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Abstract 

Purpose  Colorectal cancer (CRC) screening has been implemented in Tianjin, China since 2012. The objective 
was to estimate the neoplasia detection rate in a high-risk population by age and sex and to investigate the potential 
factors associated with colorectal neoplasia.

Patients and methods  This study is based on data of the Tianjin CRC screening program from 2012 to 2020. 
Residents with a positive high-risk factors questionnaire (HRFQ) or a positive faecal immunochemical test (FIT) were 
identified as high-risk participants and were subsequently recommended for a free colonoscopy.

Results  A total of 4,117,897 eligible participants aged 40–74 years completed both a HRFQ and FIT, and 217,164 
(5.3%) of them were identified as high-risk participants. Positive rates of preliminary screening increased with age 
and were higher in females than in males. For 57,971 participants undertaking colonoscopy, the detection rates 
of nonadvanced adenoma, advanced adenoma and CRC were 37.8%, 5.7% and 1.6%, respectively. Detection rates 
of advanced neoplasia increased from the age of 50 and were higher in males. For nonadvanced neoplasia, a strong 
increase was observed in males from the age of 40 and in females from the age of 50. Male sex had a greater impact 
on individuals aged 40–49 than on older individuals. Several factors including current smoking, drinking, and higher 
body mass index (BMI) were significantly associated with the presence of neoplasia, whereas, these associations were 
mainly restricted to individuals aged above 50 but not those aged 40–49 years.

Conclusions  These findings support that age-specific risk stratification and sex-specific initiating ages for CRC 
screening should be recommended to improve the accuracy and effectiveness of current screening strategy.
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Introduction
Colorectal cancer (CRC) is the fifth most common cause 
of mortality in China [1] and it showed an increas-
ing trend in the incidence and mortality rates over the 
past decades [2]. In Tianjin, China, CRC has also exhib-
ited a notable disease burden, with an incidence rate of 
30.37/100,000 [1]. Most CRCs develop from adenomas, 
among which advanced adenomas are considered to be 
the clinically relevant precursors of CRC [3]. The pro-
jected annual transition rates from advanced adenoma 
to CRC are 2.6%-5.6% and increase strongly with age [4]. 
The slow progression of CRC from a benign neoplasm 
to invasive carcinoma allows for prevention by detecting 
and removing precursors before they undergo malignant 
transformation [3, 5], and screening remains the most 
powerful public health tool [6].

CRC screening has been implemented in several 
regions of China over the past decade, such as Guang-
zhou [7–9], Shanghai [10–12], Hangzhou [13] and Tian-
jin [14, 15]. Due to the limited economic and healthcare 
resources, a two-step sequential screening strategy 
was conducted in China [16–19], that a high-risk fac-
tors questionnaire (HRFQ) was parallel used with fecal 
immunochemical test (FIT) as preliminary screening 
to select high-risk participants for further colonoscopy 
confirmation. Nevertheless, accumulated data show the 
relatively low positive predictive values of the question-
naire plus FIT for selecting high-risk individuals [17, 20], 
as well as the low adherence to colonoscopy follow-up 
among those who should take [2, 11].

Previous studies assessing CRC screening program 
in China were mainly restricted to the performance of 
HRFQ and FIT, with other risk factors not analyzed [7–
13]. Identifying risk factors for neoplasia is also essential 
for individualized screening to increase the cost-effec-
tiveness of screening resources [21, 22]. Additionally, 
although a variety of potential risk factors for CRC have 
been identified, such as smoking, alcohol consumption, 
obesity, physical activity and dietary factors [23–30], they 
are based almost entirely on occurrence in older cohorts, 
and whether the findings are consistent across ages is 
unknown. Bailey et  al. [31]  predicted that in 2030, the 
incidence rate for colon and rectal cancer would increase 
by 27.7% and 46.0% for patients aged 35–49 years. How-
ever, to our knowledge, only a few studies have examined 
the characteristics, prevalence and related risk factors 
among young patients with colorectal neoplasia [32–36].

The objective of our study was to assess the neopla-
sia detection rates in high-risk populations, stratified by 
age and sex, while also identifying risk factors associated 
with colorectal neoplasia, therefore contributing to filling 
the existing knowledge gap.

Material and methods
Screening strategy and study population
This cross-sectional study was conducted under the 
framework of Tianjin CRC Screening Program, which 
was initiated in 2012 according to the Technical Plan for 
Early Diagnosis and Early Treatment of Colorectal Can-
cerformulated by the National Health Commission of the 
People’s Republic of China [15]. Briefly, residents aged 
40–74  years were preliminarily screened by a HRFQ or 
FIT, and in the second step, those with either positive 
HRFQ or positive FIT were defined as high-risk partici-
pants and further recommended to undergo colonoscopy 
at a hospital designated by the program free of charge 
[9, 37]. All the screening-related testing was conducted 
in CRC screening units designated by Tianjin Health 
Commission.

From 2012 to 2020, a total 5,668,359  community 
residents were recruited in the preliminary screen-
ing. After excluding participants aged < 40 or > 74  years 
(n = 441,505), those with invalid HRFQ (n = 15,055) and 
those with no FIT (n = 1,093,902), 4,117,897 participants 
were included in the analysis of preliminary screening 
(Fig. 1).

High risk factor questionnaire
Participants who had one or more of the following risk 
factors are defined as HRFQ positive: (1) a family history 
of first-degree relatives (FDR) with CRC; (2) a personal 
history of any cancer; (3) a personal history of colorec-
tal polyps; or (4) coexistence of at least two of the follow-
ing syndromes: chronic diarrhoea; chronic constipation; 
mucus bloody stool; history of chronic appendicitis or 
appendectomy; history of chronic cholecystitis or chol-
ecystectomy; history of psychiatric trauma (e.g., divorce, 
death of relatives) in the past 20 years.

Fecal immunological tests
A fecal occult blood test was performed using the immu-
nogold method (Abbott Biotechnology Co., Ltd.). With 
no diet restriction, participants were asked to collect a 
10–50  mg stool sample  and send it to a screening hos-
pital laboratory within 8 h after collection. All tests were 
performed strictly according to the manufacturer’s proto-
col. The FIT positivity threshold was set at 100 ng hemo-
globin (Hb)/ml.

Clinical procedures and definitions
All endoscopic examinations were performed by experi-
enced endoscopists who had at least 5 years of experience 
and were all board certified to perform endoscopy. All 
abnormal findings were confirmed by expert gastrointes-
tinal pathologists following up-to-date clinical guidelines.
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We categorized colonoscopy findings into 3 groups: 
advanced neoplasia, nonadvanced neoplasia (equivalent 
to nonadvanced adenoma), and normal colonoscopy. 
Advanced neoplasia was defined as CRC or advanced 
adenoma ≥ 10  mm in diameter or with villous compo-
nents or high-grade dysplasia. Normal colonoscopy 
referred to a colonoscopy in which no adenoma or CRC 
was found. Smoking status was categorized as never 
smoker, current smoker and former smoker. Alcohol 
intake  status was categorized as never drinker and ever 
drinker, with the former including those never drinking 
and rarely drinking. Regular exercise was defined as more 
than 30  min of physical activity at least once per week; 
otherwise, it was classified as ‘irregular exercise’. For sub-
site, neoplasia in the cecum, ascending colon, hepatic 
flexure, transverse colon or splenic flexure were classi-
fied as proximal; neoplasia in the descending or sigmoid 
colon as distal, and those in the rectum or rectosigmoid 
junction as rectal.

Ethics
The colorectal cancer screening protocol was approved 
by the Health Bureau of Tianjin City. This study was 
approved by the ethics committee of Tianjin Union 

Medicine Center. All participants signed written 
informed consent before information collection and 
colonoscopy examination. All investigations and methods 
used were in accordance with the Declaration of Helsinki.

Statistical analysis
If a patient had multiple colonoscopies, only the first 
one recorded was included. Continuous variables were 
described as mean with standard deviation (SD), while 
categorical variables were described as frequency with 
percentage. Chi-square tests or Fisher’s exact test were 
used to compare categorical variables and one-way anova 
were used to compare continuous variables. Cochran-
Armitage test for trend was performed to assess the 
association  between detection rates and age groups. 
We conducted forward stepwise multivariable logistic 
regression analysis to identify potential risk factors for 
neoplasia; odds ratios (ORs) and 95% confidence inter-
vals (CIs) were calculated. Forest plots were generated to 
visualize the results of multivariable logistic analysis. All 
analyses were performed using R software (V.4.1.2). Two-
sided P values < 0.05 were considered to be statistically 
significant.

Fig. 1  Flow diagram of participant recruitment in Tianjin Cancer Screening Program, 2012–2020. Abbreviations: CRC, colorectal cancer; HRFQ, high 
risk factor questionnaire; FIT, fecal immunological test
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Results
As shown in Fig.  1, a total of 4,117,897 eligible resi-
dents aged 40–74  years completed both a HRFQ and 
FIT in Tianjin CRC screening Program from 2012 to 
2020. Of these, 143,661 (3.5%) were identified with a 
positive HRFQ, 88,459 (2.1%) with a positive FIT, and 
217,164 (5.3%) were finally identified as high-risk par-
ticipants. The characteristics of the overall and high-
risk population are presented in Table 1. More females 
(53.2%) than males participated in screening. The 
mean age of overall participants was 60.80 ± 8.35 years; 
95.4% were married and 10.0% had a college or above 
educational level. The proportions of participants with 

symptoms of chronic diarrhoea, chronic constipation 
and mucus bloody stool were 2.8%, 4.5% and 1.0% in 
the overall population and were 20.7%, 26.1% and 
12.4% in the high-risk population.

Preliminarily screening
The positive rates of HRFQ, FIT and preliminarily 
screening strongly increased with age (Table  2; Fig.  2). 
For individuals aged 40–44, 45–49, 50–54, 55–59, 60–64, 
65–69 and 70–74 years, the positive rates of preliminar-
ily screening were 1.9%, 2.5%, 3.3%, 4.6%, 5.7%, 6.5% and 
7.5%, respectively (P for trend < 0.001). Females had sig-
nificantly higher positive rates of HRFQ and preliminarily 

Table 1  Characteristics of Participants in the Tianjin Colorectal Cancer Screening Program, 2012–2020

 Abbreviations: CRC​ Colorectal cancer, FIT Fecal immunological test, FDR First-degree relative

Characteristic Total participants
(n = 4,117,897)

High-risk participants
(n = 217,164)

P value

Age (years), mean (SD) 60.80 (8.35) 63.51 (7.59)  < 0.001

40–44 74,832 (1.8) 1456 (0.7)  < 0.001

45–49 384,721 (9.3) 9521 (4.4)

50–54 600,919 (14.6) 19,817 (9.1)

55–59 732,385 (17.8) 33,446 (15.4)

60–64 735,745 (17.9) 41,960 (19.3)

65–69 866,164 (21.0) 56,502 (26.0)

70–74 723,131 (17.6) 54,462 (25.1)

Sex, n (%)
Male 1,927,100 (46.8) 89,371 (41.2)  < 0.001

Female 2,190,797 (53.2) 127,793 (58.8)

Marital status, n (%)
Married 3,929,779 (95.4) 181,399 (83.5)  < 0.001

Unmarried 47,734 (1.2) 1826 (0.8)

Divorced 29,129 (0.7) 5740 (2.6)

Widowed 91,535 (2.2) 27,966 (12.9)

Unknown 19,720 (0.5) 233 (0.1)

Educational level, n (%)
Primary school or below 1,046,679 (25.4) 62,378 (28.7)  < 0.001

Middle school 2,615,698 (63.5) 134,673 (62.0)

College or above 411,378 (10.0) 19,454 (9.0)

Unknown 44,142 (1.1) 659 (0.3)

Factors for risk stratification, n (%)
Chronic diarrhoea 116,248 (2.8) 44,888 (20.7)  < 0.001

Chronic constipation 185,216 (4.5) 56,691 (26.1)  < 0.001

Mucus bloody stool 40,839 (1.0) 26,900 (12.4)  < 0.001

Chronic appendicitis/appendectomy 76,864 (1.9) 27,485 (12.7)  < 0.001

Chronic cholecystitis/cholecystectomy 61,156 (1.5) 24,808 (11.4)  < 0.001

Psychiatric trauma 132,984 (3.2) 48,719 (22.4)  < 0.001

Personal history of any cancer 12,192 (0.3) 12,192 (5.6)  < 0.001

Personal history of colorectal polyps 11,618 (0.3) 11,618 (5.3)  < 0.001

Family history of CRC in FDR 21,415 (0.5) 21,415 (9.9)  < 0.001

FIT positive 88,459 (2.1) 88,459 (40.7)  < 0.001
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screening than males in the overall population (4.1% vs. 
2.8%, p < 0.001; 5.8% vs. 4.6%, P < 0.001, respectively) and 
in age groups older than 50 (all P < 0.001). For FIT, the 
overall positive rate was higher in males (2.2% vs. 2.1%, 
P = 0.002), although an opposite trend was observed in 
those aged < 60 years (Fig. 2).

Colorectal neoplasia detection rates
In the second stage of CRC screening, 57,971 prelimi-
nary positive participants subsequently undertook a 
screening colonoscopy following the screening physi-
cians’ recommendations. Of these, 21,828 (37.7%), 3209 
(5.5%) and 863 (1.5%) were diagnosed as nonadvanced 
adenoma, advanced adenoma and CRC, respectively 
(Table 2). As shown in Fig. 3, the detection rates of colo-
rectal neoplasia increased after the age of 50, and were 
substantially higher in males than in females across all 
age groups (all P < 0.001). In males, the detection rate of 
nonadvanced neoplasia increased from 40 to 60 years of 
age and remained approximately constant after the age 
of 60, while in females, it showed no increase before the 
age of 50 but continuously increased up to 74  years of 
age. No increase was observed in the detection rate of 
advanced neoplasia among those younger than 50 in 
both sexes.

Factors associated with the colorectal neoplasia detection
To identify potential risk factors that may be associated 
with colorectal neoplasia, we exclude 13,319 partici-
pants with incomplete questionnaire for lifestyle fac-
tors, and 33,652 remaining participants were included 
in the following analysis, with the characteristics 
shown in Table 3. The mean age was 62.89 ± 7.13 years; 
53.4% were females, 19.3% current smoker, 10.9% 

ever drinker, 44.5% exercised regularly and 43.6% had 
a higher BMI (≥ 25  kg/m [2]). Compared with par-
ticipants who did not develop neoplasia, those with 
advanced neoplasia or nonadvanced adenoma were 
more likely to smoke, and drink alcohol, exercise regu-
larly and have a higher BMI.

As shown in Fig.  4, older age, male sex, current 
smoker, ever drinker, and a BMI ≥ 25  kg/m [2] were 
significantly associated with increased odds for both 
advanced and nonadvanced neoplasia. Older age was 
the most powerful predictor for neoplasia: compared 
with individuals aged 40–44  years, the adjusted ORs 
(95%CI) of individuals aged 45–49, 50–54, 55–59, 
60–64 65–69 and 70–74  years were 01.45, 1.98, 2.56, 
3.09, 3.28 and 3.51, respectively for nonadvanced neo-
plasia and were 0.91, 1.82, 2.96, 5.03, 6.32 and 8.49, 
respectively for advanced neoplasia. No association 
was observed for regular exercise with neoplasia in our 
study population.

Factors associated with the colorectal neoplasia detection 
by age groups
Table  4 presents the results of multivariable logistic 
regression analyses for advanced and nonadvanced 
neoplasia by age groups, while analyses stratified by 
sex are provided in Supplementary Table  1 and Sup-
plementary Table 2. Male sex was the only independent 
risk factor in the 40–49-year-old group. And the asso-
ciation appeared to be stronger in younger groups than 
in older groups. For instance, male sex had a 2.50-fold 
increase in risk of advanced neoplasia in the 40–49-
year group, which was 2.24-, and 2.09-fold in those aged 
50–59 and 60–74 years, respectively. In the 50–59-year 
group, male sex, current smoking and drinking were 

Table 2  The Results of Preliminary Screening and Colonoscopy Examination by Age Group

Abbreviations: HRFQ High risk factor questionnaire, FIT Fecal immunological test, CRC​ Colorectal cancer
a  P value was calculated by the Cochran-Armitage test for trend

Participants for preliminary screening Participants undertaking colonoscopy examination

Total 
participants

HRFQ positive 
(%)

FIT positive 
(%)

High-risk 
participants 
(%)

Total number Cases of 
nonadvanced 
adenoma (%)

Cases of 
advanced 
adenoma (%)

Cases of CRC 
(%)

40–44 74,832 839 (1.1) 765 (1.0) 1456 (1.9) 467 116 (24.8) 11 (2.4) 2 (0.4)

45–49 384,721 5830 (1.5) 4442 (1.2) 9521 (2.5) 2393 628 (26.2) 43 (1.8) 5 (0.2)

50–54 600,919 12,758 (2.1) 8504 (1.4) 19,817 (3.3) 4793 1524 (31.8) 163 (3.4) 22 (0.5)

55–59 732,385 22,252 (3.0) 13,586 (1.9) 33,446 (4.6) 9007 3244 (36.0) 357 (4.0) 79 (0.9)

60–64 735,745 27,682 (3.8) 17,426 (2.4) 41,960 (5.7) 12,095 4626 (38.2) 686 (5.7) 143 (1.2)

65–69 866,164 37,269 (4.3) 23,042 (2.7) 56,502 (6.5) 15,727 6308 (40.1) 958 (6.1) 290 (1.8)

70–75 723,131 37,031 (5.1) 20,694 (2.9) 54,462 (7.5) 13,489 5382 (39.9) 991 (7.3) 322 (2.4)

Overall 4,117,897 143,661 (3.5) 88,459 (2.1) 217,164 (5.3) 57,971 21,828 (37.7) 3209 (5.5) 863 (1.5)

P for trend  < 0.001  < 0.001  < 0.001  < 0.001  < 0.001  < 0.001
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positively significantly associated with the presence of 
both advanced and nonadvanced neoplasia. Risk fac-
tors in the 60–74-year group were similar to those in 

the 60–69-year group, and higher BMI was an addi-
tional risk factor in the 60–74-year group. Overall, 
the associations for advanced neoplasia were stronger 

Fig. 2  Positive rates of HRFQ, FIT and preliminary screening by age and sex. Abbreviations: HRFQ, high risk factor questionnaire; FIT, fecal 
immunological test
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than those for nonadvanced neoplasia. No association 
was found between being a former smoker and higher 
risk, irrespective of age and lesions. Regular exercise 
was also not associated with either advanced or nonad-
vanced neoplasia in our population.

Discussion
In this study, we reported the results of Tianjin CRC 
screening program from 2012 to 2020. For 4,117,897 par-
ticipants completed both a HRFQ and FIT, the positive 
rates of HRFQ, FIT and preliminary screening were 3.5%, 

Fig. 3  Detection rates of advanced neoplasia, nonadvanced neoplasia and any neoplasia stratified by age and sex
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Table 3  Characteristics of the Study Population

Abbreviations: BMI Body Mass Index, CRC​ Colorectal cancer, FIT Fecal immunological test, SD Standard deviation

Characteristic Overall Normal Nonadvanced 
neoplasia

Advanced neoplasia P

(n = 33,652) (n = 16,827) (n = 14,194) (n = 2631)

Age (years), mean (SD) 62.89 ± 7.13 61.96 ± 7.45 63.55 ± 6.71 65.25 ± 6.16  < 0.001

  40–44 375 (1.1) 275 (1.6) 91 (0.6) 9 (0.3)  < 0.001

  45–49 1218 (3.6) 835 (5.0) 356 (2.5) 27 (1.0)

  50–54 2818 (8.4) 1716 (10.2) 990 (7.0) 112 (4.3)

  55–59 5732 (17.0) 3124 (18.6) 2306 (16.2) 302 (11.5)

  60–64 7885 (23.4) 3839 (22.8) 3420 (24.1) 626 (23.8)

  65–69 9387 (27.9) 4320 (25.7) 4209 (29.7) 858 (32.6)

  70–74 6237 (18.5) 2718 (16.2) 2822 (19.9) 697 (26.5)

Sex, n (%)

  Male 15,682 (46.6) 6350 (37.7) 7707 (54.3) 1625 (61.8)  < 0.001

  Female 17,970 (53.4) 10,477 (62.3) 6487 (45.7) 1006 (38.2)

Marital status, n (%)

  Married 32,151 (95.5) 16,047 (95.4) 13,587 (95.7) 2517 (95.7) 0.500

  Unmarried 299 (0.9) 160 (1.0) 114 (0.8) 25 (1.0)

  Divorced 270 (0.8) 150 (0.9) 100 (0.7) 20 (0.8)

  Widowed 857 (2.5) 427 (2.5) 366 (2.6) 64 (2.4)

  Unknown 75 (0.2) 43 (0.3) 27 (0.2) 5 (0.2)

Educational level, n (%)

  Primary school or below 7053 (21.0) 3594 (21.4) 2955 (20.8) 504 (19.2) 0.079

  Middle school 22,359 (66.4) 11,106 (66.0) 9458 (66.6) 1795 (68.2)

  College or above 4084 (12.1) 2037 (12.1) 1727 (12.2) 320 (12.2)

  Unknown 156 (0.5) 90 (0.5) 54 (0.4) 12 (0.5)

Smoking status, n (%)

  Never smoker 25,548 (75.9) 13,731 (81.6) 10,078 (71.0) 1739 (66.1)  < 0.001

  Former smoker 1608 (4.8) 655 (3.9) 790 (5.6) 163 (6.2)

  Current smoker 6496 (19.3) 2441 (14.5) 3326 (23.4) 729 (27.7)

Alcohol drinking, n (%)

  Never drinker 29,996 (89.1) 15,533 (92.3) 12,280 (86.5) 2183 (83.0)  < 0.001

  Ever drinker 3656 (10.9) 1294 (7.7) 1914 (13.5) 448 (17.0)

Physical activity, n (%)

  Irregular exercise 18,673 (55.5) 9660 (57.4) 7668 (54.0) 1345 (51.1)  < 0.001

  Regular exercise 14,979 (44.5) 7167 (42.6) 6526 (46.0) 1286 (48.9)

BMI, n (%)

  < 25 18,953 (56.3) 10,023 (59.6) 7581 (53.4) 1349 (51.3)  < 0.001

  25–29.9 12,502 (37.2) 5855 (34.8) 5561 (39.2) 1086 (41.3)

  ≥ 30 2197 (6.5) 949 (5.6) 1052 (7.4) 196 (7.4)

Factors for risk stratification, n (%)

  Chronic diarrhoea 7936 (23.6) 4300 (25.6) 3159 (22.3) 477 (18.1)  < 0.001

  Chronic constipation 7967 (23.7) 4364 (25.9) 3154 (22.2) 449 (17.1)  < 0.001

  Mucus or bloody stool 5896 (17.5) 3194 (19.0) 2310 (16.3) 392 (14.9)  < 0.001

  Chronic appendicitis/appendectomy 3025 (9.0) 1568 (9.3) 1286 (9.1) 171 (6.5)  < 0.001

  Chronic cholecystitis/cholecystectomy 2889 (8.6) 1510 (9.0) 1186 (8.4) 193 (7.3) 0.009

  Psychiatric trauma 2941 (8.7) 1594 (9.5) 1191 (8.4) 156 (5.9)  < 0.001

  Personal history of any cancer 1388 (4.1) 713 (4.2) 514 (3.6) 161 (6.1)  < 0.001

  Personal history of colorectal polyps 3504 (10.4) 1271 (7.6) 1978 (13.9) 255 (9.7)  < 0.001

  Family history of CRC in first degree relatives 3584 (10.7) 1718 (10.2) 1603 (11.3) 263 (10.0) 0.011

  FIT positive 20,310 (60.4) 9944 (59.1) 8497 (59.9) 1869 (71.0)  < 0.001
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2.1% and 5.3%, respectively and all increased with age. For 
57,971 participants undertaking colonoscopy, the detec-
tion rates of nonadvanced adenoma, advanced adenoma 
and CRC were 37.8%, 5.7% and 1.6%, respectively, and 
pronounced increases was observed from the age of 50. 
Females had higher positive rate of preliminary screening 
while males had higher neoplasia detection rate. Older 
age, male sex, current smoker, ever drinker, and higher 
BMI were significantly associated with the presence of 
both advanced and nonadvanced neoplasia. Whereas, 
we found that associations of risk factors with increased 
neoplasia risk were mainly restricted to individuals aged 

above 50 but not those aged 40–49 years, which may be 
helpful in designing colonoscopy-based screening pro-
grams and optimization.

In present study, the detection rate of CRC was 1.5%, 
which was comparable to 1.2% in Jiashan [13], 1.17%-
1.6% in Guangzhou [7–9], but was lower than 2.3% in 
Shanghai [12] and higher than 1.2% from a rural popu-
lation in Zhejiang [17]. Additionally, the detection rate 
of any colorectal neoplasia was 44.7% in our population, 
higher than 16.3%-43.5% from other cities [8, 9, 13, 17]. 
These results mean that preliminary positive participants 
would have a 1.5% possibility of having CRC and a 44.7% 

Fig. 4  Multivariable analyses on the risk for advanced neoplasia and nonadvanced adenoma. Analyses were adjusted for sex, educational level, 
marital status, year of colonoscopy, smoking status, alcohol drinking, physical activity, body mass index, chronic diarrhoea, chronic constipation, 
mucus bloody stool, chronic appendicitis or appendectomy, chronic cholecystitis or cholecystectomy, psychiatric trauma in the past 20 years, 
personal history of any cancer, personal history of colorectal polyps and family history of colorectal cancer in first degree relatives. Abbreviations: 
OR, Odds ratio; CI, confidence interval; BMI, body mass index
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possibility of having any colorectal neoplasia. However, 
there were 55.4% participants who were positive in the 
preliminary screening and underwent colonoscopies but 
with no colorectal neoplasia detected. Further efforts to 
enable more targeted offers for colonoscopy in screening 
are highly required.

Our study revealed that the positivity rate of HRFQ 
in all participants was 3.5%, which was higher than the 
positivity rate of FIT at 2.1%. This trend was consistent 
across various age groups, mirroring the findings of a 
study conducted in Guangzhou, China [38]. While the 
positivity rate of HRFQ is relatively high, the results indi-
cated that HRFQ has a lower detection rate for advanced 
adenoma and CRC compared to FIT. Previous research 
also supports that FIT remains the most significant 

non-invasive screening tool for colorectal cancer [39]. 
HRFQ lags behind FIT in the screening of CRC and 
advanced adenoma, but excels in the screening of non-
advanced adenoma when compared to FIT, making it a 
valuable complementary approach to FIT. Meng et  al. 
[40] and Wong et  al. [41] have reported that FIT dem-
onstrates a better detection rate for CRC and advanced 
adenoma, especially in cases associated with bleeding. 
However, for non-bleeding nonadvanced adenoma and 
advanced adenoma cases, HRFQ can serve as a robust 
supplement to FIT. HRFQ encompasses multiple colorec-
tal tumor risk indicators and is user-friendly. Combining 
HRFQ with FIT in China as the initial step in colorectal 
cancer screening significantly enhances the efficiency of 
the initial screening process.

Table 4  Multivariable Analyses on the Risk for Advanced Neoplasia and Nonadvanced Adenoma Stratified by Age Groups

Abbreviations: OR Odds ratio, CI Confidence interval, BMI Body mass index
a  ORs were adjusted for sex, educational level, marital status, year of colonoscopy, smoking status, alcohol drinking, physical activity, body mass index, chronic 
diarrhoea, chronic constipation, mucus or bloody stool, chronic appendicitis/appendectomy, chronic cholecystitis/cholecystectomy, psychiatric trauma in the past 
20 years, personal history of any cancer, personal history of colorectal polyps and family history of colorectal cancer in first degree relatives; bNot applicable owing to 
only 1 advanced neoplasia in this subgroup

40–49 years 50–59 years 60–74 years

Variable Adjusted ORa P Adjusted ORa P Adjusted ORa P
(95% CI) (95% CI) (95% CI)

For advanced neoplasia
  Sex (vs. female)

    Male 2.50 (1.05–5.98) 0.039 2.24 (1.72–2.92)  < 0.001 2.09 (1.86–2.34)  < 0.001

  Smoking status (vs. never)

    Former NAb 0.991 1.13 (0.62–2.07) 0.686 1.09 (0.89–1.34) 0.407

    Current 1.53 (0.60–3.95) 0.375 1.48 (1.09–2.02) 0.012 1.51 (1.32–1.72)  < 0.001

  Alcohol drinking (vs. never)

    Ever drinker 0.80 (0.20–3.15) 0.753 1.81 (1.28–2.57)  < 0.001 1.23 (1.05–1.43) 0.009

  Physical activity (vs. irregular exercise)

    Regular exercise 0.87 (0.33–2.29) 0.777 1.07 (0.84–1.37) 0.580 1.01 (0.92–1.12) 0.806

  BMI, kg/m2 (vs. < 25)

    25–29.9 1.03 (0.46–2.26) 0.950 1.11 (0.88–1.40) 0.386 1.26 (1.14–1.40)  < 0.001

     ≥ 30 1.44 (0.31–6.76) 0.645 1.35 (0.85–2.15) 0.209 1.47 (1.22–1.78)  < 0.001

For nonadvanced neoplasia
    Sex (vs. female)

    Male 1.92 (1.46–2.52)  < 0.001 1.91 (1.71–2.14)  < 0.001 1.66 (1.55–1.77)  < 0.001

  Smoking status (vs. never)

    Former 0.62 (0.16–2.32) 0.477 0.81 (0.60–1.10) 0.181 1.13 (1.00–1.28) 0.058

    Current 1.21 (0.86–1.69) 0.275 1.27 (1.10–1.46) 0.001 1.40 (1.29–1.52)  < 0.001

  Alcohol drinking (vs. never)

    Ever drinker 1.15 (0.73–1.81) 0.536 1.22 (1.01–1.47) 0.040 1.14 (1.03–1.26) 0.010

  Physical activity (vs. irregular exercise)

    Regular exercise 1.22 (0.91–1.65) 0.185 1.05 (0.94–1.17) 0.374 0.98 (0.93–1.04) 0.543

  BMI, kg/m2 (vs. < 25)

    25–29.9 1.20 (0.93–1.56) 0.160 1.08 (0.98–1.20) 0.117 1.22 (1.15–1.30)  < 0.001

    ≥ 30 1.40 (0.79–2.48) 0.250 1.23 (0.99–1.52) 0.058 1.49 (1.33–1.67)  < 0.001



Page 11 of 13Yuan et al. BMC Gastroenterology          (2023) 23:435 	

Although the incidence of CRC patients aged 50 years 
and above has been reduced over the past few decades, 
there appears an opposite trend among younger patients 
in a substantial number of countries [41–44]. The lat-
est recommendations from the US Preventive Services 
Task Force lowered the age for initiating average-risk 
CRC screening from 50 to 45 years [45]. In our popula-
tion, no increase was observed in detection of advanced 
neoplasia among those younger than 50, but we found a 
pronounced increase in detection of nonadvanced ade-
noma in males aged 40–49 years. In addition, we found 
that male sex, identified as an independent risk factor, 
had an even greater impact on young individuals aged 
40–49 than on older individuals. To date, guidelines have 
been consistent in suggesting the same age of initiation 
for screening for males and females. Our findings sup-
port that the age at which to start screening should be sex 
specific.

Our study shows that several lifestyle factors includ-
ing smoking, drinking and BMI were associated with the 
presence of colorectal neoplasia among individuals aged 
above 50 but not those aged 40–49 years. Risk factors for 
colorectal neoplasia have been extensively explored but 
they were mostly obtained from a survey of older cohort 
[45–49]. Limited studies have examined risk factors for 
early colorectal neoplasia (age under 50  years). A study 
from Italy found no apparent risk factors for colorec-
tal neoplasia in patients aged 40–49 [36]. Another study 
of United States veterans 18–49  years old showed that 
current smoking was not  significantly associated with 
increased risk and increased BMI was even a protective 
factor for early-onset CRC [33]. A possible explanation 
is the relatively short exposure of young adults, such as 
the relationship between increased risk and more years 
of smoking [50]. The inconsistency also could be partly 
due to the distinctive biologic phenotype of early-onset 
CRC, which is very different from that in older patients 
[52, 53].

Two neoplasia outcomes were considered in the pre-
sent study: advanced and nonadvanced neoplasia. With 
respect to potential implications for the design of CRC 
screening programs, advanced neoplasia is the most rele-
vant outcome. However, it would be more reassuring and 
convincing if the effect of risk factors was consistent for 
nonadvanced and advanced neoplasia because both are 
considered to be part of the multistage model of colorec-
tal carcinogenesis [54].

Similar to most countries, high-risk assessment in 
China is mainly based on family history of CRC, per-
sonal history of polyps and some gastrointestinal symp-
toms but does not take lifestyle factors into account. 
However, it has been suggested that men with abdomi-
nal obesity or metabolic syndrome might benefit from 

colonoscopy screening starting at 45 years of age [35]. 
A cost-effectiveness analysis suggested that increasing 
participation rates among unscreened older individuals 
at higher risk would be more cost effective than initiat-
ing screening at age 45 years [55]. Given the relatively 
low positive predict value of preliminary screening and 
low participation rate in colonoscopy in China, eluci-
dating age-specific risk factors is essential for indi-
vidualized screening to increase the cost-effectiveness, 
which may serve to clarify which individuals at differ-
ent ages should be prioritized and which risk factors 
might be helpful in the design of colonoscopy-based 
screening programs.

This study had some limitations. First, the cross-sec-
tional nature of the study limits the causality interpreta-
tion. Second, the exposures were based on self-reports 
and might include some misclassification. Third, the 
data were collected in Tianjin, China, and were not 
applicable to represent the whole country. Fourth, some 
other potential factors, such as the intake of fruit, veg-
etable and red and processed meat, were not included, 
and the type of alcohol (beer, wine, distilled spirit) was 
not taken into account, which might influence the accu-
racy of the results.

Conclusions
In summary, we report the results of Tianjin CRC 
screening program from 2012 to 2020 and further iden-
tified risk factors of colorectal neoplasia. We found an 
earlier increase in detection of neoplasia in males than 
in females, suggesting that initiating age for screening 
should be sex specific. Further, we extend prior stud-
ies by demonstrating that the associations of smoking, 
drinking and BMI with neoplasia detection are mainly 
restricted to individuals aged above 50  years, which 
may serve to clarify which individuals at different ages 
should be prioritized and which risk factors might be 
helpful in the design of colonoscopy-based screen-
ing programs. Above all, our findings highlight that 
age-specific risk stratification and sex-specific initiat-
ing ages for CRC screening might be recommended 
to improve the accuracy and effectiveness of current 
screening strategy.

Abbreviations
CRC​	� Colorectal cancer
FIT	� Faecal immunochemical test
HRFQ	� High-risk factors questionnaire
BMI	� Body mass index
FDR	� First-degree relatives
Hb	� Hemoglobin
SD	� Standard deviation
OR	� Odds ratio
CI	� Confidence interval



Page 12 of 13Yuan et al. BMC Gastroenterology          (2023) 23:435 

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12876-​023-​03060-3.

Additional file 1: Table 1. Multivariable Analyses on the Risk for 
Advanced Neoplasia and Nonadvanced Adenoma Stratified in Male Sex. 
Table 2. Multivariable Analyses on the Risk for Advanced Neoplasia and 
Nonadvanced Adenoma Stratified in Female Sex.

Acknowledgements
Not applicable.

Authors’ contributions
CZ conceived and designed the study and received funding. CZ, XZ and WC 
performed data acquisition and collection. ZY, SW and ZL did data analysis 
and interpretations. ZY, YH, XL and WG prepared the first draft. HL, YW, QZ, HM, 
JW and XW critically revised the manuscript. All authors approved the final 
manuscript.

Funding
This research was supported by the Key R&D Projects in the Tianjin Science 
and Technology Pillar Program (Grant number 19YFZCSY00420), National key 
R&D Program of China (Grant number 2017YFC1700604), National key R&D 
Program of China (Grant number 2017YFC1700606), Natural Science Founda-
tion of Tianjin (21JCZDJC00060, 21JCYBJC00180 and 21JCYBJC00340) and 
Tianjin Key Medical Discipline (Specialty) Construction Project (Grant number 
TJYXZDXK-044A).

Availability of data and materials
The datasets generated and analyzed during the current study are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
All methods were carried out in accordance with the rules approved by the 
institutional ethics committee of Tianjin Union Medical Center and informed 
consent was obtained from all subjects.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 School of Medicine, Nankai University, Tianjin, China. 2 Department of Endos-
copy, Tianjin Union Medical Center, Tianjin, China. 3 Department of Colorectal 
Surgery, Tianjin Union Medical Center, Tianjin, China. 4 Tianjin Medical Univer-
sity, Tianjin, China. 5 Department of General Surgery, Tianjin Union Medical 
Center, Tianjin, China. 6 The Institute of Translational Medicine, Tianjin Union 
Medical Center of Nankai University, Tianjin, China. 7 Tianjin Institute of Colo-
proctology, Tianjin, China. 8 Department of Nursing, Tianjin Union Medical 
Center, Tianjin, China. 9 Hospital Infection Management Division, Tianjin Union 
Medical Center, Tianjin, China. 10 School of Mathematical Sciences and LPMC, 
Nankai University, Tianjin, China. 

Received: 25 December 2022   Accepted: 23 November 2023

References
	1.	 Cao W, Chen HD, Yu YW, Li N, Chen WQ. Changing profilesa of cancer bur-

den worldwide and in China: a secondary analysis of the global cancer 
statistics 2020. Chin Med J (Engl). 2021;134(7):783–91.

	2.	 Chen H, Li N, Ren J, et al. Participation and yield of a population-based 
colorectal cancer screening programme in China. Gut. 2019;68(8):1450–7.

	3.	 Vogelstein B, Fearon ER, Hamilton SR, et al. Genetic alterations during 
colorectal-tumor development. N Engl J Med. 1988;319(9):525–32.

	4.	 Brenner H, Hoffmeister M, Stegmaier C, Brenner G, Altenhofen L, Haug 
U. Risk of progression of advanced adenomas to colorectal cancer by 
age and sex: estimates based on 840,149 screening colonoscopies. Gut. 
2007;56(11):1585–9.

	5.	 Grady WM, Markowitz SD. The molecular pathogenesis of colorectal 
cancer and its potential application to colorectal cancer screening. Dig 
Dis Sci. 2015;60(3):762–72.

	6.	 Issa IA, Noureddine M. Colorectal cancer screening: An updated review of 
the available options. World J Gastroenterol. 2017;23(28):5086–96.

	7.	 Zhiqiang F, Jie C, Yuqiang N, et al. Analysis of population-based 
colorectal cancer screening in Guangzhou, 2011–2015. Cancer Med. 
2019;8(5):2496–502.

	8.	 Liao Y, Li S, Chen C, et al. Screening for colorectal cancer in Tianhe, 
Guangzhou: results of combining fecal immunochemical tests and risk 
factors for selecting patients requiring colonoscopy. Gastroenterol Rep 
(Oxf ). 2018;6(2):132–6.

	9.	 Li JB, Qiu ZY, Deng YX, et al. Factors associated with positive predictive 
value of preliminary screening in a two-step screening strategy for colo-
rectal neoplasms in China. Discov Oncol. 2022;13(1):4.

	10.	 Wu WM, Gu K, Yang YH, et al. Improved risk scoring systems for colorectal 
cancer screening in Shanghai. China Cancer Med. 2022;11(9):1972–83.

	11.	 Wu WM, Wang Y, Jiang HR, et al. Colorectal cancer screening modalities in 
Chinese population: practice and lessons in Pudong new area of shang-
hai. China Front Oncol. 2019;9:399.

	12.	 Gong Y, Peng P, Bao P, et al. The Implementation and First-Round Results 
of a Community-Based Colorectal Cancer Screening Program in Shang-
hai. China Oncologist. 2018;23(8):928–35.

	13.	 Cai SR, Huang YQ, Zhang SZ, Li QR, Ma XY, Zheng S. Effects of subitems 
in the colorectal cancer screening protocol on the Chinese colorectal 
cancer screening program: an analysis based on natural community 
screening results. BMC Cancer. 2019;19(1):47.

	14.	 Li W, Zhao LZ, Ma DW, et al. Predicting the risk for colorectal cancer with 
personal characteristics and fecal immunochemical test. Medicine (Balti-
more). 2018;97(18):e0529.

	15.	 Zhao L, Zhang X, Chen Y, Wang Y, Zhang W, Lu W. Does self-reported 
symptom questionnaire play a role in nonadherence to colonoscopy 
for risk-increased population in the Tianjin colorectal cancer screening 
programme? BMC Gastroenterol. 2021;21(1):117.

	16.	 Zheng GM, Choi BC, Yu XR, Zou RB, Shao YW, Ma XY. Mass screen-
ing for rectal neoplasm in Jiashan County. China J Clin Epidemiol. 
1991;44(12):1379–85.

	17.	 Cai SR, Zhang SZ, Zhu HH, et al. Performance of a colorectal cancer 
screening protocol in an economically and medically underserved popu-
lation. Cancer Prev Res (Phila). 2011;4(10):1572–9.

	18.	 Wang L, Li HZ, Zhu C, et al. Results and cost-effectiveness of colorectal 
cancer screening program among urban residents in Zhejiang province, 
2013–2018. Zhonghua Liu Xing Bing Xue Za Zhi. 2020;41(12):2080–6.

	19.	 Guo C, Liu Q, Dai M. Colorectal cancer screening: situation and prospect. 
Zhonghua Yu Fang Yi Xue Za Zhi. 2015;49(5):377–80.

	20.	 Meng W, Cai SR, Zhou L, Dong Q, Zheng S, Zhang SZ. Performance value 
of high risk factors in colorectal cancer screening in China. World J Gas-
troenterol. 2009;15(48):6111–6.

	21.	 Naber SK, Kuntz KM, Henrikson NB, et al. Cost Effectiveness of Age-
Specific Screening Intervals for People With Family Histories of Colorectal 
Cancer. Gastroenterology. 2018;154(1):105-116.e120.

	22.	 Ladabaum U, Dominitz JA, Kahi C, Schoen RE. Strategies for Colorectal 
Cancer Screening. Gastroenterology. 2020;158(2):418–32.

	23.	 Johnson CM, Wei C, Ensor JE, et al. Meta-analyses of colorectal cancer risk 
factors. Cancer Causes Control. 2013;24(6):1207–22.

	24.	 Song M, Garrett WS, Chan AT. Nutrients, foods, and colorectal cancer 
prevention. Gastroenterology. 2015;148(6):1244-1260.e1216.

	25.	 Nimptsch K, Wu K. Is timing important? The role of diet and lifestyle dur-
ing early life on colorectal neoplasia. Current Colorectal Cancer Reports. 
2018;14(1):1–11.

	26.	 Bingham S. The fibre-folate debate in colo-rectal cancer. Proc Nutr Soc. 
2006;65(1):19–23.

	27.	 Bingham SA, Day NE, Luben R, et al. Dietary fibre in food and protection 
against colorectal cancer in the European Prospective Investigation 

https://doi.org/10.1186/s12876-023-03060-3
https://doi.org/10.1186/s12876-023-03060-3


Page 13 of 13Yuan et al. BMC Gastroenterology          (2023) 23:435 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

into Cancer and Nutrition (EPIC): an observational study. Lancet. 
2003;361(9368):1496–501.

	28.	 Ferrari P, Jenab M, Norat T, et al. Lifetime and baseline alcohol intake and 
risk of colon and rectal cancers in the European prospective investigation 
into cancer and nutrition (EPIC). Int J Cancer. 2007;121(9):2065–72.

	29.	 Norat T, Bingham S, Ferrari P, et al. Meat, fish, and colorectal cancer risk: 
the European Prospective Investigation into cancer and nutrition. J Natl 
Cancer Inst. 2005;97(12):906–16.

	30.	 Pischon T, Lahmann PH, Boeing H, et al. Body size and risk of colon and 
rectal cancer in the European Prospective Investigation Into Cancer and 
Nutrition (EPIC). J Natl Cancer Inst. 2006;98(13):920–31.

	31.	 Bailey CE, Hu CY, You YN, et al. Increasing disparities in the age-related 
incidences of colon and rectal cancers in the United States, 1975–2010. 
JAMA Surg. 2015;150(1):17–22.

	32.	 Kim NH, Jung YS, Yang HJ, et al. Prevalence of and risk factors for colo-
rectal neoplasia in asymptomatic young adults (20–39 Years Old). Clin 
Gastroenterol Hepatol. 2019;17(1):115–22.

	33.	 Low EE, Demb J, Liu L, et al. Risk factors for early-onset colorectal cancer. 
Gastroenterology. 2020;159(2):492-501.e497.

	34.	 Jung YS, Ryu S, Chang Y, et al. Risk factors for colorectal neoplasia in 
persons aged 30 to 39 years and 40 to 49 years. Gastrointest Endosc. 
2015;81(3):637-645.e637.

	35.	 Hong SN, Kim JH, Choe WH, et al. Prevalence and risk of colorectal 
neoplasms in asymptomatic, average-risk screenees 40 to 49 years of age. 
Gastrointest Endosc. 2010;72(3):480–9.

	36.	 Agazzi S, Lenti MV, Klersy C, et al. Incidence and risk factors for preneo-
plastic and neoplastic lesions of the colon and rectum in patients under 
50 referred for colonoscopy. Eur J Intern Med. 2021;87:36–43.

	37.	 Zhang M, Zhao L, Zhang Y, et al. Colorectal Cancer Screening With High 
Risk-Factor Questionnaire and Fecal Immunochemical Tests Among 5, 
947, 986 Asymptomatic Population: A Population-Based Study. Front 
Oncol. 2022;12:893183.

	38.	 Lin G, Feng Z, Liu H, Li Y, Nie Y, Liang Y, Li K. Mass screening for colorectal 
cancer in a population of two million older adults in Guangzhou, China. 
Sci Rep. 2019;9(1):10424.

	39.	 Hol L, Wilschut JA, van Ballegooijen M, van Vuuren AJ, van der Valk H, 
Reijerink JC, van der Togt AC, Kuipers EJ, Habbema JD, van Leerdam 
ME. Screening for colorectal cancer: random comparison of guaiac and 
immunochemical faecal occult blood testing at different cut-off levels. Br 
J Cancer. 2009;100(7):1103–10.

	40.	 Meng W, Cai SR, Zhou L, Dong Q, Zheng S, Zhang SZ. Performance value 
of high risk factors in colorectal cancer screening in China. World J Gas-
troenterol. 2009;15(48):6111–6.

	41.	 Wong MC, Lam TY, Tsoi KK, Hirai HW, Chan VC, Ching JY, Chan FK, Sung 
JJ. A validated tool to predict colorectal neoplasia and inform screening 
choice for asymptomatic subjects. Gut. 2014;63(7):1130–6.

	42.	 Vuik FE, Nieuwenburg SA, Bardou M, et al. Increasing incidence of 
colorectal cancer in young adults in Europe over the last 25 years. Gut. 
2019;68(10):1820–6.

	43.	 Siegel RL, Torre LA, Soerjomataram I, et al. Global patterns and trends in 
colorectal cancer incidence in young adults. Gut. 2019;68(12):2179–85.

	44.	 Troeung L, Sodhi-Berry N, Martini A, et al. Increasing incidence of colorec-
tal cancer in adolescents and young adults aged 15–39 years in Western 
Australia 1982–2007: examination of colonoscopy history. Front Public 
Health. 2017;5:179.

	45.	 Wong MCS, Huang J, Lok V, et al. Differences in incidence and mortality 
trends of colorectal cancer worldwide based on sex, age, and anatomic 
location. Clin Gastroenterol Hepatol. 2021;19(5):955-966.e961.

	46.	 Davidson KW, Barry MJ, Mangione CM, et al. Screening for colorectal can-
cer: US preventive services task force recommendation statement. JAMA. 
2021;325(19):1965–77.

	47.	 Botteri E, Iodice S, Raimondi S, Maisonneuve P, Lowenfels AB. Cigarette 
smoking and adenomatous polyps: a meta-analysis. Gastroenterology. 
2008;134(2):388–95.

	48.	 Lieberman DA, Prindiville S, Weiss DG, Willett W. Risk factors for advanced 
colonic neoplasia and hyperplastic polyps in asymptomatic individuals. 
JAMA. 2003;290(22):2959–67.

	49.	 Shrubsole MJ, Wu H, Ness RM, Shyr Y, Smalley WE, Zheng W. Alcohol 
drinking, cigarette smoking, and risk of colorectal adenomatous and 
hyperplastic polyps. Am J Epidemiol. 2008;167(9):1050–8.

	50.	 Tsoi KK, Pau CY, Wu WK, Chan FK, Griffiths S, Sung JJ. Cigarette smoking 
and the risk of colorectal cancer: a meta-analysis of prospective cohort 
studies. Clin Gastroenterol Hepatol. 2009;7(6):682-688.e681-685.

	51.	 Ma Y, Yang Y, Wang F, et al. Obesity and risk of colorectal cancer: a system-
atic review of prospective studies. PLoS ONE. 2013;8(1):e53916.

	52.	 Connell LC, Mota JM, Braghiroli MI, Hoff PM. The rising incidence of 
younger patients with colorectal cancer: questions about screening, biol-
ogy, and treatment. Curr Treat Options Oncol. 2017;18(4):23.

	53.	 Bleyer A, Barr R, Hayes-Lattin B, Thomas D, Ellis C, Anderson B. The distinc-
tive biology of cancer in adolescents and young adults. Nat Rev Cancer. 
2008;8(4):288–98.

	54.	 Winawer SJ. Natural history of colorectal cancer. Am J Med. 
1999;106(1a):3S-6S; discussion 50S-51S. https://​doi.​org/​10.​1016/​s0002-​
9343(98)​00338-6.

	55.	 Ladabaum U, Mannalithara A, Meester RGS, Gupta S, Schoen RE. Cost-
effectiveness and national effects of initiating colorectal cancer screening 
for average-risk persons at age 45 years instead of 50 years. Gastroenter-
ology. 2019;157(1):137–48.

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

https://doi.org/10.1016/s0002-9343(98)00338-6
https://doi.org/10.1016/s0002-9343(98)00338-6

	Age- and sex-stratified detection rates and associated factors of colorectal neoplasia in the Tianjin colorectal cancer screening program from 2012 to 2020
	Abstract 
	Purpose 
	Patients and methods 
	Results 
	Conclusions 

	Introduction
	Material and methods
	Screening strategy and study population
	High risk factor questionnaire
	Fecal immunological tests
	Clinical procedures and definitions
	Ethics
	Statistical analysis

	Results
	Preliminarily screening
	Colorectal neoplasia detection rates
	Factors associated with the colorectal neoplasia detection
	Factors associated with the colorectal neoplasia detection by age groups

	Discussion
	Conclusions
	Anchor 22
	Acknowledgements
	References


