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OR:  TEN YEARS IN TEN 

MINUTES



W H Y  D E V E L O P  A  C O L O R E C T A L  C A N C E R  

R I S K  T O O L  I N  P R I M A RY  C A R E ?

• Bowel cancer incidence in Australia is persistently high1

• Screening in Australia is not always risk based

• Average risk people are not doing the FIT test2,3

• Many having colonoscopic screening instead, 

• Too few people at increased risk are not having 

colonoscopies4

1 Globocan http://gco.iarc.fr/today; 2 www.cancerscreening.gov.au; 3 AIHW. NBCSP: monitoring report 2012-2013; 4 Ait Ouakrim, et al. Cancer Prev Res 2012. 5(2): 240-247

http://www.cancerscreening.gov.au/


A I M S

To increase ‘risk-appropriate’ screening using a CRC risk 

prediction tool in general practice



Feasibility and piloting

1. Built prototype

2. Acceptability and feasibility in 
general practice

3. Preliminary trial

Evaluation

1. Larger effectiveness trial in 
general practice

2. Cost effectiveness

3. Implementation study

Implementation

1. Dissemination of findings

2. Long-term follow up

Development 

Identified evidence

1. Systematic review

2. Developed risk model

2. Expert consensus

CRISP program of 
research
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Evidence-based risk tool development 

1. Systematic review of risk tools in primary care

2. Development of risk model

3. Expert consensus 

Feasibility and piloting

1. Built prototype

2. Acceptability and feasibility 
testing with general practice

3. Preliminary trial

Evaluation

1. Larger efficacy trial in general 
practice

2. Cost effectiveness

3. Implementation study

Implementation

1. Dissemination of findings

2. Long-term effectiveness study

Development 

Development: building CRISP



1. Systematic review of cancer risk tools in primary 

care7

• Limited evidence for improving screening behaviour

• Tool use increased if:

• initiated by patient, 

• used by a dedicated clinician, 

• included health promotion and decision support

7 Walker (McIntosh), et al Ann Fam Med 2015 13

Development: cancer risk tools in primary care



2. Development of CRISP risk model 8,9

8 Freedman, et al JCO 2009 27(5):P. 686-6933; 9 Zheng, et al Cancer Epidemiol Biomarkers Prev 2020 29(3) 

Age Sex BMI

Smoking

Medication

(NSAIDS, Ca2+, HRT)

Red meatFruit

Family

history

Screening

history

Development: the CRISP risk model



3. Expert consensus

Development: a multidisciplinary team



Additional study: Risk communication

Feasibility and piloting

1. Built prototype

2. Acceptability and feasibility 
testing with general practice

3. Preliminary trial

Evaluation

1. Larger efficacy trial in general 
practice

2. Cost effectiveness

3. Implementation study

Implementation

1. Dissemination of findings

2. Long-term effectiveness study

Development 

Identified evidence

1. Systematic review

2. Developed risk model

2. Expert consensus 

‘CRISP-Q’



 

 

 

Based on the National Health Guidelines (NHMRC)1 and your level of risk of developing bowel cancer

in the next 5 years, you are recommended to have a Faecal Occult Blood Test (FOBT).
 

Your risk of developing bowel cancer in the next 5 years is 0.32%.
 
 

This diagram shows what would happen to 100, 000 people like you if they have either a  faecal occult

blood test (FOBT), no bowel cancer screening or a colonoscopy.
 

 

 

 
 

We encourage participation in the National Bowel Cancer Screening Program; if you are over 50

years, screen every 2 years using a faecal occult blood test (FOBT). From year 2020 when fully

implemented, all eligible Australians aged 50 to 74 will be offered a free bowel screening test every

two years.
 

 
 

Please note, these recommendations are based on risk information collected at this time and an

understanding that the family relationships and diagnoses provided and downloaded are correct.

Family history may change over time and the patient's screening recommendations might need review.
 

 
 

 

 
1
Australian Cancer Network Colorectal Cancer Guidelines Revision Committee. Guidelines for the Prevention, Early Detection and

Management of Colorectal Cancer. The Cancer Council Australia and Australian Cancer Network, Sydney 2005
 

Date: 16 Mar 2023

Patient's name: jwkebs

DOB: 03 Jan 1968
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Risk communication: ‘CRISP-Q’10

Associated with intention to risk appropriate screening (n=204):

Government logo 

10 Kim, et al Australian Journal of General Practice 2018 47 (3)
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Feasibility and piloting

1. Prototype (CRISP V1.0) 

2. Acceptability and feasibility testing in general 

practice

3. A feasibility trial was conducted in two practices.

Feasibility and 
piloting

Evaluation

1. Larger efficacy trial in general 
practice

2. Cost effectiveness

3. Implementation study

Implementation

1. Dissemination of findings

2. Long-term effectiveness study

Development 

Identified evidence

1. Systematic review

2. Developed risk model

2. Expert consensus 



11 Walker (McIntosh), et al BMC Med Inf and Dec Mak 2017 17 (13); 12 May, et al BMC Health Services Research 2006

GPs, Practice nurses & Practice managers 

• Simulated consultations with the prototype

• Interviews

(Normalisation Process Theory12)

Feasibility and piloting - acceptability and feasibility11

Results

• Acceptable and feasible

• Video analysis: tool made shorter, more 

useable

• Practice nurse delivery



Feasibility and piloting

1. Built prototype

2. Acceptability and feasibility 
testing with general practice

3. Preliminary trial

Evaluation

1. Larger efficacy trial in general 
practice

2. Cost effectiveness

3. Implementation study

Implementation

1. Dissemination of findings

2. Long-term effectiveness study

Development 

Identified evidence

1. Systematic review

2. Developed risk model

2. Expert consensus 

‘CRISP-P’13: 

testing if 

people can use 

the tool without 

assistance

Additional study

13. EC Harty, et al. Family Practice 36 (6), 730-735

• 41% (230) were unable to complete the tool without help

• People who were older, or had English as their second language 

more likely to need assistance (P<0.001)



Evaluation

1. Efficacy RCT

2. Implementation study

3. Cost effectiveness (due 2023)

Feasibility and piloting

1. Built prototype

2. Acceptability and feasibility 
testing with general practice

3. Preliminary trial

Evaluation

Implementation

1. Dissemination of findings

2. Long-term effectiveness study

Development 

Identified evidence

1. Systematic review

2. Developed risk model

2. Expert consensus 



CRISP V 2.0



Both trial arms: ‘How to cut your cancer risk’ (Cancer Council Victoria)

Intervention arm: ‘CRISP’ risk tool delivered by a trained researcher 

before the patient’s GP consultation

CRISP output discussed including risk information and clinical advice

Printouts given for patient and GP

Evaluation Randomised controlled trial: method



Primary outcome: ‘Risk appropriate’ screening at 12 months

Intervention group risk: calculated using CRISP risk of CRC over 5 years

Control group risk: NHMRC guidelines based on family history

Screening data (FIT, colonoscopy): self-report, GP records, hospital data 

(colonoscopies), Medicare data and NBCSP data

Clinical subcommittee: data discrepancies, complex polyp history

Evaluation Randomised controlled trial: method



Secondary outcomes:

• Risk perception, absolute and comparative risk

• State-Trait Anxiety Inventory (STAI) scale

• Cancer-specific anxiety

• Intentions to have CRC screening

• Questionnaires: B/line, 1 month, 6 months and 12 months

Evaluation Randomised controlled trial: method



The primary outcome [n=722 (362 intervention, 360 control)] 99% of primary data 

collected

• 6.5% absolute increase in risk-appropriate screening (95% CI: -0.28 to 13.2%) 

[intervention 71.6% vs control 65%; OR: 1.36 (95% CI: 0.99 to 1.86) p = 0.057] 

• 20.3% absolute increase in those due CRC screening (95% CI:10.3 to 30.4%) 

[intervention 59.8% vs control 38.9%; OR: 2.31 (95% CI 1.51 to 3.53) p < 0.001]

• Overscreening was higher in the intervention group [36 (9.9%):18 (5.0%)]

Secondary outcomes: Increase in intention to screen in intervention group at 1 month, no 

increase in cancer or generalized anxiety.

Evaluation Randomised controlled trial: results14

14 Emery, et al. BJGP 2023



15 Milton, et al Implementation Science 2022 17:31; 16 Damschroder, et al Implementation Science 2019 

4:1 

Methods using the Consolidated Framework 

for Implementation Research15

Evaluation Implementation study15

One practice an implementation 

laboratory

Co-designed implementation methods

12 months of interviews: testing and 

adapting implementation methods in 

an iterative way 



Facilitators:

Valuable tool – encouraged discussion about diet, smoking and screening

Nurses engaged with the co-design and strategies for making it work

Clinic open to change

Barriers:

Time

Competing priorities

Changes in practice policies, staffing and then the pandemic

Implementation



Feasibility and piloting

1. Built prototype

2. Acceptability and feasibility 
testing with general practice

3. Preliminary trial

Evaluation

1. Larger efficacy trial in general 
practice

2. Cost effectiveness

3. Implementation study

Dissemination & long 
term follow up

Development 

Identified evidence

1. Systematic review

2. Developed risk model

2. Expert consensus 

2023/24:

Five-year follow up of primary outcome

Economic evaluation

Dissemination and implementation plan still needed

Dissemination and follow up



We developed a novel Australian risk tool and risk model ‘CRISP’

Co-designed with consumers, clinicians, cancer researchers, epidemiologists and IT 

researchers. Iterative process using implementation science to test for translation into 

practice.

Summary



CRISP was effective in increasing risk appropriate screening in people due for 

screening. Overscreening was a limitation. 

Implementation into clinical practice is acceptable but warrants further exploration to 

make it scalable and sustainable.

Summary
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Q U E S T I O N S ?



• General practices (n=2)

• 73% recruitment rate (n=85)

• 88% retention (n=88%) over 6 months

• No increase in cancer worry

• Sample size developed for larger trial

• Modified methods to reduce time for CRISP delivery

• FIT given by GP if due

Feasibility and piloting – pilot trial1

1 unpublished



In the intervenntion group n=36 (9.9%) were overscreened at 12 months (n = 17 

iFOBT, 47.2% and n = 19 colonoscopies, 52.8%),

in the control group (n = 6 iFOBT, 33.3% and n = 12 colonoscopies, 66.7%)
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