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Introduction
Colorectal cancer (CRC) accounts for approximately 
10.0% of all confirmed cancers and cancer-related mortal-
ity worldwide [1]. The 5 year cumulative survival rate of 
CRC patients by tumor staging was listed as follows: stage 
0, 94.0%; stage I, 91.6%; stage II, 84.8%; stage IIIa, 77.7%; 
stage IIIb, 60.0%; and stage IV, 18.8%, which implies that 
patients could obtain survival advantage if the tumors 
were treated by en bloc resection with confirming nega-
tive margins in the earliest stage [2]. Colonoscopy is cur-
rently the preferred method for CRC diagnosis. With 
the help of mucosal staining and magnifying endoscopy, 
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Abstract
Purpose  The Asia-Pacific Colorectal Screening (APCS) score and its derivatives have been used to predict advanced 
colorectal neoplasia (ACN). However, it remains unknown whether they apply to the current Chinese population 
in general clinical practice. Therefore, we aimed to update the APCS score system by applying data from two 
independent asymptomatic populations to predict the risk of ACN in China.

Methods  We developed an adjusted APCS (A-APCS) score by using the data of asymptomatic Chinese patients 
undergoing colonoscopies from January 2014 to December 2018. Furthermore, we validated this system in 
another cohort of 812 patients who underwent screening colonoscopy between January and December 2021. The 
discriminative calibration ability of the A-APCS and APCS scores was comparatively evaluated.

Results  Univariate and multivariate logistic regression were applied to assess the risk factors for ACN, and an adjusted 
scoring system of 0 to 6.5 points was schemed according to the results. Utilizing the developed score, 20.2%, 41.2%, 
and 38.6% of patients in the validation cohort were classified as average, moderate, and high risk, respectively. 
The corresponding ACN incidence rates were 1.2%, 6.0%, and 11.1%, respectively. In addition, the A-APCS score 
(c-statistics: 0.68 for the derivation and 0.80 for the validation cohort) showed better discriminative power than using 
predictors of APCS alone.

Conclusions  The A-APCS score may be simple and useful in clinical applications for predicting ACN risk in China.

Keywords  Advanced colorectal neoplasia, Colorectal cancer screening, Risk stratification, Scoring system

An adjusted Asia-Pacific colorectal screening 
score system to predict advanced colorectal 
neoplasia in asymptomatic Chinese patients
Chenchen Zhang1†, Liting Zhang2†, Weihao Zhang1, Bingxin Guan3 and Shuai Li1*

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://orcid.org/0000-0002-8946-5802
http://crossmark.crossref.org/dialog/?doi=10.1186/s12876-023-02860-x&domain=pdf&date_stamp=2023-6-28


Page 2 of 10Zhang et al. BMC Gastroenterology          (2023) 23:223 

precancerous lesions can be detected by the naked eye. 
Once diagnosed, endoscopic polypectomy can effectively 
remove malignant polyps [3]. Therefore, screening for 
CRC in healthy asymptomatic individuals is essential, 
and several countries have formulated population-based 
screening approaches. The incidence of CRC strongly 
increases with age; it is low before 50 and shows a rapid 
upward trend after 50. However, the incidence increased 
rapidly from the age of 40 in East Asia. As a result, the 
starting age for CRC screening is over 40 years in China 
and Japan [2], whereas in European and American coun-
tries, it is often over 45 years [4, 5].

Considering that the limited capacity of colonoscopy 
hinders the implementation of CRC screening in many 
countries, it is worthwhile to establish a risk-stratifi-
cation system to make screening more cost-effective. 
Combined risk factors and patient characteristics for 
stratification are considered valuable, and multiple CRC 
screening risk-stratification systems have already been 
formulated on request [6–14]. Among these, the Asia-
Pacific Colorectal Screening (APCS) score has been 
validated for predicting advanced colorectal neoplasia 
(ACN). The APCS score is based on four factors: age, 
sex, family history of CRC, and smoking [8]. The modi-
fied APCS score system incorporates body mass index 
(BMI) as a new predictor of APCS score [15]. A recent 
Japanese study regulated the modified APCS score from a 
6-point to an 8-point system for the Japanese population, 
which improved the discriminative ability of the score 
[16]. However, the new scoring model used to assess the 
risk-stratification of outpatients is somewhat complex, as 
it requires knowledge of exactly how much and for how 
long a patient has smoked. In addition, the APCS score 
is based on data across nine ethnic populations; hence, 
a deeper regionalization study is required in different 
countries, considering the heterogeneity of population 
characteristics. Third, all previously reported scores used 
data from patients 10 or 20 years ago; therefore, the dis-
criminative abilities for current population risk-stratifi-
cation are unknown. Therefore, further adjustment and 
verification are essential for the clinical application of 
the APCS score in CRC screening. Our objective was to 
establish and examine a new scoring system based on the 
APCS for predicting ACN risk in China by applying data 
from two independent asymptomatic populations.

Methods
Study population
We conducted a retrospective survey at the Second Hos-
pital, Cheeloo College of Medicine, Shandong University 
(Shandong, China) between January 2014 and Decem-
ber 2018, and the patients were included in the deriva-
tion cohort for the development of the scoring model. 
Another independent group of patients, who attended to 

the hospital between January and December 2021, was 
prospectively enrolled for the model validation (valida-
tion cohort). Patients older than 40 years who underwent 
screening colonoscopy with no symptoms of the lower 
digestive tract were included. Exclusion criteria included 
a personal history of inflammatory bowel disease, heredi-
tary polyposis syndromes (familial adenomatous polypo-
sis and hereditary nonpolyposis CRC), inadequate colon 
preparation, and lack of detail of medical history or BMI.

This study followed the ethical standards formulated 
in the Helsinki Declaration and was approved by the 
ethics committee of the Second Hospital, Cheeloo Col-
lege of Medicine, Shandong University (ethical approval 
number: KYLL-2022LW048). Furthermore, all personally 
identifiable information had already been de-identified to 
maintain patient privacy; therefore, the research program 
was exempt from the participants’ informed consent 
requirement.

Study definitions and data collection
Patient information, including BMI, demographics, fam-
ily history of CRC in first-degree relatives (FDR), colo-
noscopy findings, and pathology results, were gathered 
from electronic medical records. Current or past smok-
ers were defined as those who smoked seven or more 
cigarettes per week and current or past drinkers as those 
who consumed alcohol ≥ 2 times/week. Oral administra-
tion of aspirin or metformin twice or more weekly over 
12 months was defined as regular intake of aspirin/met-
formin [17].

Adenomas were classified into three classes accord-
ing to size: diminutive (1–5  mm in diameter), small 
(6–9 mm), and large (≥ 10 mm) [18]. Advanced neoplasia 
was defined as an advanced adenoma (an adenoma with a 
villous or tubulovillous component, high-grade dysplasia 
[HGD], or size ≥ 10  mm) or invasive carcinoma (shown 
in Fig. 1). In addition, sessile serrated lesions (SSLs) with 
diameters ≥ 10 mm or HGDs were classified as advanced 
neoplasia and diminutive or small SSLs were classified 
non-neoplastic.

Colonoscopies were performed using standard colo-
noscopes (CF Q260AI, CF H260AI, PCF-Q260AZI, CF-
HQ290ZI, or PCF-H290ZI; OLYMPUS, Tokyo, Japan) by 
three experienced endoscopists. Pathological diagnoses 
were interpreted and confirmed by expert pathologists. 
Cecal intubation involved the colonoscope tip passing 
the ileocecal valve to the appendicular stoma [19]. The 
rating scale for bowel preparation was assessed using 
the Boston bowel preparation scale, and “adequate” was 
defined as a score of ≥ 2 for each segment. The adenoma 
detection rate was defined as the percentage of patients 
who had ≥ 1 conventional adenoma detected on the first-
time primary colonoscopy.
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Calculation and validation of the risk score
Univariate and multivariate logistic regression analyses 
were performed to determine the association between 
ACN and each risk factor in the derivation cohort. Risk 
factors included age, sex, smoking, alcohol consumption, 
aspirin/metformin intake, BMI, and history of FDR with 
CRC. Based on the multivariate analysis results, each 
independent risk factor was assigned a weight, apply-
ing the corresponding odds ratio (OR) halved, and then 
rounded off after the first decimal point in units of 0.5 [8]. 
The total score for each patient was the sum of the scores 
of each risk factor, and patients were then classified into 
three separate groups (average risk [AR], moderate risk 
[MR], and high risk [HR]) according to the distribution of 
ACN. After the adjusted APCS (A-APCS) score was for-
mulated, its discriminatory ability was tested in the deri-
vation and validation cohorts.

Statistical analysis
Descriptive statistics were presented as numbers and 
percentages, and used to tabulate the characteristics of 
the screening population and clinicopathological features 
of advanced neoplasia in patients enrolled in the study, 
which were compared using chi-square tests. The asso-
ciations between ACN and personal data of screened 
patients were determined by univariate analyses using the 
chi-square test or Fisher’s exact test. The BMI threshold 
was based on the result of the receiver operating char-
acteristic (ROC) test. The figure maximizing the sum of 
the sensitivity and specificity for ACN was set as the cut-
off value. Significant variables (P < 0.2) in the univariate 
analysis were included in the multiple analyses to set the 
independent risk factors. Odds ratios (OR) and 95% confi-
dence intervals (CI) for each factor was calculated for the 
following weight setting. The goodness-of-fit index was 
examined using the Hosmer–Lemeshow goodness-of-fit 

test and a p > 0.05 implied a good fitness of forecast risk 
against the actual risk. As mentioned above, the A-APCS 
score for predicting ACN in the Chinese population was 
formulated based on the identified risk factors. Next, the 
ACN distribution according to subgroups in each cohort 
was calculated. The ROC curve and c-statistics were used 
to detect the potency of the A-APCS score in predicting 
ACN. The discriminative power of the APCS score was 
also detected using c-statistics, and the DeLong test was 
used to compare the value with that of the A-APCS score. 
Cohen’s kappa Statistic was employed to measure the 
level of agreement between the two scoring systems. Sta-
tistical analyses were performed using the SPSS (version 
25.0; IBM Corp, Armonk, NY) and MedClac version 20.0 
(MedCalc Software Ltd, Ostend, Belgium), and statistical 
significance was set at 0.05.

Results
Baseline features of screening patients included in the 
study
A total of 14,815 patients underwent screening colo-
noscopy between January 2014 and December 2018, of 
which 3817 were recruited in the derivation cohort. Fur-
ther, 812 out of 2722 patients, who attended to the hospi-
tal between January and December 2021, were included 
in the validation cohort according to the inclusion and 
exclusion criteria (shown in Fig. 2). The detailed features 
of all the patients are listed in Table 1. The characteris-
tics of the Derivation and Validation cohorts were simi-
lar according to age, sex, aspirin or metformin intake, 
history of FDR with CRC, and proportion of patients 
with colorectal neoplasia (all p > 0.05). However, in the 
derivation cohort, the rates of smoking, drinking, and 
BMI ≥ 23.5 kg/m2 were higher than that in the validation 
cohort (all P < 0.05). Regarding quality indicators, a high 
cecal intubation rate and adequate bowel preparation in 

Fig. 1  Representative endoscopic picture (left) and pathological picture of advanced colorectal neoplasia (right). (a) 1.0 × 0.6 cm tubular adenoma (Left, 
narrow band imaging; Right, × 40 magnification). (b) 0.6 × 0.5 cm tubular adenoma with HGD (Left, white light image; Right, × 100 magnification). (c) 
0.5 × 0.5 cm tubulovillous adenoma (Left, narrow band imaging; Right, × 40 magnification). (d) 2.5 × 1.5 cm tubular adenocarcinoma (Left, narrow band 
imaging; Right, × 100 magnification)
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both cohorts guaranteed the quality of colorectal cancer 
screening. The adenoma detection rates in the derivation 
and validation cohorts were 22.6% and 16.1%, respec-
tively (P = 0.000). The clinicopathological features of ACN 
detected across the study are shown in Table 2 and were 

similar in the two cohorts stratified by pathology and 
location (all p > 0.05).

Univariate and multivariate predictors of ACN in the 
derivation cohort
Univariate and multivariate analyses of the associations 
between the features of the screened patients and ACN 
are tabulated in Table  3. We adopted a cut-off value 
of 23.5 kg/m2 for BMI based on the results of the ROC 
analysis. In the univariate analysis, higher age, male sex, 
current or past smoking, BMI ≥ 23.5  kg/m2, and one or 
more FDRs with CRC were closely correlated with ACN 
(all P < 0.05). We enrolled these five variables in the mul-
tivariate analysis as well as alcohol consumption with 
P < 0.2. Finally, the independent factors were higher age 
(50‒69 years: OR, 2.0; 95% CI, 1.2‒3.3; ≥ 70 years: OR, 

Table 1  Features of screening patients included in the study
Derivation 
cohort
(N = 3817)

Validation 
cohort
(N = 812)

P

Age (years) 0.103

  ≤ 49, n (%) 753 (19.7) 159 (19.6)

  50‒69, n (%) 2740 (71.8) 602 (74.1)

  ≥ 70, n (%) 324 (8.5) 51 (6.3)

Sex, male, n (%) 2405 (63.0) 509 (62.7) 0.863

Smoking, n (%) 1887 (49.4) 259 (31.9) 0.000
Alcohol consumption, n (%) 1503 (39.4) 234 (28.8) 0.000
Intake of aspirin, n (%) 124 (3.2) 37 (4.6) 0.065

Intake of metformin, n (%) 81 (2.1) 19 (2.3) 0.698

BMI (kg/m2)

  < 23.5, n (%) 1722 (45.1) 423 (52.1) 0.000
  ≥ 23.5, n (%) 2095 (54.9) 389 (47.9)

History of FDR with CRC, n (%) 0.820

  None 3463 (90.7) 733 (90.3)

  One 331 (8.7) 75 (9.2)

  Two or more 23 (0.6) 4 (0.5)

Patients with colorectal neoplasia, 
n (%)

  ACN 267 (7.0) 42 (5.2) 0.059

  CRC 37 (1.0) 5 (0.6) 0.335

Quality indicators, n (%)

  Cecal intubation rate 3538 (92.7) 766 (94.3) 0.096

  Adequate bowel preparation 3586 (93.9) 766 (94.3) 0.673

  Adenoma detection rate 863 (22.6) 131 (16.1) 0.000
Significant P values are shown in bold text

Abbreviations: ACN, advanced colorectal neoplasia; BMI, body mass index; CRC, 
colorectal cancer; FDR, first-degree relative.

Table 2  Clinicopathological features of advanced neoplasia 
detected in the study

Derivation 
cohort
(N = 294)
n (%)

Validation 
cohort
(N = 50)
n (%)

P

Pathology 0.918

  Colorectal cancer 37 (12.6) 5 (10.0)

  Diminutive and small 
adenoma

   With high-grade dysplasia 70 (23.8) 10 (20.0)

   With ≥ 25% villous features 16 (5.4) 4 (8.0)

  Large adenoma

   With no advanced histology 53 (18.0) 11 (22.0)

   With high-grade dysplasia 103 (35.0) 18 (36.0)

   With ≥ 25% villous features 15 (5.1) 2 (4.0)

Location 0.986

  Proximal colon 118 (40.1) 20 (40.0)

  Distal colon 176 (59.9) 30 (60.0)
Note: Adenomas with high-grade dysplasia and ≥ 25% villous features are 
classified into the high-grade dysplasia group

Fig. 2  Flow chart of study participants
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3.8, 95% CI, 2.3‒6.4), male sex (OR, 2.0; 95% CI, 1.4‒3.0), 
current or past smoking (OR, 1.4; 95% CI, 1.0‒2.0), 
BMI ≥ 23.5  kg/m2 (OR, 1.7; 95% CI, 1.3‒2.3), and family 
history of CRC in FDRs ( OR, 1.7; 95% CI, 1.1‒2.4; two 
or more: OR, 3.8, 95% CI, 1.4‒10.8). The Hosmer‒Lem-
eshow goodness-of-fit test exhibited P = 0.376 for the 
derivation cohort, which implied a good match between 
forecast risk and actual risk.

Development of the adjusted Asia-Pacific Colorectal 
Screening (A-APCS) score
According to the OR identified in the multivariate anal-
ysis, the following risk factors were considered to give 
points: age 40‒49 (0), 50‒69 (1), ≥ 70 years (2); female sex 
(0), male sex (1); no smoking (0), current or past smok-
ing (0.5); BMI < 23.5  kg/m2 (0), BMI ≥ 23.5  kg/m2 (1); 
FDR with CRC none (0), one (1), two or more (2). The 
new scoring model varied between 0 and 6.5 (Table  4), 
in contrast to 0–7 of APCS score (Table 5). When scor-
ing all patients using the A- APCS score and APCS score, 

Table 3  Univariate and multivariate analysis of clinical features of screening patients in Derivation cohort related to advanced 
colorectal neoplasia
Characteristics Advanced colorectal neoplasia, n (%) Univariate analysis Multivariate analysis

Present (N = 267) Absent (N = 3550) Odds ratio
(95% CI)

P Odds ratio (95% CI) P

Age (years) 0.000
  40‒49 29 (10.9) 724 (20.4) 1 1

  50‒69 202 (75.7) 2538 (71.5) 2.0 (1.3‒3.0) 2.0 (1.2‒3.3) 0.001
  ≥ 70 36 (13.5) 288 (8.1) 3.1 (1.9‒5.2) 3.8 (2.3‒6.4) 0.000
Sex 0.000
  Women 50 (18.7) 1362 (38.4) 1 1

  Men 217 (81.3) 2188 (61.6) 2.7 (2.0‒3.7) 2.0 (1.4‒3.0) 0.000
Smoking 0.000
  No 87 (32.6) 1843 (51.9) 1 1

  Current or past 180 (67.4) 1707 (48.1) 2.2 (1.7‒2.9) 1.4 (1.0‒2.0) 0.028
Alcohol consumption 0.072

  No 148 (55.4) 2166 (61.0) 1

  Current or past 119 (44.6) 1384 (39.0) 1.3 (1.0‒1.6) 0.346

Intake of aspirin 0.339

  Present 6 (2.2) 118 (3.3) 1

  Absent 261(97.8) 3432(96.7) 1.5 (0.7‒3.4)

Intake of metformin 0.240

  Present 3 (1.1) 78 (2.2) 1

  Absent 264 (98.9) 3472 (97.8) 2.0 (0.6‒6.3)

BMI (kg/m2) 0.000
  < 23.5 82 (30.7) 1640 (46.2) 1 1

  ≥ 23.5 185 (69.3) 1910 (53.8) 1.9 (1.5‒2.5) 1.7 (1.3‒2.3) 0.000
History of FDR with CRC 0.000
  None 227 (85.0) 3236 (91.2) 1 1

  One 35 (13.1) 296 (8.3) 1.7 (1.2‒2.5) 1.7 (1.1‒2.4) 0.009
  Two or more 5 (1.9) 18 (0.5) 4.0 (1.5‒10.8) 3.8 (1.4‒10.8) 0.011
Significant P values are shown in bold text

BMI, body mass index; CI, confidence interval; CRC, colorectal cancer; FDR, first-degree relative

Table 4  Adjusted Asia-Pacific Colorectal Screening score for 
advanced colorectal neoplasia
Risk factor Criteria Points
Age (years) 40‒49 0

50‒69 1

≥ 70 2

Sex Women 0

Men 1

Smoking No 0

Current 
or past

0.5

BMI (kg/m2) < 23.5 0

≥ 23.5 1

History of FDR with CRC None 0

One 1

Two or 
more

2

Abbreviations: BMI, body mass index; CRC, colorectal cancer; FDR, first-degree 
relative
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Cohen’s Kappa value turns out to be 0.234 and 0.177 for 
the Derivation and Validation cohorts, respectively.

Risk stratification of the study population assessed with 
the A- APCS score
Using the A-APCS score, the study population was 
divided into three subgroups: AR, score 0 to 1; MR, score 
1.5 to 2.5; and HR, score 3‒6.5 (Table 6). In the deriva-
tion cohort, 771 (20.2%), 1573 (41.2%), and 1473 (38.6%) 
patients were in the AR, MR, and HR groups, respec-
tively. The prevalence of ACN in the three categories was 
1.2% (95% CI, 0.4‒1.9), 6.0% (95% CI, 4.9‒7.2), and 11.1% 
(95%CI, 9.5‒12.7), respectively. The incidence of ACN in 
the validation cohort stratified by the A-APCS score was 
1 (0.5%), 9 (2.8%), and 32 (11.2%) in the AR, MR, and HR 
groups, respectively (Table  6). The distributions of the 
study population and patients with ACN based on the 
risk stratifications by two scoring systems were shown 
in Figs. 3 and 4. When assessing the agreement between 
two scoring systems for risk stratification using Cohen’s 
Kappa Statistic, the value for the Derivation cohort and 
Validation cohort was 0.451 and 0.346, respectively.

Validity and reliability of the A- APCS score
The c-statistic of the A-APCS score for predicting ACN 
in the 3817 patients of the derivation cohort was 0.68 
(95% CI, 0.66‒0.69), which implied a high discriminat-
ing power (shown in Fig.  5). In comparison with the 
APCS score, the latter (0.65; 95% CI, 0.63‒0.76) was sig-
nificantly lower (P = 0.0056). Moreover, the c-statistic for 
risk predictors of A-APCS was 0.80 (95% CI, 0.77‒0.82), 
which was higher than that for APCS score (0.76; 95% CI, 
0.73‒0.79) in the validation cohort; however, the differ-
ence was not statistically significant (P = 0.0593).

Table 5  Asia-Pacific Colorectal Screening score for advanced 
colorectal neoplasia
Risk factor Criteria Points
Age (years) 40‒49 0

50‒69 2

≥ 70 3

Sex Women 0

Men 1

Smoking No 0

Current or past 1

History of FDR with CRC None 0

One or more 2
Abbreviations: CRC, colorectal cancer; FDR, first-degree relative

Table 6  Distribution of advanced colorectal neoplasia based on 
subgroups in the Derivation (N = 3817) and Validation cohorts 
(N = 812)
Subgroups Derivation cohort Validation cohort

The propor-
tion of 
Patients with 
ACN (%)

95% CI 
(%)

The propor-
tion of 
Patients with 
ACN (%)

95% CI 
(%)

Average risk 
(0‒1)

1.2 (9/771) 0.4‒1.9 0.5 (1/201) -0.4‒1.5

Moderate risk 
(1.5‒2.5)

6.0 (95/1573) 4.9‒7.2 2.8 (9/325) 1.0‒4.6

High risk
(3‒6.5)

11.1 
(163/1473)

9.5‒12.7 11.2 (32/286) 7.5‒14.9

Total 7.0 (267/3817) 6.2‒7.8 5.2 (42/812) 3.6‒6.7
Abbreviations: ACN, advanced colorectal neoplasia; CI, confidence interval

Fig. 3  Distribution of the study population in the Derivation (N = 3817) and Validation cohorts (N = 812) based on the risk stratifications by two scoring 
systems
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Discussion
According to the risk factors for CRC, the Asia-Pacific 
Working Group on CRC formulated the APCS score 
to stratify ACN risk in asymptomatic patients in 2011. 
Several studies modified the scoring system based on 
the population characteristics in different regions of 
Asia, and incorporated BMI as an additional variable to 
improve discriminating power [11, 15, 16, 20, 21]. The 
APCS score or modified APCS scores have been adopted 
for CRC screening in parts of the Asia-Pacific region, but 

it remains unknown whether they apply to the current 
Chinese population in general clinical practice. In China, 
the guidelines recommend that CRC screening should 
start at age 40 for the general population; however, the 
APCS score was put forward on the version targeting the 
population aged over 50 years. With social progress, the 
BMI of Chinese general population is gradually increas-
ing (22.7 kg/m2 in 2004 compared to 24.4 kg/m2 in 2018) 
[22, 23], and drinking or smoking habits are changing 
[24]. In addition, researchers are increasingly finding that 

Fig. 5  Comparison of c-statistics by the receiver operating characteristic curves to assess the discriminative power of two scoring models for predicting 
advanced colorectal neoplasia. (a) Derivation cohort. (b) Validation cohort

 

Fig. 4  Distribution of patients with advanced colorectal neoplasia in the Derivation (N = 267) and Validation cohorts (N = 42) based on the risk stratifica-
tions by two scoring systems
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regular aspirin or metformin use reduces risk of CRC [3, 
25]. Consequently, it would be advisable to formulate an 
adjusted scoring model for predicting ACN through a 
dataset of screened patients in recent years, and further, 
introduce the model for clinical application in China.

The present study clarified the demographic character-
istics of the two cohorts at different periods, including 
various prevalence values of ACN according to clinico-
pathological features. Further, we built a scoring model 
for predicting ACN risk in China. Applying a retrospec-
tive derivation study (data from 6 to 8 years ago) and a 
prospective validation study (data from 2 years ago) other 
than previous prospective studies (data from 10 to 20 
years ago) to develop the scoring model ensured the use-
fulness of risk-stratification for CRC screening in the cur-
rent Chinese population. Most features in the derivation 
cohort and the validation set were similar and consistent 
with other studies [15, 16, 26], showing the model’s reli-
ability. In the current study the prevalence of ACN (7.0%) 
and CRC (1.0%) in the derivation cohort seems slightly 
higher than that in many previous studies. This difference 
could be due to the high-quality endoscopy (magnifying 
endoscopy with narrow-band imaging, ME-NBI) used in 
this study by experienced endoscopists in our gastroen-
terology department. As mentioned in previous studies, 
ME-NBI can improve the diagnostic accuracy of colorec-
tal neoplasia, resulting in differences in lesion detectabil-
ity [27, 28]. Moreover, a high cecal intubation rate and 
adequate bowel preparation guaranteed high detectabil-
ity, particularly in detecting diminutive and small adeno-
mas. Under these conditions, the quality of the ACN data 
in this study is credible.

The weightage assigned to smoking was lower than the 
APCS or modified APCS score (0.5 in present study com-
pared to 1 in the APCS or modified APCS score). In the 
multivariate logistic regression analysis for ACN in the 
APCS and modified APCS models, the odds ratios for 
smoking were 1.8 (P = 0.099) and 1.63 (P = 0.026) respec-
tively, as compared to 1.4 (P = 0.028) in the present study. 
There are several possible explanations for this discrep-
ancy. First, the heterogeneity among Asian populations 
could be a possible factor. The APCS study enrolled 
patients from 11 Asian cities, while the modified APCS 
study recruited only the population in Hong Kong. In 
contrast, the present study exclusively included Chinese 
patients in Shandong. Second, research has argued that 
smoking increases the risk of CRC in a dose-dependent 
manner [29, 30]. However, for the past 10 years, smokers 
have attempted to quit smoking in pursuit of a healthy 
lifestyle using behavioral therapy, nicotine patches, chew-
ing gum, and medicines [31]. Finally, the scientific and 
technological revolution, such as the types of tobacco and 
cigarette production technology processing, have critical 
effects on the carcinogens that can affect the colorectal 

mucosa. Based on the ROC analysis, we used a cut-off 
level of 23.5 kg/m2 for BMI, which was higher than that 
used in previous studies [15, 16, 20]. This was prob-
ably linked to the increasing average BMI over the past 
20 years [23, 32]. However, we observed a lower aver-
age BMI in the validation than in the derivation cohort, 
which implied that there was an improvement in health 
awareness in recent years.

However, this study had some limitations. First, it was 
a single-center design that enrolled a relatively homog-
enous population in both the derivation and validation 
cohorts. This might have limited the adaptability of the 
results to real-world situations. Second, the retrospec-
tive survey of the derivation cohort led to the loss of 
data to some extent, which resulted in potential selection 
bias. However, because the demographic features of the 
enrolled patients are similar to those of previous studies, 
such data limitations are likely minimal. Moreover, we 
performed a prospective validation cohort study to mini-
mize this bias. Finally, the c-statistics for risk predictors 
of A-APCS in the validation cohort were not statistically 
significant compared to the APCS score; however, the P 
value (0.0593) was slightly higher than 0.05. Furthermore, 
the comparison of the c-statistic of the A-APCS score 
with that of the APCS in the derivation cohort showed 
that it was higher for A-APCS (P = 0.0056), implying that 
the A-APCS score presumably has a higher discrimina-
tory ability for ACN risk-stratification. Additionally, we 
assessed the agreement of two scoring systems using 
Cohen’s Kappa Statistic, the risk stratification was better 
than the score of each patient, implying that the two sys-
tems had a “fair-moderate” level of agreement.

Conclusion
This study updated the APCS score for prediction of 
ACN risk by applying data from two independent asymp-
tomatic populations in China. Further research should 
evaluate the scoring model in clinical practice and com-
munity settings in other parts of the country.

Abbreviations
A-APCS	� adjusted Asia-Pacific colorectal screening
ACN	� advanced colorectal neoplasia
APCS	� Asia-Pacific Colorectal Screening
AR	� average risk
BMI	� body mass index
CI	� confidence interval
CRC	� colorectal cancer
FDR	� first degree relatives
HGD	� high-grade dysplasia
HR	� high risk
ME-NBI	� magnifying endoscopy with narrow band imaging
MR	� moderate risk
OR	� odds ratio
ROC	� receiver operating characteristic
SSLs	� sessile serrated lesions

Acknowledgements
We would like to thank Editage (www.editage.cn) for English language editing.

http://www.editage.cn


Page 9 of 10Zhang et al. BMC Gastroenterology          (2023) 23:223 

Authors’ contributions
Shuai Li supervised the entire study and revised the final manuscript. 
Chenchen Zhang designed the research frame and wrote the draft of the 
manuscript. Weihao Zhang and Liting Zhang reviewed the medical records 
and collected the patient information. Bingxin Guan reviewed and confirmed 
the pathological data. Finally, all the authors reviewed the draft and approved 
the final manuscript before submission.

Funding
The authors declare that no funds, grants, or other support were received 
during the preparation of this manuscript.

Data availability
The datasets used and/or analysed during the current study available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The methods were carried out following the relevant guidelines and 
regulations. This study was conducted in accordance with the Declaration of 
Helsinki and was approved by the ethics committee of the Second Hospital, 
Cheeloo College of Medicine, Shandong University (ethical approval number: 
KYLL-2022LW048). All personal information was anonymized to protect patient 
privacy. Therefore, the study protocol was exempt from the requirement for 
informed consent from the participants, and this exemption was granted by 
the ethics committee of the Second Hospital, Cheeloo College of Medicine, 
Shandong University (Ethical approval number: KYLL-2022LW048).

Competing interests
The authors declare no competing interests.

Received: 23 September 2022 / Accepted: 20 June 2023

References
1.	 Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer 

statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide 
for 36 cancers in 185 countries. CA Cancer J Clin. 2018;68(6):394–424. https://
doi.org/10.3322/caac.21492.

2.	 Saito Y, Oka S, Kawamura T, Shimoda R, Sekiguchi M, Tamai N, Hotta K, 
Matsuda T, Misawa M, Tanaka S, Iriguchi Y, Nozaki R, Yamamoto H, Yoshida M, 
Fujimoto K, Inoue H. Colonoscopy screening and surveillance guidelines. Dig 
Endosc. 2021;33(4):486–519. https://doi.org/10.1111/den.13972.

3.	 Dekker E, Tanis PJ, Vleugels JLA, Kasi PM, Wallace MB. Colorectal can-
cer. Lancet. 2019;394(10207):1467–80. https://doi.org/10.1016/
S0140-6736(19)32319-0.

4.	 Jin J. Screening for colorectal cancer. JAMA. 2021;325(19):2026. https://doi.
org/10.1001/jama.2021.6557.

5.	 Kanth P, Inadomi JM. Screening and prevention of colorectal cancer. BMJ. 
2021;374:n1855. https://doi.org/10.1136/bmj.n1855.

6.	 Lin OS, Kozarek RA, Schembre DB, Ayub K, Gluck M, Cantone N, Soon MS, 
Dominitz JA. Risk stratification for colon neoplasia: screening strategies using 
colonoscopy and computerized tomographic colonography. Gastroenterol-
ogy. 2006;131(4):1011–9. https://doi.org/10.1053/j.gastro.2006.08.015.

7.	 Driver JA, Gaziano JM, Gelber RP, Lee IM, Buring JE, Kurth T. Development 
of a risk score for colorectal cancer in men. Am J Med. 2007;120(3):257–63. 
https://doi.org/10.1016/j.amjmed.2006.05.055.

8.	 Yeoh KG, Ho KY, Chiu HM, Zhu F, Ching JY, Wu DC, Matsuda T, Byeon JS, Lee 
SK, Goh KL, Sollano J, Rerknimitr R, Leong R, Tsoi K, Lin JT, Sung JJ, Asia-Pacific 
Working Group on Colorectal Cancer. The Asia-Pacific Colorectal Screening 
score: a validated tool that stratifies risk for colorectal advanced neopla-
sia in asymptomatic asian patients. Gut. 2011;60(9):1236–41. https://doi.
org/10.1136/gut.2010.221168.

9.	 Betés M, Muñoz-Navas MA, Duque JM, Angós R, Macías E, Súbtil JC, 
Herraiz M, De La Riva S, Delgado-Rodríguez M, Martínez-González MA. 
Use of colonoscopy as a primary screening test for colorectal cancer in 

average risk people. Am J Gastroenterol. 2003;98(12):2648–54. https://doi.
org/10.1111/j.1572-0241.2003.08771.x.

10.	 Tao S, Hoffmeister M, Brenner H. Development and validation of a scoring 
system to identify individuals at high risk for advanced colorectal neoplasms 
who should undergo colonoscopy screening. Clin Gastroenterol Hepatol. 
2014;12(3):478–85. https://doi.org/10.1016/j.cgh.2013.08.042.

11.	 Kim DH, Cha JM, Shin HP, Joo KR, Lee JI, Park DI. Development and valida-
tion of a risk stratification-based screening model for predicting colorectal 
advanced neoplasia in Korea. J Clin Gastroenterol. 2015;49(1):41–9. https://
doi.org/10.1097/MCG.0000000000000102.

12.	 Cai QC, Yu ED, Xiao Y, Bai WY, Chen X, He LP, ang YX, Zhou PH, Jiang XL, Xu 
HM, Fan H, Ge ZZ, Lv NH, Huang ZG, Li YM, Ma SR, Chen J, Li YQ, Xu JM, Xiang 
P, Yang L, Lin FL, Li ZS. Derivation and validation of a prediction rule for 
estimating advanced colorectal neoplasm risk in average-risk chinese. Am J 
Epidemiol. 2012;175(6):584–93. https://doi.org/10.1093/aje/kwr337.

13.	 Ma E, Sasazuki S, Iwasaki M, Sawada N, Inoue M, Shoichiro Tsugane, Japan 
Public Health Center-based Prospective Study Group. 10-year risk of 
colorectal cancer: development and validation of a prediction model in 
middle-aged japanese men. Cancer Epidemiol. 2010;34(5):534–41. https://
doi.org/10.1016/j.canep.2010.04.021.

14.	 Kaminski MF, Polkowski M, Kraszewska E, Rupinski M, Butruk E, Regula J. A 
score to estimate the likelihood of detecting advanced colorectal neoplasia 
at colonoscopy. Gut. 2014;63(7):1112–9.

15.	 Sung JJY, Wong MCS, Lam TYT, Tsoi KKF, Chan VCW, Cheung W, Ching JYL. A 
modified colorectal screening score for prediction of advanced neoplasia: a 
prospective study of 5744 patients. J Gastroenterol Hepatol. 2018;33(1):187–
94. https://doi.org/10.1111/jgh.13835.

16.	 Sekiguchi M, Kakugawa Y, Matsumoto M, Matsuda T. A scoring model for 
predicting advanced colorectal neoplasia in a screened population of asymp-
tomatic japanese individuals. J Gastroenterol. 2018;53(10):1109–19. https://
doi.org/10.1007/s00535-018-1433-7.

17.	 Tian Y, Xin Y, Li S. Risk stratification based on synchronous neoplasia and 
clinical physicochemical characteristics predicts a higher incidence of meta-
chronous advanced neoplasia in patients undergoing colorectal resection 
for colorectal cancer. Cancer Manag Res. 2020;12:11295–307. https://doi.
org/10.2147/CMAR.S271614.

18.	 Strum WB. Colorectal adenomas. N Engl J Med. 2016;375(4):389–90. https://
doi.org/10.1056/NEJMc1604867.

19.	 Kaminski MF, Robertson DJ, Senore C, Rex DK. Optimizing the quality of 
colorectal cancer screening worldwide. Gastroenterology. 2020;158(2):404–
17. https://doi.org/10.1053/j.gastro.2019.11.026.

20.	 Wong MC, Ching JY, Ng S, Lam TY, Luk AK, Wong SH, Ng SC, Ng SS, Wu JC, 
Chan FK, Sung JJ. The discriminatory capability of existing scores to predict 
advanced colorectal neoplasia: a prospective colonoscopy study of 5,899 
screening participants. Sci Rep. 2016;6:20080. https://doi.org/10.1038/
srep20080.

21.	 Quach DT, Hiyama T. Asia-Pacific colorectal screening score should be con-
sidered as an adjunctive tool to identify asian patients with irritable bowel 
syndrome symptoms who have priority for colonoscopy. J Neurogastroen-
terol Motil. 2020;26(1):160–1. https://doi.org/10.5056/jnm19177.

22.	 Flegal KM. Body-mass index and all-cause mortality. Lancet. 
2017;389(10086):2284–5. https://doi.org/10.1016/S0140-6736(17)31437-X.

23.	 Wang L, Zhou B, Zhao Z, Yang L, Zhang M, Jiang Y, Li Y, Zhou M, Wang L, 
Huang Z, Zhang X, Zhao L, Yu D, Li C, Ezzati M, Chen Z, Wu J, Ding G, Li 
X. Body-mass index and obesity in urban and rural China: findings from 
consecutive nationally representative surveys during 2004–18. Lancet. 
2021;398(10294):53–63. https://doi.org/10.1016/S0140-6736(21)00798-4.

24.	 Ray LA, Du H, Grodin E, Bujarski S, Meredith L, Ho D, Nieto S, Wassum K. 
Capturing habitualness of drinking and smoking behavior in humans. 
Drug Alcohol Depend. 2020;207:107738. https://doi.org/10.1016/j.
drugalcdep.2019.107738.

25.	 Kamarudin MNA, Sarker MMR, Zhou JR, Parhar I. Metformin in colorectal can-
cer: molecular mechanism, preclinical and clinical aspects. J Exp Clin Cancer 
Res. 2019;38(1):491. https://doi.org/10.1186/s13046-019-1495-2.

26.	 Chiu HM, Ching JY, Wu KC, Rerknimitr R, Li J, Wu DC, Goh KL, Matsuda T, 
Kim HS, Leong R, Yeoh KG, Chong VH, Sollano JD, Ahmed F, Menon J, Sung 
JJ, Asia-Pacific Working Group on Colorectal Cancer. A risk-scoring system 
combined with a fecal immunochemical test is effective in screening high-
risk subjects for early colonoscopy to detect advanced colorectal neoplasms. 
Gastroenterology. 2016;150(3):617–625e3. https://doi.org/10.1053/j.
gastro.2015.11.042.

http://dx.doi.org/10.3322/caac.21492
http://dx.doi.org/10.3322/caac.21492
http://dx.doi.org/10.1111/den.13972
http://dx.doi.org/10.1016/S0140-6736(19)32319-0
http://dx.doi.org/10.1016/S0140-6736(19)32319-0
http://dx.doi.org/10.1001/jama.2021.6557
http://dx.doi.org/10.1001/jama.2021.6557
http://dx.doi.org/10.1136/bmj.n1855
http://dx.doi.org/10.1053/j.gastro.2006.08.015
http://dx.doi.org/10.1016/j.amjmed.2006.05.055
http://dx.doi.org/10.1136/gut.2010.221168
http://dx.doi.org/10.1136/gut.2010.221168
http://dx.doi.org/10.1111/j.1572-0241.2003.08771.x
http://dx.doi.org/10.1111/j.1572-0241.2003.08771.x
http://dx.doi.org/10.1016/j.cgh.2013.08.042
http://dx.doi.org/10.1097/MCG.0000000000000102
http://dx.doi.org/10.1097/MCG.0000000000000102
http://dx.doi.org/10.1093/aje/kwr337
http://dx.doi.org/10.1016/j.canep.2010.04.021
http://dx.doi.org/10.1016/j.canep.2010.04.021
http://dx.doi.org/10.1111/jgh.13835
http://dx.doi.org/10.1007/s00535-018-1433-7
http://dx.doi.org/10.1007/s00535-018-1433-7
http://dx.doi.org/10.2147/CMAR.S271614
http://dx.doi.org/10.2147/CMAR.S271614
http://dx.doi.org/10.1056/NEJMc1604867
http://dx.doi.org/10.1056/NEJMc1604867
http://dx.doi.org/10.1053/j.gastro.2019.11.026
http://dx.doi.org/10.1038/srep20080
http://dx.doi.org/10.1038/srep20080
http://dx.doi.org/10.5056/jnm19177
http://dx.doi.org/10.1016/S0140-6736(17)31437-X
http://dx.doi.org/10.1016/S0140-6736(21)00798-4
http://dx.doi.org/10.1016/j.drugalcdep.2019.107738
http://dx.doi.org/10.1016/j.drugalcdep.2019.107738
http://dx.doi.org/10.1186/s13046-019-1495-2
http://dx.doi.org/10.1053/j.gastro.2015.11.042
http://dx.doi.org/10.1053/j.gastro.2015.11.042


Page 10 of 10Zhang et al. BMC Gastroenterology          (2023) 23:223 

27.	 Sano Y, Tanaka S, Kudo SE, Saito S, Matsuda T, Wada Y, Fujii T, Ikematsu H, 
Uraoka T, Kobayashi N, Nakamura H, Hotta K, Horimatsu T, Sakamoto N, Fu KI, 
Tsuruta O, Kawano H, Kashida H, Takeuchi Y, Machida H, Kusaka T, Yoshida N, 
Hirata I, Terai T, Yamano HO, Kaneko K, Nakajima T, Sakamoto T, Yamaguchi 
Y, Tamai N, Nakano N, Hayashi N, Oka S, Iwatate M, Ishikawa H, Murakami Y, 
Yoshida S, Saito Y. Narrow-band imaging (NBI) magnifying endoscopic clas-
sification of colorectal tumors proposed by the Japan NBI Expert Team. Dig 
Endosc. 2016;28(5):526–33. https://doi.org/10.1111/den.12644.

28.	 Hosotani K, Imai K, Hotta K, Ito S, Kishida Y, Yabuuchi Y, Yoshida M, Kawata N, 
Kakushima N, Takizawa K, Ishiwatari H, Matsubayashi H, Ono H. Diagnostic 
performance for T1 cancer in colorectal lesions ≥ 10 mm by optical charac-
terization using magnifying narrow-band imaging combined with magnify-
ing chromoendoscopy; implications for optimized stratification by Japan 
narrow-band Imaging Expert Team classification. Dig Endosc. 2021;33(3):425–
32. https://doi.org/10.1111/den.13766.

29.	 Botteri E, Borroni E, Sloan EK, Bagnardi V, Bosetti C, Peveri G. Smoking and 
colorectal cancer risk, overall and by molecular subtypes: a meta-analysis. 
Am J Gastroenterol. 2020;115(12):1940–9. https://doi.org/10.14309/
ajg.0000000000000803. Santucci C, Specchia C, van den Brandt P, Gallus S, 
Lugo A.

30.	 Akter S, Islam Z, Mizoue T, Sawada N, Ihira H, Tsugane S, Koyanagi YN, Ito 
H, Wang C, Tamakoshi A, Wada K, Nagata C, Tanaka K, Kitamura Y, Utada M, 

Ozasa K, Sugawara Y, Tsuji I, Shimazu T, Matsuo K, Naito M, Tanaka K, Inoue 
M. Smoking and colorectal cancer: a pooled analysis of 10 population-
based cohort studies in Japan. Int J Cancer. 2021;148(3):654–64. https://doi.
org/10.1002/ijc.33248.

31.	 Yang JJ, Yu D, Wen W, Shu XO, Saito E, Rahman S, Gupta PC, He J, Tsugane S, 
Xiang YB, Gao YT, Koh WP, Tamakoshi A, Irie F, Sadakane A, Tsuji I, Kanemura 
S, Matsuo K, Nagata C, Chen CJ, Yuan JM, Shin MH, Park SK, Pan WH, Qiao 
YL, Pednekar MS, Gu D, Sawada N, Li HL, Gao J, Cai H, Grant E, Tomata 
Y, Sugawara Y, Ito H, Wada K, Shen CY, Wang R, Ahn YO, You SL, Yoo KY, 
Ashan H, Chia KS, Boffetta P, Inoue M, Kang D, Potter JD, Zheng W. Tobacco 
smoking and mortality in Asia: a pooled meta-analysis. JAMA Netw Open. 
2019;2(3):e191474. https://doi.org/10.1001/jamanetworkopen.2019.1474.

32.	 Flegal KM. BMI and obesity trends in chinese national survey data. Lancet. 
2021;398(10294):5–7. https://doi.org/10.1016/S0140-6736(21)00892-8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

http://dx.doi.org/10.1111/den.12644
http://dx.doi.org/10.1111/den.13766
http://dx.doi.org/10.14309/ajg.0000000000000803
http://dx.doi.org/10.14309/ajg.0000000000000803
http://dx.doi.org/10.1002/ijc.33248
http://dx.doi.org/10.1002/ijc.33248
http://dx.doi.org/10.1001/jamanetworkopen.2019.1474
http://dx.doi.org/10.1016/S0140-6736(21)00892-8

	﻿An adjusted Asia-Pacific colorectal screening score system to predict advanced colorectal neoplasia in asymptomatic Chinese patients
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study population
	﻿Study definitions and data collection
	﻿Calculation and validation of the risk score
	﻿Statistical analysis

	﻿Results
	﻿Baseline features of screening patients included in the study
	﻿Univariate and multivariate predictors of ACN in the derivation cohort
	﻿Development of the adjusted Asia-Pacific Colorectal Screening (A-APCS) score
	﻿Risk stratification of the study population assessed with the A- APCS score
	﻿Validity and reliability of the A- APCS score

	﻿Discussion
	﻿Conclusion
	﻿References


