
Systematic review and meta-analysis : diagnostic accuracy of faecal immuno-
chemical testing for haemoglobin (FIT) in detecting colorectal cancer for both 
symptomatic and screening population

J. Stonestreet*1, S. Chandrapalan*2, D. Woolley1, O. Uthman 1, R.P. Arasaradnam1,3,4

(1) Warwick Medical School, University of Warwick, Coventry, UK ; (2) Department of Gastroenterology, University Hospital of North Durham, UK ; (3) Department of 
Gastroenterology, University Hospital of Coventry and Warwickshire, UK ; (4) Applied Biological & Experimental Sciences, University of Coventry, UK

Abstract

 Background : Colorectal cancer (CRC) is one of the most common 
cancers worldwide. A non-invasive test, with high sensitivity and 
specificity is essential for early detection, improved outcome and 
avoidance of unnecessary invasive tests. This study aims to evaluate 
the accuracy of the faecal immunochemical testing for haemoglobin 
(FIT) in the detection of CRC, both in symptomatic and screening 
population and to summarise the available evidence to date.  
 Methods : Search strategy was initially developed in MEDLINE 
and adapted for use in other databases.  Studies were included if 
they had fulfilled the criteria.  QUADAS-2 tool was used for quality 
assessment and data analysis performed using STATA 15 software.
 Results : A total of 17 out of 92 articles were included in the final 
analysis. Within the symptomatic group (n= 6755), the overall 
pooled sensitivity and specificity of FIT to detect CRC was 0.90 
(95% CI 0.87-0.92) and 0.87 (95% CI 0.83-0.90) respectively. In 
the screening population (n=24197), the pooled sensitivity and 
specificity of FIT to detect CRC was 0.69 (95% CI 0.54-0.81) and 0.94 
(95% CI 0.94-0.95) respectively.  Most analytics were comparable 
with cut off less than 20μg/g feces providing optimal sensitivity and 
specificity for symptomatic and screening populations respectively. 
 Conclusion : For the detection of CRC within the screening 
population, FIT has high specificity and sensitivity. In the 
symptomatic group, FIT’s high sensitivity (90%) supports its role 
as a triage test to guide the selection of patients who require urgent 
lower gastrointestinal tract evaluation. (Acta gastroenterol. belg., 
2019, 82, 291-299). 
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1. Introduction

 Colorectal cancer is the fourth most common cancer 
in the UK. Early diagnosis is often difficult, owing to 
variable symptoms with poor specificity (1). Widlak 
et al (2) have shown that 40% of patients with alarm 
symptoms (rectal bleeding, weight loss or sudden change 
in bowel habits) who were referred by their primary 
care physicians, had completely normal investigations 
and only 6% had CRC. Unfortunately, many patients 
do not experience symptoms until the disease is very 
advanced. In these patients, an early triage test (e.g. 
faecal testing for haemoglobin (FIT) testing) may help 
to improve the outcome. A systematic review by Lee et 
al showed reasonably high specificity and sensitivity of 
FIT in asymptomatic population (3).  Another systematic 
review by Westwood et al (4) of FIT was very limited, as 
it had only studied low risk symptomatic patients within 
the primary care setting.

FIT has gained credence in Europe as a screening test 
for CRC, as it is superior to faecal occult blood testing 
(guaiac based) ; the latter has poor sensitivity and 
specificity - 69% and 73% respectively (5,6). However, 
there is no consensus as of yet, on the optimal cut-off 
value to be applied, nor on the optimal analytical method 
to be used.
 We sought to provide an updated, comprehensive 
review to investigate the diagnostic accuracy of FIT 
and cut off values for the detection of CRC in both 
symptomatic and screening populations.  

2. Methods 

 A systematic review and meta-analysis was conducted 
to appraise the currently published data on the accuracy of 
FIT for the detection of CRC, in 1) symptomatic patients 
2) screening patients, in comparison to colonoscopy. 
Studies published after 2007 were selected to reflect 
changes to FIT technology by manufacturers (improved 
detection and competitive pricing) as well as proof of 
concept work undertaken in Europe in this period. This 
review followed the guidance laid out in the Cochrane 
handbook for diagnostic accuracy reviews (7).  

2.1 Data search strategy

 Studies were identified by carrying out searches 
on the MEDLINE database, for keywords “faecal 
haemoglobin”, “FIT” or “faecal immunochemical test” 
amongst the studies published up to and including the 
25th of September 2018. Reference lists from accepted 
papers were also examined to identify additional studies.

2.2 Selection of studies

 Inclusion criteria for the studies : (1) Assessment of 
accuracy of FIT to detect CRC, (2) Adults over the age 
of 16, (3) Colonoscopy as the gold standard test, (4) 
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3. Results

3.1 Literature searching and quality assessment 

 Overall, the search had identified 92 research articles. 
Of the 92 articles, 28 were excluded after an initial 
screening the title abstract. 64 full text articles were 
assessed for quality and data extraction. The results of 
this search are shown as a PRISMA diagram in Figure 1. 
In 10 studies, authors were contacted for clarification or 
for further data enquiries. Two of these (20%) replied 
with supporting information which were included in the 
final meta-analysis. Remaining studies were excluded as 
there was insufficient data to determine test accuracy of 
FIT to detect CRC. 

Reporting of true positive, false positive, true negative, 
false negative results or if they were able to be calculated 
from published data or provided by the authors upon 
contacting them, (5) studies published after 1st of January 
2007. The exclusion criteria were as follows : (1) studies 
not published in English, (2) studies conducted in non-
human subjects, (3) studies conducted on patients with 
established gastrointestinal diseases, (4) studies in which 
we were unable to locate, calculate or obtain from the 
author true positive, false positive, true negative, false 
negative results.

2.3 Quality assessment and data selection

 The QUADAS-2 tool was used for this evaluation (8). 
If an agreement could not be made to include the paper in 
the study, an independent arbitrator (senior author) made 
the decision whether to include or exclude the paper. 
The following data was extracted from the papers : FIT 
results (true positive, false positive, true negative, false 
negative, sensitivity, specificity, PPV, NPV, positivity 
rate) ; total population undergoing FIT and colonoscopy ; 
cut off faecal haemoglobin concentration ; system used ; 
population characteristics ; outcome measures (CRC, 
adenomas). Papers which had discussed currently out-
dated faecal occult blood or stool guaiac test, or which 
solely looked at faecal calprotectin, were excluded from 
the meta-analysis. For studies which did not contain all 
of the information needed to meet the inclusion criteria, 
the respective authors were contacted directly for the 
missing information. 

2.4 Data analysis

 A meta-analysis of the data was completed using 
the “Midas” command in the STATA 15 software to 
produce funnel plots for the sensitivity, specificity, 
PPV and NPV of FIT- in both the symptomatic and 
screening populations. Where available, different 
analytical methods for detecting FIT (e.g. OC-sensor, 
HM-JACKarc, Actim® faecal blood, OC Light, OC 
Fit-check, Enterix insure and RIDASCREEN systems) 
were evaluated. These are either quantitative or quali-
tative testing systems, which typically use various 
immunochemical methods to detect or measure the 
concentration of haemoglobin in faecal samples. As some 
studies had completed FIT testing using multiple cut-off 
values, these were included as separate data points in the 
forest plots. A receiver-operating characteristic curve of 
the data (using the “Midas” command in the STATA 15 
software) was also created. The area under the curve was 
calculated, in order to assess the overall accuracy of FIT, 
for both the symptomatic and screening populations. As 
the majority of the included studies had used OC-sensor 
as their immunochemical testing system (either through 
OC-sensor Pedia or OC-sensor iO platform), additional 
subgroup analysis was carried out for the OC-sensor 
system.

Figure 1. — PRISMA diagram detailing the selection process 
from literature searches through to final inclusion. The n= 
refers to the number of papers either included or excluded at 
that stage.

3.2 Analysis of the symptomatic population (N=6755)

 Meta-analysis of the symptomatic population, sample 
size of 6755 (9 studies that fulfilled inclusion cirteria), was 
completed using data from three different FIT systems 
(OC-sensor, HM-JACKarc, Actim® faecal blood). Five 
studies used the OC-sensor, two used HM-JACKarc and 
one used the Actim® Faecal Blood system. Two studies 
used multiple cut-off values for faecal haemoglobin 
concentration (9,10). The rest of the studies used a single 
faecal haemoglobin concentration cut-off value. The 
cut-off values varied from 7μg/g feces to 50μg/g feces. 
However, 5 of the 9 studies in this review gave FIT 
performance outcome measures for the 10μg/g feces cut-
off value (9,10,11,12,13). The prevalence of CRC in the 
study populations was 5.1%. All of the studies excluded 
patients without symptoms or history of established 
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shown in Supplementary Table ST2. The QUADAS-2 
score suggested that the greatest risk of bias was in the 
flow and timing section, where it was not clear how long 
had elapsed between FIT and endoscopy and whether the 
colonoscopist had been blinded to the FIT result. 

3.2.2 Overall accuracy of FIT in symptomatic patients

 The cumulative FIT performance data for CRC, 
including cut-off values and the systems used for each 
of the studies, is shown in Table 1. The overall pooled 

gastrointestinal diseases. The age cut-off varied between 
the studies from >16 years to >40 years of age. The 
population, intervention, comparator and outcome for 
each of the studies, conducted in symptomatic patients, 
are summarised in Supplementary Table ST1 in the 
supplementary document. 

3.2.1 Quality of included studies

 Studies were quality assessed using the QUADAS-2 
tool. The results of the performance of those studies are 
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3.2.3 Subgroup analysis for OC-sensor analytical tool in 
symptomatic population

Five of the nine eligible studies used the OC-sensor 
system. For the OC-sensor system (using a cut-off value 
ranging from a Hb concentration of 10-40μg/g feces) the 
pooled sensitivity, specificity, positive likelihood ratio 
and negative likelihood ratio for CRC were 0.90 (95% 
CI 0.87-0.92), 0.88 (95% CI 0.84-0.91) 7.4 (95% CI 
5.8-9.3) and 0.12 (95% CI 0.09-0.15) respectively (see 
Supplementary Table ST3 and Supplementary Figure 
SF1).

sensitivity and specificity of FIT for CRC were 0.90 (95% 
CI 0.87-0.92) and 0.87 (95% CI 0.83-0.90) respectively.  
The positive likelihood ratio (ratio of the probability of 
a positive test in the disease positive population to the 
probability of a positive test among the disease negative 
population) was 6.8 (95% CI 5.3-8.7). The negative 
likelihood ratio (ratio of the probability of a negative test 
among the disease positive population to the probability 
of a negative test among the disease negative population) 
was 0.12 (95% CI 0.09-0.15) (Table 2). Forest plots 
summarising FIT test performance, in the symptomatic 
group, are shown in Figure 2. 
 A receiver operator characteristic curve (ROC), for 
all studies of FIT over multiple cut-off values for CRC 
(ranging from haemoglobin concentrations between 
7-50μg/g feces) was produced and the area under the 
curve was calculated as 0.94 (0.92-0.96) (Figure 3). 
Using the average prevalence of CRC of 5.1%, pooled 
sensitivity of 0.90 and pooled specificity of 0.86, it can 
be calculated that 81.6% of colonoscopies could be 
avoided for exclusion of cancer but not for other enteric 
diseases ; (calculation 1 in supplementary document). It 
is important to understand, however, that these were only 
hypothetical maximum values and the true values were 
unlikely to be as high.

Figure 2. — Forest plot of sensitivity and specificity of FIT for detection of colorectal cancer in symptomatic patients. The pooled 
sensitivity was 0.90 and specificity 0.86 represented by the red dashed line.

Parameter Pooled 
value

95% CI 
lower value

95% CI 
Upper value

Sensitivity 0.90 0.87 0.92
Specificity 0.87 0.83 0.90
Positive Likelihood Ratio 6.8 5.3 8.7
Negative Likelihood Ratio 0.12 0.09 0.15

Diagnostic Odds Ratio 57 43 76

Table 2. — Pooled sensitivity, specificity, positive 
likelihood ratio and negative likelihood ratio of FIT for 

colorectal cancer in symptomatic patients

CI – Confidence Interval.
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 The quality of each of the articles was assessed using 
the QUADAS-2 tool ; the results of this assessment are 
shown in Supplementary Table ST7. The risk of bias was 
low in the studies included, as the screening population 
represented a random sample of the population. The 
degree of bias in the quantitative FIT tests and in the 
histological results, following colonoscopy, were mini-
mal. The diagnostic accuracy data, including sensitivity, 
specificity, PPV and NPV for each of the studies included, 
are shown in Table 3. Results of the meta-analysis 
showed, a pooled sensitivity of 0.69 (95% CI 0.54-0.81) 
specificity of 0.94 (95% CI 0.94-0.95) respectively. The 
positive likelihood ratio was 12.2 (95% CI 10.1-14.7), 
the negative likelihood ratio was 0.33 (95% CI 0.21-
0.51) and the diagnostic odds ratio was 37 (95% CI 
20-70), see Figure 4 Forest plot. A ROC for all of the 
studies included, is shown in Figure 5. This includes all 
five analytical methods used in the eight studies and their 
cut-off concentrations ranging from 6-40μg Hb/g feces. 
The area under the curve was calculated as 0.95 (95% CI 
0.93-0.96).

3.3.1 Subgroup analysis for OC-Sensor analytical tool in 
the screening population

 Four of the eight studies used the OC-sensor machine. 
 As in the main meta-analysis, FIT cut-off concentration 
values ranged from 6-40μg Hb/g feces and the population 
sizes ranged from 779 to 2235. In this subgroup (total 
population 4126), the pooled sensitivity and specificity 
were 0.78 (95% CI 0.58-0.90) and 0.94 (95% CI 0.93-
0.95) respectively and the Forest plot of this data is 
included in supplementary material – Supplementary 
Figure SF5.
 In order to determine what effect different cut-off 
concentrations had on the sensitivity and specificity 
of the test in the detection of CRC, a meta-analysis 
was undertaken on the studies reporting different 
cut-off concentrations ; 6-15μgHb/g feces as well as 
20-40μgHb/g feces. This showed, that applying a cut-
off concentration in the range of 6-15μgHb/g feces, the 
pooled sensitivity and specificity were 0.75 (95% CI 0.46-
0.91) and 0.94 (95% CI 0.92-0.95) respectively. Whilst 
applying a higher cut-off concentration range of 20-40μg 
Hb/g feces, the pooled sensitivity and specificity were 
0.81 (95% CI 0.57-0.93) and 0.95 (95% CI 0.94-0.96) 
respectively.  Supplementary Figure SF6 shows the ROC 
curve for all the studies using the OC-sensor system with 
FIT cut-off concentrations ranging from 6-40μgHb/g 
feces. The area under the curve was calculated as 0.95 
(95% CI 0.93-0.97). 

4. Discussion

4.1 Symptomatic population

 Westwood et al (4) looked at the effectiveness of 
FIT as a triage tool in primary care setting within a low 

 For studies utilising the OC-sensor, multiple cut-off 
concentration values ranging from 10-40μg/g feces were 
applied. Analysis of the pooled sensitivity and specificity 
for a cut-off Hb concentration (range of 10-15μg/g feces) 
showed sensitivity of 0.93 (0.88-0.96) and specificity 
of 0.87 (0.82-0.90) (see Supplementary Table ST4 and 
supplementary Figure SF2 for a forest plot of this data). 
Applying a range between 20-40μg/g feces, resulted in an 
optimal pooled sensitivity and specificity of 0.87 (95% 
CI 0.84-0.90) and 0.89 (95% CI 0.84-0.92) respectively 
(see Supplementary Table ST5 and Supplementary 
Figure SF3 for a forest plot of this data).
 A ROC was generated for the OC-sensor system, using 
the Hb concentration cut-off values (ranging from 10 - 
40μg/g feces) quoted in the included studies for the FIT 
performance (Supplementary Figure SF4) (9,10,12,21). 
The area under the ROC curve was calculated as 0.95 
(95% CI 0.93-0.97).

3.3 Analysis of the screening population (N=34,186)

 Meta-analysis of the screening population included 
data from eight identified papers that fulfilled inclusion 
criteria. The number of participants in each study, ranged 
between 229 to 18296 (total sample size 34,186). All 
studies reported testing the participants of the screening 
population, who had not previously reported symptoms 
and who were a minimum of 50 years old. Three 
studies used the OC-sensor, one with OC-Light, one 
with OC-Fit-check, one with Enterix insure and one the 
RIDASCREEN system. Four of the studies used variable 
cut-off values, to measure the performance of the FIT 
system used. The population, intervention, comparator 
and outcome for each study, in the screening population, 
are shown in Supplementary Table ST6.

Figure 3. — Receiver operator characteristic curve of the 
sensitivity against specificity of FIT applying cut off values 
ranging from 7-50μg/g feces for detection of colorectal cancer.
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with other systems. This should however, be interpreted 
cautiously as there was little data on the other systems 
and were not used in direct comparison to the OC-sensor 
within the same cohort of patients.  
 It was also possible to explore the effects of different 
cut-off concentration values (of the OC-sensor system) 
with cut-off concentrations ranging between 10-15μg/g 
feces, showing the most optimal sensitivity of 0.93 (0.88-
0.96) and specificity of 0.87 (0.82-0.90) respectively. 
Notwithstanding the overlapping confidence intervals, it 
was not possible to determine with statistical significance, 
which was the optimal FIT cut-off value. 

4.2 Screening population

 The meta-analysis of the screening studies had 
demonstrated variable performance of FIT for the 
detection of CRC, depending on the cut-off levels 
applied. As FIT was utilised in such a vast heterogenous 
population, it would be expected that the sensitivity would 
be lower. Some individuals may have had symptoms but 
not reported, whilst others may have had no indicators 
of colorectal disease at all. This wide variation in the 
presentation, may skew the ability of the test to be both 
sensitive and specific. However, for a screening test that 

risk symptomatic population. This limited review of 10 
articles (up to 2015), showed FIT to be highly sensitive 
and specific and could be used as an effective tool in the 
selection of patients for colonoscopy.  Since 2015, there 
have been several large published studies which have 
looked at the usefulness of FIT including cut off levels 
within a wider range of population groups. 
 This meta-analysis on symptomatic studies, comprising 
6755 participants has identified a pooled sensitivity of 
0.90 (95% CI 0.87-0.92) and specificity of 0.87 (95% CI 
0.83-0.90) for FIT in the detection of CRC (accounting 
for low cancer prevalence). This would imply that around 
1 in 10 cases of CRC could be missed. Clinicians would 
thus need to apply clinical judgement, in addition to 
the FIT result, to guide their decision on referral for 
investigations. It is not clear as to the outcome of those 
that test negative for FIT i.e. should this test be repeated 
or if another triage test should be used in adjunct. Widlak 
et al (2) report that just under 40% of those referred 
urgently for exclusion of CRC have normal colonoscopic 
findings. 
 Five of the nine included studies used the OC-sensor 
analytical method with little difference between the pooled 
sensitivity (difference of 0.00), specificity (difference of 
0.02) and accuracy (difference of 0.01) when compared 

Table 3. — Summary of the diagnostic performance data of FIT for detection of colorectal cancer in the screening population

Study F-Hb cut-off 
(mg Hb/g 

feces)

Machine True 
Positive

False 
Positive

True 
Negative

False 
Negative

Total Sensitivity Specificity PPV NPV

Brenner, 2013a15 ³24.5 RIDASCREEN 9 102 2118 6 2235 60 95.4 8.1 99.7
Brenner, 2013b15 ³7.95 RIDASCREEN 8 102 2118 7 2235 53.3 95.4 7.3 99.7
Brenner, 2013c15 ³6.1 OC Sensor 11 99 2121 4 2235 73.3 95.5 10 99.8
Collins, 201223 ? Enterix insure 9 19 181 20 229 31 90.5 32.1 90.1
Kallenberg, 
2016a16

³10 OC Sensor 36 66 946 64 1112 36 93 35.3 93.7

Kallenberg, 
2016b16

³15 OC Sensor 30 44 968 70 1112 30 96 40.5 93.3

Kallenberg, 
2016c16

³20 OC Sensor 28 30 982 72 1112 28 97 48.3 93.2

Johnson, 201417 ³20 OC Fit-check 66 5 188 31 290 68 97.4 93 85.8
Hernandez, 
2014a18

³10 OC Sensor 5 62 712 0 779 100 92 7.5 100

Hernandez, 
2014b18

³15 OC Sensor 5 56 718 0 779 100 93 8.1 100

Hernandez, 
2014c18

³20 OC Sensor 5 50 724 0 779 100 94 9.1 100

Hernandez, 
2014d18

³23 OC Sensor 5 46 728 0 779 100 94 9.8 100

Hernandez, 
2014e18

³30 OC Sensor 4 44 730 1 779 80 94 8.3 100

Hernandez, 
2014f18

³40 OC Sensor 4 41 733 1 779 80 93 9.0 100

Chiu, 201319 ³10 OC Light 28 1302 18128 8 18296 78.6 92.8 1.65 99.9
de Wijkerslooth, 
2012a20

³10 OC Sensor 7 114 1134 1 1256 88 91 6.0 100

de Wijkerslooth, 
2012b20

³15 OC Sensor 6 82 1166 2 1256 75 93 7.0 100

de Wijkerslooth, 
2012c20

³20 OC Sensor 6 65 1183 2 1256 75 95 8.4 100

Imperiale,
201425 

³20 OC Fit-check 48 472 9452 17 9989 73.8 94.9 9.2 99.8

09-Stonestreet.indd   296 1/07/19   11:40



Faecal immunochemical testing and colorectal cancer 297

Acta Gastro-Enterologica Belgica, Vol. LXXXII, April-June 2019

very few CRC would be missed ; specificity of 94%. This 
would be a vast improvement on the specificity of 73% 
quoted for the currently used faecal occult blood test (5). 
The high area under the curve of 0.94 of the ROC curve, 
shown in Figure 3, further strengthens the evidence that 
FIT is an excellent screening test. 

4.3 Limitations of this study

 Several papers identified in the original searches had to 
be excluded, as the final outcome data was only available 
in those that tested positive for FIT and not for those 
that tested negative (26-38). Consequently, sensitivity 
and specificity could not be calculated. Other studies 
have suggested that the FIT result was dependent on sex 
and age of the patients, though it was not possible for 
this systematic review to take these factors into account 
(39,40). This study also did not compare the accuracy of 
FIT, in combination with other faecal biomarkers (such 
as faecal calprotectin, though emerging studies seem to 
report that it adds little to its diagnostic accuracy) (10-
12,33). 

5 Conclusion

 FIT is a sufficiently accurate test that would 
significantly improve upon the current faecal occult 

aims to confirm the presence of a disease, a high specificity 
is ideal (22). It is likely that if low cut-off levels of FIT 
(e.g. <20μg Hb/g feces) were introduced for screening, 

Figure 4. — A Forest plot showing the meta-analysis of the sensitivity and specificity data for FIT in screening population. The pooled 
sensitivity and specificity are  0.67 and 0.94 respectively and represented by the red dashed lines.

Figure 5. — A receiver-operator characteristic (ROC) curve 
using FIT in screening population applying cut off con-
centrations ranging between 6.1-40 μgHb/g feces.
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SINGH B., et al. Risk stratification of symptomatic patients suspected of 
colorectal cancer using faecal and urinary markers. Colorectal Dis., 2018, 
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LAVIN P., LIDGARD G.P., et al. Multitarget Stool DNA Testing for 
Colorectal-Cancer Screening. N Engl J Med., 2014, 370 : 1287-97. 

26. IRURZUN A., URANGA B., FRASER C.G., ARANA-ARRI E., 
GUTIÉRREZ-IBARLUZEA I., IDIGORAS I., et al. Population-based 
colorectal cancer screening programmes using a faecal immunochemical 
test: should faecal haemoglobin cut-offs differ by age and sex?. BMC cancer, 
2017, 17(1) : 577.

27. DIGBY J., FRASER C.G., CAREY F.A., DIAMENT R.H., BALSITIS M., 
STEELE R.J. Faecal haemoglobin concentration is related to detection of 
advanced colorectal neoplasia in the next screening round. Journal of medical 
screening, 2017, 24(2) : 62-8.
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Faecal haemoglobin concentration is useful for risk stratification of advanced 
colorectal neoplasia. Digestive and Liver Disease, 2016, 48(6) : 667-72.
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cancer detection in an asymptomatic population: faecal immunochemical 
test for haemoglobin vs. faecal M2-type pyruvate kinase. Biochemia medica, 
2016, 26(1) : 114-20.

30. CHIANG T.H., LEE Y.C., LIAO W.C., CHUNG J.H., CHIU H.M., TU C.H., 
et al. Timing and Risk Factors for a Positive Faecal Immunochemical Test 
in Subsequent Screening for Colorectal Neoplasms. PloS one, 2015, 10(9) : 
e0136890.

blood testing, with higher specificity whilst retaining a 
similar sensitivity in the screening population. Within 
the symptomatic group, there is good evidence to support 
the use of FIT as a triage tool to streamline current two-
week services to determine those that require urgent 
investigations to exclude CRC. 
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