nonmanual 324 (26.7) 149 (33.3) 167 (22.9) <0.001
Employed, manual 119 (9.8) 52 (11.6) 63 (8.7)
Independent, manual 49 (4.0) 27 (6.0) 21 (2.9)
Executive or independent, nonmanual 267 (22.0) 95 (21.2) 162 (22.3)
Invalidity retirement 25 (2.1) 10 (2.2) 12 (1.6)
Retired 315 (26.0) 69 (15.4) 238 (32.7)
Unemployed 40 (3.3) 17 (3.8) 22 (3.0)
Studying 8 (0.7) 5 (1.1) 2 (0.3)
Housewife/househusband 65 (5.4) 24 (5.4) 41 (5.6)

Up-to-date screening by fecal blood test, n (%)
Yes 83 (7.4) 0 (0.0) 83 (12.7) <0.001

Up-to-date screening by colonoscopy, n (%)
Yes 711 (59.0) 0 (0.0) 711 (96.3) <0.001

Previous screening method, n (%)
Colonoscopy 528 (46.8) 44 (9.7) 479 (71.6) <0.001
FIT 36 (3.2) 11 (2.4) 25 (3.7)
Both 173 (15.3) 6 (1.3) 165 (24.7)
None 391 (34.7) 391 (86.5) 0 (0.0)

Screening choice, n (%)
Colonoscopy 589 (54.9) 140 (36.5) 430 (65.6) <0.001
Fecal blood testing 483 (45.1) 244 (63.5) 225 (34.4)

IQR, interquartile range; FIT, fecal immunochemical test. * 1 USD, 1 CHF in 2016.



Screening Status Determining Screening 
Method Choice

67Gastrointest Tumors 2021;8:63–70
DOI: 10.1159/000512954

tection of polyps using colonoscopy. The first 3 items 
were found to be more influential for those without up-
to-date screening (colonoscopy costs 0.7 95% CI = [0.7; 
0.8] vs. 0.9 [0.9; 1.0], disadvantages of colonoscopy 0.9 
[0.8; 0.9] vs. 1.3 [1.2; 1.4], and colonoscopy's complica-
tions 0.8 [0.7; 0.8] vs. 1.1 [1.1; 1.2]), while the better detec-
tion of polyps by colonoscopy was more influential for 
those with up-to-date screening (1.7 [1.7; 1.8] vs. 1.5 [1.5; 
1.6]).

Association between Screening Status and Choice of 
Screening Method
Participants without up-to-date screening had an in-

creased probability of choosing a fecal blood test rather 
than a colonoscopy (OR = 3.3 95% CI = [2.6; 4.3]) (Ta-
ble 2). The effect of screening status on screening meth-
od of choice was independent of gender and nationality 
(OR = 3.4 [2.6; 4.5]), family history of CRC and discus-
sion with a doctor concerning screening (OR = 2.6 [1.9; 
3.6]), and educational and occupational level (OR = 2.6 
[1.9; 3.7]) (Table 2). Even after adjustment for income 
(OR = 2.3 [1.5; 3.4]), screening status remained an in-
dependent predictor of CRC screening method of 
choice (online suppl. Table 2). Past method of screening 

was associated with method choice for future screening. 
Participants who had screening using exclusively FIT 
were more likely to prefer this method to colonoscopy 
than those previously screened using colonoscopy ex-
clusively (ORFIT vs. colonoscopy = 9.6 [3.9; 26.7]). Neverthe-
less, screening status was still associated with method of 
choice for future screening when the analysis was ad-
justed for past screening habits (OR = 2.6 [1.3; 5.2], on-
line suppl. Table 5).

Furthermore, socioeconomic status indicators were 
not associated with the choice of screening method (p > 
0.05) (Table 2). Interestingly, having had a previous dis-
cussion with a doctor concerning CRC screening was as-
sociated with decreased probability of choosing fecal 
blood testing over colonoscopy (OR = 0.4 [0.3; 0.6]) (Ta-
ble 2).

Discussion

Our results show that individuals without up-to-date 
CRC screening prefer fecal blood testing over colonos-
copy. Moreover, this choice pattern was independent of 
multiple individual characteristics related to demograph-

Screening frequency differences

Higher costs of colonoscopy

Colonoscopy disadvantages

Fecal blood test disadvantages

Risk of colonoscopy complications

Better detection of polyps by colonoscopy

Need of colonoscopy if positive fecal blood test

1.2
Mean

1.1
0.9
0.7
1.3
0.9
0.7
0.6
1.1
0.8
1.5
1.7
1.2
1.3

0.42

p value

<0.001

<0.001

0.28

<0.001

<0.001

0.23

0
No influence

1
Some influence

Up-to-date screening

2
A lot of influence

No Yes

Fig. 1. Factors influencing screening method choice among participants with (red) and without (blue) up-to-date 
CRC screening. Mean and 95% CIs are presented based on a rating scale (0 – no influence, 1 – some influence,  
2 – a lot of influence). Independent samples Student’s T test p values are presented comparing the 2 groups. CRC, 
colorectal cancer; CI, confidence interval.
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ics, socioeconomic status, family history of CRC, previ-
ous discussion with a doctor concerning screening, and 
previous method of screening.

Currently, various CRC screening methods are equal-
ly recommended by several guidelines, including those of 
the US Preventive Services Task Force [24]. However, 
identifying the methods that increase uptake and in which 
individuals has been a challenge. In a study of colonos-
copy naive adults, DeBourcy et al. [25] found a preference 
for fecal occult blood testing over colonoscopy, but the 
overall preferences of the population (including those 
that were not colonoscopy naive) were not determined.

In France, Rat et al. [26] found that providing general 
practitioners with reminders containing lists of their pa-
tients who had not undergone CRC screening led to an 
increase in screening by FIT. In California, Singal et al. 
[27] observed that mailed FIT outreach resulted in a high-
er CRC screening uptake compared to no outreach or 
mailed colonoscopy outreach.

Our results suggest that individuals without up-to-
date screening may be more susceptible to suggestions to 

undergo fecal blood testing rather than colonoscopy, pos-
sibly increasing screening uptake. On the other hand, 
those with up-to-date screening are more likely to con-
tinue with their current choice (in the case of our study, 
colonoscopy).

In our study, discussing with a doctor about CRC 
screening was associated with a lower probability of 
choosing fecal blood testing. This could mean that doc-
tors are reassuring individuals on the favorable benefit-
risk ratio of undergoing a colonoscopy or that doctors are 
mainly suggesting screening by colonoscopy. This latter 
assumption is confirmed by the results of a recent survey 
of CRC screening practices and preferences among gen-
eral practitioners in the state of Geneva which indicate a 
strong tendency to practice and recommend colonoscopy 
over fecal occult blood test [28]. The discrepancy between 
patient and doctor’s screening method of choice has been 
previously observed [18]. Moreover for both doctors and 
patients, the choice is driven by which method features 
they value the most. Those who valued accuracy tended 
to select colonoscopy, while those who valued inconve-

Table 2. Unadjusted and adjusted logistic regression models for the association between up-to-date screening status and choosing fecal 
blood test as screening method

Crude, n = 1,039 + Demographic 
variables, n = 1,039

+ Family history, 
discussion with 
doctor, n = 953

+ Education and 
occupational level,* 
n = 925

OR (95% CI) p value OR (95% CI) p value OR (95% CI) p value OR (95% CI) p value

No up-to-date screening (vs. up-to-date screening) 3.3 (2.6; 4.3) <0.001 3.4 (2.6; 4.5) <0.001 2.6 (1.9; 3.6) <0.001 2.6 (1.9; 3.7) <0.001
Age per each 5 years 0.9 (0.8; 1.0) 0.11 1.1 (1.0; 1.2) 0.23 1.1 (1; 1.3) 0.04 1.2 (1.0; 1.4) 0.077
Foreigners (vs. Swiss nationals) 1.2 (0.9; 1.6) 0.15 1.2 (0.9; 1.6) 0.28 1.1 (0.8; 1.5) 0.71 1.2 (0.8; 1.7) 0.30
Female (vs. male) 1.4 (1.1; 1.8) 0.005 1.4 (1.0; 1.8) 0.02 1.4 (1; 1.8) 0.025 1.5 (1.1; 2.0) 0.013
Discussion with doctor (vs. no discussion) 0.3 (0.2; 0.4) <0.001 – – 0.5 (0.3; 0.7) <0.001 0.5 (0.3; 0.7) <0.001
Family history of colon cancer (vs. no family 
history)

0.7 (0.5; 1.0) 0.04 – – 1.0 (0.7; 1.4) 0.87 0.9 (0.7; 1.4) 0.76

Education
Primary 1 (reference) – – – – 1 (reference)
Secondary 1 (0.6; 1.5) 0.97 – – – – 1.3 (0.8; 2.3) 0.34
Tertiary 1 (0.6; 1.5) 0.84 – – – – 1.3 (0.8; 2.3) 0.33

Occupation
Employed, nonmanual 1.3 (0.9; 1.8) 0.14 – – – – 1.1 (0.7; 1.7) 0.62
Employed, manual 1.1 (0.7; 1.8) 0.67 – – – – 0.8 (0.4; 1.5) 0.51
Independent, manual 1.2 (0.7; 2.3) 0.51 – – – – 0.83
Executive or independent, nonmanual 1 (reference) – – – – 1 (reference)
Invalidity retirement 1.2 (0.5; 2.8) 0.7 – – – – 1.0 (0.3; 2.7) 0.94
Retired 0.9 (0.7; 1.3) 0.71 – – – – 0.9 (0.5; 1.4) 0.54
Unemployed 0.9 (0.4; 1.8) 0.7 – – – – 0.5 (0.2; 1.3) 0.16
Housewife/househusband 1.0 (0.6; 1.9) 0.91 – – – – 0.7 (0.3; 1.4) 0.29

OR, odds ratio; CI, confidence interval. * Students were removed due to low number of participants in this category.
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nience, complications and discomfort chose a fecal blood 
testing method [18].

Similarly, we observed differences in the features driv-
ing screening method of choice between those with and 
without up-to-date screening. Participants without up-
to-date screening were more concerned about the risks of 
colonoscopy, its costs, and potential complications. Indi-
viduals with up-to-date screening were more concerned 
about the accuracy of colonoscopy in detecting a higher 
number of polyps.

While we did not compare the doctors’ method of 
choice to those of their patients, other studies have re-
ported that increasing shared decision could align pa-
tients’ and doctors’ opinions on the method of choice 
with a potential increase in screening uptake [13, 14]. As 
such, we could argue that, in a context of shared decision, 
suggesting FIT to patients that do not have up-to-date 
screening or not favoring colonoscopy as the main doc-
tor recommendation could have a positive impact in 
overall screening uptake. This may be particularly im-
portant in contexts where uptake is already high, as sug-
gested by our results for Geneva, where the main barriers 
for screening participation may be related to the screen-
ing procedure rather than lack of information concern-
ing its importance. However, further studies, including 
intervention studies, are needed to validate this hypoth-
esis.

Strengths
To the best of our knowledge, this is the first study ad-

dressing the importance of screening status on screening 
method of choice after participants were presented with 
the advantages and disadvantages of the 2 main CRC 
screening methods. We used data from an ongoing pop-
ulation-based cross-sectional study allowing us to cap-
ture data for a wide range of sociodemographic indicators 
and determine if the choice was socially patterned. In par-
ticular, we were able to assess any difference in character-
istics between participants and nonparticipants (see be-
low). Through including questions regarding the motiva-
tions behind the choice, we were able to uncover screening 
method features that were valued by different groups ac-
cording to screening status and that may lead to low 
screening uptake if the wrong options are presented as the 
preferred method of choice by the doctor.

Limitations
Our study has several limitations. First, and similar to 

other survey studies, the response rate was moderate 
(43.7%). We compared the descriptives between partici-

pants and nonparticipants and the former were more of-
ten Swiss (76.6 vs. 66.2%) and had more often tertiary 
education (46.7 vs. 37.5%) than the latter (online suppl. 
Table 3). While the differences between participants and 
nonparticipants were moderate, our study participants 
may represent the adults who would actually participate 
in the future organized screening program, being more 
prone to answering a mail invitation to participate. Sec-
ond, this study was based on a single region (the State of 
Geneva). Replication is needed in other Swiss regions and 
other countries to assess the generalizability of our find-
ings. Third, while we used various sociodemographic in-
dicators and variables related to family history and previ-
ous discussion with a doctor concerning CRC screening, 
additional confounding by unmeasured factors and social 
desirability bias, inherent to any self-reported data, can-
not be excluded.

Conclusions

In a population with a relatively high CRC screening 
uptake, we identified not having up-to-date screening as 
being independently associated with choosing a fecal 
blood analysis-based over colonoscopy. This preference 
was observed after clear and balanced information about 
the advantages and disadvantages of each method was 
presented.

Our findings could help inform clinicians and screen-
ing programs to tailor the suggested methods to fit pa-
tients’ preferences. Favoring shared decision-making and 
a better concordance between patients’ preferences and 
what is suggested to them may increase screening uptake 
and, consequently, improve its impact on reducing the 
global burden of disease attributed to CRC.
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