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BCS Evaluation Group – overview of studies undertaken on behalf of the national programme.
	
	Study
	Institution
	Start date
	Expected completion date
	Recurrence

	1. 
	First million study

Cohort study of first million subjects
	Eastern Hub

Nottingham City Hospital
	2009
	February 2010; revised to Dec 2010
	One-off

	2. 
	Colonoscopic findings at 12 month surveillance

To determine the colonoscopic yield at 12 month follow-up
	University of Tees Hospital
	June 2009
	Oct 2010
	One-off

	3. 
	BCS colonoscopy quality study

To assess whether colonoscopy within the BCSP has met quality standards. We will also assess for correlations between quality markers
	South of Tyne, Newcastle
	June 2009
	Dec 2010
	One-off

	4. 
	Management of large sessile adenomas

There is no clear evidence for how best to manage large sessile adenomas. We will analyse how such lesions have been managed (endoscopic resection/surgery), success (immediate and at 12 months) and AEs 
	University of Tees Hospital
	June 2009
	 Oct 2010
	One-off

	5. 
	Use of radiology in BCSP

To assess (a) variations in use of radiology as 1stline investigation; (b) variations in radiological modality (BE/CTC/CT); (c) detection rates on 1st line investigation with different modalities; and (d) timeliness in radiological investigation
	Derbyshire Screening centre, Derby
	2010
	Early 2011
	One-off

	6. 
	Review of advanced neoplasia detected on 12 month surveillance

An analysis to help determine whether these lesions have specific ”aggressive”  histological characteristics or whether they are more likely to represent missed lesions
	University of Leeds
	Oct 2010
	Oct 2011
	One-off

	7. 
	Polyp cancers
Examining the reproducibility of diagnosis and the optimum methods for predicting nodal involvement in screening programme and symptomatic populations. Also the distribution of lymphatics and blood vessels in the submucosa to explain the pattern of metastasis
	University of Leeds
	2009
	Ongoing; preliminary data Oct 2011
	One-off

	8. 
	Standard reports

Routine reports will be generated at set intervals detailing the number of cancers detected in individuals in the following categories:

1) Never invited
2) Refusers/non participants
a) Invited non-participant of FOB

b) Invited non-participant of colonoscopy

c) Lapsed participants

3) Screen detected
a) From initial FOB

b) From colonoscopy surveillance
4) Interval
a) FOB interval cancer

b) Surveillance interval cancer

c) Non-surveillance interval cancer following negative colonoscopy
	NYCRIS

University of Leeds
	2009
	Ongoing; early figures early 2011
	Recurring

	9. 
	Detailed analysis and monitoring of incidence of cancers in patients with adenomas.

Currently, individuals who are identified at the initial screening episode as having developed adenomas are classified into low, intermediate or high risk. To assess the efficacy of this surveillance programme analyses will be undertaken to assess the frequency of occurrence of tumours in this population and, hence, seek to validate the surveillance intervals adopted.
	NYCRIS

University of Leeds
	2009
	Ongoing; early figures early 2011
	One-off

	10. 
	Variation in characteristics & management between screen detected and non-screen detected tumours

It is intended that the screening programme will enable tumours to be detected at an earlier stage of disease than those presenting clinically.  Linking the two data sources will allow us to compare the characteristics of the two types of tumours to determine if there are fundamental differences between the groups.  In addition, differences may also occur in how the two populations are managed.  This will be assessed.
	NYCRIS

University of Leeds
	2009
	Ongoing; early figures early 2011
	One-off

	11. 
	Variation in pathological features across England

Extensive pathological information about the tumours and adenomas detected at screening are being collected by the programme.  These data will form a unique and important resource that can be used to answer numerous clinical questions.  For example, there is currently only limited evidence and no consensus in the published literature on exactly how parameters such as depth of invasion into the sub-mucosa, completeness of excision, presence of lymph node metastases in early tumours, tumour size, differentiation and presence of submucosal lymphovascular invasion should be assessed. QUOTE "" 
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  Linkage of the screening pathology data to the management and outcomes data held in the national colorectal cancer database will enable such issues to be investigated.
	University of Leeds
	Feb 2011
	Aug 2011
	One-off

	12. 
	Quality of pathology and completeness of pathological reporting across England

Variation has been shown to exist in the quality and completeness of pathological reporting of surgically resected tumours. The linkage of these two data sources will enable audit to be undertaken on the pathology conducted as part of the screening programme.  This will then be fed back to pathologists working in the programme in order that action can be taken to ensure reporting in future is nationally of a high standard.
	University of Leeds
	2009
	Early 2011
	Recurring

	13. 
	Colonoscopy complications

CfH Research Capability Programme linking to HES data to detect post-colonoscopy 8 day unplanned admission & 30 day mortality rates
	National Office
	2009
	
	Recurring

	14. 
	Comparison of stage-specific survival between screen- and non-screen-detected CRC

To enable calculation of the number of deaths that should have been avoided by introduction of BCSP
	NYCRIS

University of Leeds
	2009
	Paper being written late 2010
Abstract at BSG 2010 / NCIN
	One-off

	15. 
	Do geodemographic typologies explain variations in uptake in CRC screening? An assessment using routine screening data in England
NIGB approval required
	University of Southampton
	June 2010
	
	One-off

	16. 
	Polyp size measurements

To assess accuracy of endoscopic & histopathological polyp size measurements
	
	Nov 2010
	March 2011
	One-off

	17. 
	Findings at 2nd/3rd FOB+ colonoscopy

To determine colonoscopic yield from these procedures. To include those with 2nd FOB+ test who do NOT proceed to colonoscopy. Consider looking for alternative underlying factors for FOB+ result (e.g. anticoagulants or antiplatelets).
	University of Tees Hospital
	Oct 2010
	Early data by summer 2011
	One-off

	18. 
	Colonoscopic findings at intermediate risk 3y surveillance

To determine the colonoscopic yield
	University of Tees Hospital
	Oct 2010
	Early data by summer 2011
	One-off

	19. 
	Colonoscopic findings at high risk 2nd surveillance (3y after the 1y surveillance)
To determine the colonoscopic yield
	University of Tees Hospital
	Oct 2011
	Early data by summer 2012
	One-off

	20. 
	Uptake and positivity rates for different prevalent/incident participants
	Lodged as future study
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	21. 
	Comparison of colonoscopy yield at prevalent/incident rounds

To assess whether adenoma detection rate quality standard of 35% is appropriate for incident rounds of BCSP. To assess cancer detection rates for incident rounds of BCSP.
	University of Tees Hospital
	
	Completed Sep 2010 – internal report, included in QA colonoscopy standards document
	

	22. 
	Surveillance colonoscopy attendance rates
	National Office
	
	Completed Oct 2010 – internal report
	


