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ABSTRACT

Introduction
The impact of fecal immunochemical test (FIT) based colorectal cancer (CRC) screening on 
disease incidence and mortality is affected by participation, which might be influenced by 
ease of use of the FIT. We compared participation rates and ease of use of two different FITs 
in a CRC screening program.

Methods
Two study designs within the Dutch CRC screening program. In a paired cohort study, 
all invitees received two FITs (OC-Sensor, Eiken, Japan and FOB-Gold, Sentinel, Italy) and 
were asked to sample both from the same stool. Ease of use of both FITs was evaluated 
by questionnaire. In a randomized controlled trial, invitees were randomly allocated to 
receive one of the two FITs to compare participation and analyzability.

Results
Of 42,179 invitees in the paired cohort study, 21,078 (50%) completed two tests and 
20,727 (98%) returned the questionnaire. FOB-Gold was reported significantly easier to 
use. More participants preferred FOB-Gold (36%) than OC-Sensor (5%), yet most had no 
preference (59%, p<0.001). In the randomized trial, 936 of 1923 invitees (48.7%) returned 
the FOB-Gold and 940 (48.9%) the OC-Sensor, a difference of -0.2% (CI: -3.4% to 3.0%), well 
within the pre-specified 5% non-inferiority margin (p=0.001). Only one FOB-Gold (0.1%) 
and four OC-Sensors (0.4%) were not analyzable (p=0.18).

Discussion
While FOB-Gold was significantly but marginally considered easier to use than OC-Sensor, 
the number of analyzable tests and participation rates in organized CRC screening are not 
affected when either FIT is implemented as a primary screening test.
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INTRODUCTION

Population-based screening using guaiac fecal occult blood testing (gFOBT) reduces 
colorectal cancer (CRC)-related mortality.1 Since several years, gFOBT is being replaced by 
a quantitative and more sensitive FOBT, the fecal immunochemical test (FIT). Compared to 
gFOBT, FIT is a one sample test, that consists of a probe and a tube instead of a smear card, 
and does not require dietary restrictions.2, 3 Consequently, participation rates are higher 
with FIT than gFOBT.4, 5 FIT is currently recommended in European guidelines as the test 
of choice for CRC population screening.2 Multiple FITs are however available for screening, 
varying in the sampling tube design, buffer volume and sampling instructions.3 Despite 
the clear advantages of FIT over gFOBT, specific differences between FITs could also affect 
participation.

So far, comparative evidence on the effects on participation for the available FITs in 
organized population-based screening is limited. Little higher participation rates were 
observed with the OC-Sensor (Eiken, Japan) than with FOB-Gold (Sentinel, Italy) in Spanish, 
French and Latvian screening settings (62% vs 59%; 40% vs 38%; 47% vs 45%), but a Dutch 
pilot screening program observed no differences (63% vs 63%).6-9

Some previous studies used the preferences of screenees to assess differences in ease of 
use, but they either compared FIT versus gFOBT4, 10, 11, single versus multiple FIT samples 
12, or were performed in a small, non-screening setting 12. Overall, these studies confirmed 
a preference for a one sample test, without dietary instructions, a sampling probe and a 
tube for fecal collection, over a card-based test.

Ease of use of FOB-Gold and OC-Sensor, two of the most frequently used FIT brands, has 
so far only been evaluated by comparing the number of returned non-analyzable tests. 
In those studies, results were in favor of OC-Sensor.6, 8, 9 Since then, the FOB-Gold testing 
tube has been modified to facilitate opening the tube and to lower the number of non-
analyzable tests due to a loss of buffer.8

We recently showed that the accuracy in detecting advanced neoplasia (AN) is comparable 
for OC-Sensor and FOB-Gold.13 To facilitate further informed decision making about the 
choice of FIT in population-based screening programs, additional evidence on other 
aspects of FIT that could influence screening effectiveness, such as ease of use and 
participation, is needed. At request of the Dutch minister of Health, we performed a large 
cohort study in which screening invitees were asked to complete both OC-sensor and 
FOB-Gold and assess ease of use and preference of FIT brand by questionnaire. In parallel, 
a randomized trial compared participation rates and the proportions of non-analyzable 
tests between OC-sensor and FOB-Gold.

Participation and ease of use of two FITs in CRC screening 3



METHODS

Study population
This study was embedded within the Dutch CRC screening program between May 2016 
and March 2017. The Dutch CRC screening program started in 2014. It gradually invites 
55 to 75-year old individuals for biennial FIT screening with the FOB-Gold test. Details 
have been described previously.14 The target population for our study consisted of all 
individuals in the South-West region of The Netherlands that that were eligible for first-
round screening in 2016. They were aged 59, 61, 63, 71 and 75. Exclusion criteria were 
identical to those in the Dutch CRC screening program: those with either a life expectancy 
of less than five years, a past proctocolectomy, current treatment for CRC and a history 
of inflammatory bowel disease, were not invited for colonoscopy at consultation after a 
positive FIT.15 Organization and procedures were according to the Dutch CRC screening 
quality guidelines.16

Study design
We conducted a paired cohort study, in which invitees received two FITs (FOB-Gold and 
OC-Sensor) and a randomized trial, in which invitees received only one FIT, either FOB-
Gold or OC-Sensor. To select invitees for both trials, random samples were taken from the 
same target population using a computer-generated algorithm (SPSS, IBM, version 23). 
Individuals selected for the randomized trial were not invited for the paired cohort study, 
and vice versa.

In the paired cohort study, invitees were instructed to sample each FIT from the same 
bowel movement. In the randomized trial, invitees received either a FOB-Gold or an 
OC-Sensor. All FITs were sent to the invitees with postal mail. This invitation package 
additionally included detailed sampling instructions for each test, as prescribed by the 
specific manufacturer, and an informed consent form. Invitees were asked to complete the 
consent and to fill in the stool sampling date.

Invitees for the paired cohort study additionally received a questionnaire about the ease 
of use for the two FITs (Supplementary Material 1). The questionnaire included seven 
factual questions focused on: 1. clarity of instructions on how to open the test, 2. ease of 
opening the test, 3. ease of using the stick, 4. ease of replacing the stick in the tube, 5. ease 
of closing the tube with the cap, 6. clarity of the sampling instructions and 7. the preferred 
test. Question 1-6 could be answered on a five-point scale, anchored at “1. Totally agree” 
to “5. Totally disagree”. Question 7 invited a preference for either the “round test” (FOB-
Gold), the “flat test” (OC-Sensor) or “no preference”. In addition, we invited participants 
to clarify any reasons for their preference. A copy of the questionnaire is included in the 
supplementary material.
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Consenting invitees were asked to return the FIT(s) and the consent form within three 
days after stool sampling to a specialized laboratory for analysis in a study specific sealed 
and pre-paid envelope. Invitees in the paired cohort study were asked to additionally 
return the questionnaire in the same envelope. Returned FITs and informed consent forms 
were checked by specialized laboratory staff. Questionnaires were scanned electronically; 
results were automatically uploaded to a database.

Characteristics of FOB-Gold and OC-Sensor tests
FOB-Gold and OC-Sensor have similar mechanisms for detecting blood in feces, based on 
antibodies to human globin. The difference in sampling tubes is illustrated in Figure 1.3 
The FOB-Gold is a round tube, containing 1.7 ml preservative buffer, with a wide opening 
and two screw caps at each end of the tube, one green cap to which the collection probe 
(stick) is attached and one transparent cap that is used for analysis in the laboratory. The 
probe ends in a serrated tip that should be inserted in the stool sample at four different 
places and replaced in the tube. The OC-Sensor is a flat tube, containing 2.0 ml preservative 
buffer, with a narrow opening and one green ‘clicking’ cap. The collection probe is attached 
to the cap, has a serrated tip and should be scraped through the stool sample in four 
different areas. After replacing the probe in the tube and closing the cap, participants are 
instructed to sway the tube to assure that the sample is fully suspended in the buffer.

Statistical analysis
Excluded from paired analysis were participants with incomplete tests: one or two non-
analyzable tests (due to fecal overload, loss of 2/3 or more of the total buffer volume 
both from visual assess by laboratory staff and by automatic system), missing barcode 
or another technical problem) and participants with an unreliable test result (in case the 
return date was more than six days after sampling or if the sampling date was missing).13 
Differences between FITs in terms of ease of use were compared in the paired cohort 
study using the Wilcoxon signed-rank test statistic. To evaluate the existence of subgroup 
differences (sex, age or socioeconomic status) in the preference for either FOB-Gold, OC-
Sensor, or neither, and to show the magnitude of any such differences we compared their 
reported FIT preference using chi-square statistics.

For each arm of the randomized trial, the participation rate was calculated by dividing the 
number of participants returning the FIT by the total number of invitees. We calculated 
an absolute and a relative difference in participation rate between FOB-Gold and OC-
Sensor with corresponding 95% confidence intervals. We hypothesized there would be 
no substantial difference in participation rate between FOB-Gold and OC-Sensor, the 
test previously used in the Dutch pilot screening program. In testing this, we used a 5% 
non-inferiority margin. Proportions of non-analyzable tests were also assessed in the 
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randomized trial and compared using a chi-square test. Non-analyzability could be due 
to an unreadable barcode, a broken tube, missing buffer, a too large sample or too small 
sample, a missing sample or another reason that made analysis technically impossible.

For subgroup analyses, participants were categorized into two age groups: 55-64 years 
and 65-75 years, because the selected screening invitees in 2016 consisted of five specific 
birth years. Socioeconomic status was assessed by the area social status score (combining 
education, income and employment status) developed by the Netherlands Institute of 
Social Research17, and grouped into quintiles, with 1 being the highest status and 5 being 
the lowest. In all tests except the non-inferiority test for participation, two-sided p-values 
of 0.05 were considered significant. For participation, a one-sided 0.025 significance level 
was used.

Sample size calculations
The sample size for the paired trial was guided by the aim to evaluate differences in 
diagnostic yield, relative sensitivity, and relative specificity, as reported in detail elsewhere.13

Figure 1 FOB-Gold (left) and OC-Sensor (right) fecal immunochemical test

Modified from Schreuders et al. 2016 3
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In the randomized trial, our objective was to yield estimates of the relative participation 
rate of both FITs in CRC screening with sufficient precision to allow national decision 
making on purchasing and implementing one of both tests. We assumed that 50% of 
invitees would participate in the randomized trial. Assuming no difference in participation 
between the two FITs, 2019 individuals were required in each arm of the randomized trial 
to have 90% power in excluding an absolute difference of 5% or more in participation, 
using a significance level of 0.025.

Ethical approval
The study protocol was evaluated by the Dutch National Health Council and approved 
by the Minister of Health (Population Screening Act; no. 769500-135716-PG; date 4 June 
2015) and registered before its initiation at the Dutch Trial Registry as trail no. NTR5874.

RESULTS

Study participants
The study flow is summarized in Figure 2. Baseline characteristics of participants in the 
paired cohort study and the randomized trial are described in Table 1. Half of the participants 
were male and median age was 60 (IQR 59-61). There were significant differences between 
participants in the randomized trial and the paired cohort. The latter consisted of more 
elderly participants, and more participants with a higher socioeconomic status (p<0.001). 
There were no differences in between the two arms of the randomized trial.

Ease of use
Of 42,179 individuals invited to the paired cohort study, 21,078 participated and returned 
two completed FITs, of which 20,727 (98%) also returned the questionnaire (Figure 2). 
Reported answers on ease of use are shown in Table 2 and Figure 3.

Significant but small differences were found for almost all aspects of ease of use, in favor 
of FOB-Gold, except for the clarity of instructions for opening the test (p=0.34). The largest 
difference was found for replacing the stick in the tube, with 94% of participants ‘totally 
agreeing’ or ‘agreeing’ this was easy with FOB-Gold versus 79% indicating the same for 
OC-Sensor, resulting in an absolute difference of 15%. A difference of 5% was found for 
ease of closing the test with the cap: 98% said this was easy (‘totally agree’ and ‘agree’) 
for FOB-Gold compared to 93% for OC-Sensor. Smaller and sometimes tiny differences 
were observed for the other domains: ease of using the stick, ease of opening the test and 
clarity of the sampling instructions.
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Figure 2 Flow of participants in the paired cohort study and in the randomized controlled trial.

Table 1 Baseline characteristics per study arm

Paired cohort p-value** RCT

Total
n=20,727

FOB-Gold
n=936

OC-Sensor
n=940

Male sex, n (%)
Female sex, n (%)

10,425 (50%)
10,302 (50%)

1.0 475 (51%)
461 (49%)

472 (50%)
468 (50%)

Age in years median (IQR)* 60 (58-62) 60 (59-61) 60 (59-61)

55-64, n (%) 17,031 (82%) <0.001 848 (91%) 841 (89%)

65-75, n (%) 3696 (18%) 88 (9%) 99 (11%) 

SES, n (%) <0.001

Very high 4152 (20%) 46 (5%) 49 (5%) 

High 4570 (22%) 117 (13%) 122 (13%) 

Average 3819 (19%) 209 (22%) 217 (23%) 

Low 4845 (23%) 376 (40%) 374 (40%) 

Very low 3294 (16%) 181 (19%) 176 (19%) 

Missing 47 (<1%) 7 (1%) 2 (<1%) 

*Age at time of fecal immunochemical test (FIT) invitation
** Difference between study group in RCT and paired cohort
IQR: interquartile range; SES: socioeconomic status; RCT: randomised controlled trial
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Table 2 Responses per aspect of ease of use for FOB-Gold and OC-Sensor

FOB-Gold OC-Sensor p-value*

‘It was clear how to open the test’ n=17,821 n=17,710 0.34

Totally agree 13,731 (77.0%) 13,524 (76.4%)

Agree 3552 (19.9%) 3673 (20.7%)  

Neutral 362 (2.0%) 395 (2.2%)  

Disagree 146 (0.8%) 92 (0.5%)  

Totally disagree 40 (0.2%) 26 (0.1%)  

 ‘It was easy to open the test’ n=17,794 n=17,688 <0.001

Totally agree 13,927 (78.3%) 12,896 (72.9%)

Agree 3518 (19.8%) 4086 (23.1%)  

Neutral 275 (1.5%) 509 (2.9%)  

Disagree 55 (0.3%) 171 (1.0%)  

Totally disagree 19 (0.1%) 26 (0.1%)  

‘It was easy to use the test with the stick’ n=17,760 n=17,644 <0.001

Totally agree 12,567 (70.8%) 11,298 (64.0%)

Agree 4460 (25.1%) 4912 (27.8%)  

Neutral 600 (3.4%) 1,032 (5.8%)  

Disagree 110 (0.6%) 359 (2.0%)  

Totally disagree 23 (0.1%) 43 (0.2%)  

‘It was easy to replace the stick in the tube’ n=17,783 n=17,681 <0.001

Totally agree 11,587 (65.2%) 8648 (48.9%)

Agree 5084 (28.6%) 5392 (30.5%)  

Neutral 843 (4.7%) 1957 (11.1%)  

Disagree 236 (1.3%) 1520 (8.6%)  

Totally disagree 33 (0.2%) 164 (0.9%)  

‘It was easy to close the test with the cap’ n=17,787 n=17,684 <0.001

Totally agree 13,095 (73.6%) 11,563 (65.4%)

Agree 4304 (24.2%) 4907 (27.7%)  

Neutral 334 (1.9%) 841 (4.8%)  

Disagree 42 (0.2%) 330 (1.9%)  

Totally disagree 12 (0.1%) 43 (0.2%)  

‘Sampling instructions were clear’ n=17,755 n=17,652 <0.001

Totally agree 12,248 (69.0%) 12,036 (68.2%)

Agree 4749 (26.7%) 4787 (27.1%)  

Neutral 607 (3.4%) 641 (3.6%)  

Disagree 120 (0.7%) 148 (0.8%)  

Totally disagree 31 (0.2%) 40 (0.2%)  

* p-values based on Chi-square test statistics
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Preferred FIT
Most participants (59%) did not have a clear preference for either FIT brand, of those with a 
preference, more participants preferred FOB-Gold (36%) than OC-Sensor (5%) (p <0.001%; 
Table 3). Males preferred FOB-Gold slightly more often than females (37% versus 35%) and 
females preferred OC-Sensor more often (5.7% versus 4.5%) (p<0.001). Participants over 
65 years of age were more frequently indifferent compared to younger participants (67% 
versus 57%; p<0.001), as were participants with a lower socioeconomic status, compared 
to those with a higher status (p<0.001).

Figure 3 Responses per aspect of ease of use for FOB-Gold and OC-Sensor
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Of the 6268 participants who preferred FOB-Gold, 1086 (17%) reported a reason for their 
preference. The most frequently reported reason was the wider opening of the tube, which 
made it easier to replace the sampling probe. In addition, the screw-cap was considered 
easier to open and easier and close. Taking a sample by sticking the probe in the stool, as 
with FOB-Gold, was reported easier than scraping, as prescribed for OC-Sensor. Moreover, 
some respondents indicated that less feces was sticking to the probe, making it easier to 
sample the right volume. The grip of the FOB-Gold was also frequently appreciated.

Of the 881 participants that preferred OC-Sensor 175 (20%) provided a reason for their 
preference. Some aspects of preference for OC-Sensor were similar to those reported for 
FOB-Gold, although in smaller proportions, for example the grip and easy closing of the 
cap. Especially appreciated in OC-Sensor was its single cap that avoids any confusion on 
which cap to open and prevents the loss of buffer. Its flat shape was also preferred to 
prevent the test from rolling away before and after sampling.

Participation
In the randomized trial, 936 out of 1923 invitees allocated to receive an FOB-Gold 
participated (48.7%) versus 940 out of 1923 (48.9%) allocated to OC-Sensor (RR = 1.00; 95% 
CI: 0.93 to 1.06) (Figure 2). The absolute difference was -0.2% (95% CI: -3.4% to 3.0%). The 
null hypothesis of a difference of 5% or more was rejected, demonstrating that FOB-Gold 
was non-inferior to OC-Sensor in terms of participation rate (p=0.001).

Table 3 Preferred FIT brand as reported by participants, stratified by sex, age and socioeconomic status

Total
n=17,333

FOB-Gold
n=6268 (36%)

OC-Sensor
n=881 (5%)

No preference
n=10,184 (59%)

p-value

Sex n=17,333 <0.001

- Males 8785 3244 (37%) 391 (4%) 5150 (59%)

- Females 8548 3024 (35%) 490 (6%) 5043 (59%)

Age* n=17,333 <0.001

- 55-64 14,365 5408 (38%) 761 (5%) 8196 (57%)

- 65-75 2968 860 (29%) 120 (4%) 1988(67%)

SES n= 17,295

- Very high 3556 1345 (38%) 210 (6%) 2001 (56%) <0.001

- High 3862 1466 (38%) 182 (5%) 2214 (57%)

- Average 3225 1167 (36%) 166 (5%) 1892 (59%)

- Low 3990 1364 (34%) 202 (5%) 2424 (61%)

- Very low 2662 912 (34%) 120 (5%) 1630 (61%)

FIT: fecal immunochemical test; SES: socioeconomic status
*Age at FIT invitation
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Non-analyzability
One out of 936 FOB-Gold tests (0.1%) could not be analyzed versus four out of 940 OC-
Sensor tests (0.4%; p= 0.18).

DISCUSSION

This study found small, but statistically significant, differences in ease of use in favor of 
FOB-Gold compared with OC-Sensor. FOB-Gold was more often preferred than OC-Sensor, 
but most participants did not express a clear preference for either FIT. Despite these 
differences, our randomized trial showed that participation in the Dutch population based 
CRC screening program was not influenced by the type of FIT offered with the invitation 
sent by postal mail.

This study was conducted within the logistics of the Dutch CRC screening program and 
included a large and representative sample of the screening population. Because the 
study population was screening-naive, their expressed preferences were not influenced 
by a previous experience with one of the tests. With the large study group, we had enough 
power to detect small differences in preferred aspects of use. Nevertheless, some limitations 
have also to be acknowledged. Due to a limited number of screening-naive individuals in 
our study population in 2016, fewer were invited in each arm of the randomized controlled 
trial than we anticipated in our sample size calculations (1923 instead of 2019). Despite this 
failure to reach the targeted number, we could reject inferiority of FOB-Gold in terms of 
participation. Ease of use and preferences were evaluated in a large study with paired design 
and the effects on participation in a randomized trial, in which invitees were randomly 
allocated to one of both tests. These were two different groups, but both groups were 
randomly selected from the same target screening population, facilitating generalizability. 
Participants in our paired cohort, in which ease of use was assessed, were somewhat older 
and more had a higher socioeconomic status than in the randomized trial. Since the two 
arms in the randomized trial were balanced, we feel confident to conclude that any of the 
differences in ease of use have not affected participation. Our questionnaire had been 
tested in a previous study 18, but was not validated for this comparative evaluation. We do 
not expect any selection bias in the responding participants because the participation rate 
in the paired cohort was similar to that in the RCT, and 98% of participants also returned 
the questionnaire. The specific aim of this study was to compare FOB-Gold and OC-Sensor 
because these FITs were implemented in the Dutch CRC screening programme. Although 
these FIT brands are among all available FITs widely used ones, our results cannot be 
generalized to possible differences between other FIT-brands. Although our screening 
naive study population had no experience with one of the FITs, we cannot exclude that 
participant’s responses might have been influenced by the fact that FOB-Gold is the test 
that is currently used in the national Dutch screening program.
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The ease of use was appreciated differently for each FIT for almost all aspects, favoring FOB-
Gold. Most differences were small and might be considered clinically irrelevant, though 
the higher reported ease of replacing the sampled probe into the FOB-Gold tube was 
evident. Earlier studies comparing FOB-Gold and OC-Sensor, did not rely on a survey with 
paired design to assess ease of use, but instead evaluated the number of non-analyzable 
tests and found higher error rates for FOB-Gold.6, 8, 9 We found very few non-analyzable 
tests, and no difference in proportions by FIT. The main reasons for non-analyzability of 
FOB-Gold in former studies were fecal overload8, wrong opening of the tube and loss of 
buffer 9 or ‘incorrect sample manipulation’6. In our study the only non-analyzable FOB-
Gold tube was missing its buffer, despite adaptations of the FOB-Gold’s caps, designed to 
avoid opening of the wrong side of the tube.

Combining analyzability and appreciated ease of use, suggestions for optimal test 
design can be derived. Loss of buffer with FOB-Gold is probably due to the presence of 
two caps, one at each end of tube; this was reported to be more impractical by some of 
the participants. The wide opening of the FOB-Gold tube is appreciated but may lead, in 
rare cases, to over-sampling. On the other hand, a small opening in OC-Sensor can lead 
to under-sampling and appears to be less well appreciated in our study. Considering 
the other reported evaluations of participants on FIT shape, sampling instruction, cap 
opening and closure of these two FITs, the ultimate design could be envisioned. An ideal 
FIT would then be square shaped, have a wide opening, one screw cap, and sampling is 
instructed by sticking the probe in the stool. Possibly, the ideal FIT would positively affect 
the proportion of analyzable FITs.

It is known that participation in CRC screening is generally lower for persons with lower 
socioeconomic status and for ethnic minorities, while CRC incidence and mortality are 
higher in these groups.19-21 To avoid any increase in health inequities within the population 
through screening, any difference in FITs that influences participation by socioeconomic 
or ethnic subgroup is of relevance. Our results show differences in preferences between 
subgroups by sex, age and socioeconomic status, but these were small and inconsequential 
for the screening uptake rate. Hence, we would currently not endorse using different 
tests for different sexes, ages or socioeconomic status. Our results are however based 
on the preferences of those participating in screening and did not include information 
on participant’s ethnic background. Evidence on culturally, ethnically or racially related 
barriers to engage in FOBT- screening is limited, but a disgust of stool handling was 
included in the top five barriers in an ethnically and racial diverse population.22 Although 
future study initiatives that specifically address culturally or ethnically derived barriers to 
engage in FIT screening could be valuable to optimize CRC screening participation, we do 
however not expect big differences in preference between FITs for different ethnic groups.
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The absence of a difference in participation rate for OC-Sensor or FOB-Gold within an 
organized CRC screening program confirms the results of a previous study in the pilot 
program in the Netherlands, in which the uptake was 63% with both tests.8 At time of 
the pilot program, no alternative screening option existed in the Netherlands, while 
invitees in our study had the option to participate in the national screening without 
participating in this study. This probably explains a slightly lower participation rate in our 
evaluation compared with the former study. Other studies have shown significant though 
small differences in favor of OC-Sensor: 59% compared with 62%6 and 45% versus 47%.9 
Whether participation rates in successive screening rounds is influenced by the FIT that 
was distributed in the first round is not yet known, but may be relevant for the evaluation 
of ongoing screening programs.

Continuous evaluation of new strategies to optimize screening program effectiveness and 
reduce possible harms is crucial to guarantee screening quality, and should be performed 
on a routine basis.23 The absence of a difference in participation rates between FOB-Gold 
and OC-Sensor in this study, despite a preference for one particular test in a minority of 
participants and differences in reported ease of use, shows that these small differences 
do not affect the willingness to engage in CRC screening. This result, in combination with 
the evidence that both FITs have an equivalent accuracy to detect AN 13, implies that other 
considerations can guide the selection of a test in population-based screening programs 
for CRC. Cost-effectiveness analyses, efficiency in logistics and efficiency in laboratory 
analyses are other considerations that should be taken into account.
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