Appendix B NBCSP information
NBCSP resources

Figure B.1: The NBCSP participant’s screening pathway
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Figure B.2: The NBCSP phase 2 pre-invitation letter
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National Bowel Cancer Screening Program
definitions
Target population
The NBCSP has been phased in gradually to ensure demand for services such as colonoscopy
can be met. Table B.1 outlines the start dates of each phase, and the target age groups.
Table B.1: NBCSP phases and target populations
Phase

Start date

End date

Target ages

Target age birthdays included

1

7 August 2006

30 June 2008

55 and 65 years

1 May 2006–30 June 2008

2

1 July 2008

30 June 2011

50, 55 and 65 years

1 January 2008–31 December 2010

Eligible population
Invitees who were outside the target ages were ineligible to participate and were excluded
from the analyses.
In addition, a person may choose to opt off or suspend participation in the NBCSP, or their
primary health care practitioner may recommend they opt off or suspend participation in the
NBCSP (for example, because of a recent colonoscopy or previous diagnosis of bowel
cancer). A person can opt off or suspend participation at various points along the pathway;
for example, before completing an FOBT, or when following up a FOBT result with their
doctor. People choosing to opt off or suspend participation were classified as ineligible and
excluded from further analysis.

Aboriginal and Torres Strait Islander status
Identification of an individual as Aboriginal and Torres Strait Islander person is based on
self-identification to Medicare Australia through this or other programs. The denominator
for initial participation rates for Aboriginal and Torres Strait Islander peoples is estimated
from the 2006 Census of Population and Housing. See Appendix C for a description of the
method of estimation.

Language spoken at home
Persons were identified as speaking a language other than English at home to Medicare
Australia through this or other programs. The denominator for initial participation rates
stratified by language spoken at home is estimated from the 2006 Census. See Appendix C
for a description of the method of estimation.

Disability status
Disability status refers to those people who returned a completed FOBT kit, and identified a
need for assistance due to a disability. The denominator for initial participation rates
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stratified by disability level is estimated from the 2006 Census of Population and Housing.
See Appendix C for a description of the method of estimation.

Polyps
Colorectal polyps are small growths of colon tissue that protrude into the colonic or rectal
lumen. They are usually asymptomatic, but sometimes cause rectal bleeding, and rarely,
other symptoms. Polyps may occur individually but it is common for a person to have
multiple polyps. They occur more commonly in later life, and hereditary and dietary
(lifestyle) factors may play a part. Polyps may become cancerous and are generally defined
as two main types:
•

Hyperplastic: a type of polyp that has a low risk, if any, of developing into a cancer.
However, people with multiple hyperplastic polyps are associated with an increased risk
of bowel cancer.

•

Adenoma (Adenomatous): a polyp that has a higher chance of becoming cancerous, as it
contains molecular characteristics that are common with adenocarcinoma. See Adenoma
classifications (below).

Polyp number, size and microscopic features may also predict the likelihood of a polyp
becoming cancerous, with larger and flatter (non-stalked) polyps having the higher risk.
During a colonoscopy polyps are removed, thus lowering the risk of bowel cancer
developing in the person.

Adenoma classifications
An adenoma (adenomatous polyp) is a benign tumour that arises from epithelial cells that
line the inside surface of an organ. All adenomas have malignant potential. Adenomas in the
rectum or colon have a higher chance of developing into cancer (adenocarcinoma) than
adenomas in most other organs.
Although nearly all cancers in the colon (adenocarcinoma) arise from adenomas, only a small
minority of adenomas (1 in 20 or less) actually progress to cancer (Ahnen & Macrae 2008).
While most small tubular adenomas have a low risk of progressing to cancer, the risk is
much higher in advanced adenomas.
Adenoma classifications are derived from information reported by colonoscopists and
histopathologists, and are classified as listed below from highest risk (advanced) to lowest
risk (diminutive). Where a person has multiple adenomas, he or she is classified according to
the adenoma having the highest risk.

Advanced adenoma
If any of the indicators of higher risk listed below are present, the adenoma is classified as
advanced:
• Adenoma multiplicity—three or more adenomas present at examination, regardless of
histopathology or size.
•

Adenoma size—a size of 10 millimetres or greater. The measurement of size is subject to
certain problems with accuracy. Where colonoscopy and pathology reports differ in their
recording of size, the larger size has been used.

•

High-grade dysplasia.
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•

Significant villous change or serrated—adenomas recorded as serrated, tubulovillous or
villous on pathology reports.

Small adenoma
A tubular or mixed adenoma between 5 millimetres and 9 millimetres.

Diminutive adenoma
A tubular or mixed adenoma smaller than 5 millimetres.
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