[bookmark: _Hlk142500947]Table 4. Model assumptions about the modality and probability of future screening, dependent on modality and results of prior colorectal cancer (CRC) screening

	If the routine CRC screening* modality was:
	And the result was:
	We assumed the following about their modality for the next wave of routine screening:
	We assumed the following about their probability of adherence for that next wave of routine screening:
	We assumed the following about their probability of adherence to diagnostic testing:
	We assumed the following about their probability of adherence to surveillance testing:

	Screening colonoscopy
	Any result 
(no polyps found, non-cancerous polyps found, cancer diagnosed)
	Modality remains colonoscopy

Offered colonoscopy every 5 years with 10-year interval between colonoscopies received
	To routine colonoscopy offered every 5 years:
· Lower: 16.33% 
· Higher: 22.54%
	Not applicable
	To surveillance if polyps found during routine colonoscopy:
· Lower: 27%
· Higher: 69%

	FIT/FOBT
	Negative
	Modality remains FIT/FOBT 

Offered stool testing every 1 year with 1-year interval between completed tests
	To routine FIT/FOBT testing offered annually:
· Lower: 6% 
· Higher: 8%
	To diagnostic colonoscopy after positive FIT/FOBT:
· Lower: 20% 
· Higher: 82%
	

	FIT/FOBT
	Positive, but no diagnostic colonoscopy was completed 
	Modality remains FIT/FOBT

Offered stool testing every 1 year with 1-year interval between completed tests
	To routine FIT/FOBT testing offered annually:
· Lower: 6%
· Higher: 8%
	To diagnostic colonoscopy after positive FIT/FOBT:
· Lower: 20% 
· Higher: 82%
	

	FIT/FOBT
	Positive, and a diagnostic colonoscopy was completed 
	Modality may change or remain the same.

Change to diagnostic colonoscopy scenario: Change modality to colonoscopy regardless of whether polyps are found during diagnostic exam

Offered colonoscopy every 5 years with 10-year interval between colonoscopies received

Remain with FIT/FOBT scenario: Remain FIT/FOBT regardless of whether polyps are found during diagnostic exam

Offered stool testing every 1 year with 1-year interval between completed tests
	To routine colonoscopy offered every 5 years (if modality changes):
· Lower: 16.33% 
· Higher: 22.54%

To routine FIT/FOBT testing offered annually (if modality remains the same):
· Lower: 6%
· Higher: 8%


	To diagnostic colonoscopy after positive FIT/FOBT:
· Lower: 20% 
· Higher: 82%
	To surveillance if polyps found during routine colonoscopy (if modality changes):
· Lower: 27%
· Higher: 69%





*This could be the first wave of CRC screening received through CRCCP or a subsequent wave of routine CRC screening.





Table 5. Simulated colorectal cancer (CRC) related health outcomes over the lifetime of the Colorectal Cancer Control Program (CRCCP) cohort, overall and by initial screening modality, with no intervention (primary counterfactual), and the incremental change in health outcomes with the CRCCP-provided screening (assuming lower background screening and switch to colonoscopy scenarios)* 

	
	Combined colonoscopy and FIT/FOBT cohorts (N=78,685)
	Colonoscopy cohort
(N=28,978)
	FIT/FOBT cohort
(N=49,707)

	Health Outcome, average (95% confidence interval)
	No intervention
	Incremental change with CRCCP-provided screening 
	No intervention
	Incremental change with CRCCP-provided screening 
	No intervention
	Incremental change with CRCCP-provided screening 

	
	Absolute number by cohort

	Total CRC cases
	4,369.5          (4,357.8, 4,381.2)
	-670.6                   
(-675.8, -665.4)
	1,362.9 
(1356.2, 1369.6)
	-534.8 
(-539.2, -530.4)
	3,006.6     (2,996.5, 3,016.7)
	-135.8                     (-138.3, -133.3)

	Stage 1 cases
	550.1          
(545.3, 554.9)
	-18.6                     
(-21.6, -15.6)
	183.9 
(181.4, 186.4)
	-24.8 
(-27.1, -22.5)
	366.2                     (362.0, 370.4)
	+6.2
(+4.8, +7.6)

	Stage 2 cases
	688.5           
(683.2, 693.8)
	-66.9                     
(-69.6, -64.2)
	221.9 
(218.9, 224.9)
	-59.7 
(-61.9, -57.5)
	466.6  
(462.4, 470.8)
	-7.2                          (-8.7, -5.7)

	Stage 3 cases
	1,731.1       
(1,723.2, 1,739.0)
	-298.6                   
(-303.0, -294.2)
	530.3 
(525.5, 535.1)
	-233.4 
(-237.1, -229.7)
	1,200.8   (1,194.0, 1,207.6)
	-65.2                       (-67.3 ,-63.1)

	Stage 4 cases
	1,399.8      
(1,392.8, 1,406.8)
	-286.5                   
(-290.1, -282.9)
	426.8 
(423.0, 430.6)
	-216.8 
(-219.7, -213.9)
	973.1          (967.7, 978.5)
	-69.7                       (-71.5, -67.9)

	CRC deaths
	1,709.9       
(1,702.1, 1,717.7)
	-323.1                   
(-326.7, -319.5)
	579.6 
(574.8, 584.4)
	-256.1 
(-259.3, -252.9)
	1,130.3     (1,124.3, 1,136.3)
	-67.0                          (-68.7, -65.3)

	Life-years lost
	21,062.5            (20,947.8, 21,177.2)
	-4,417.3                 (-4,478.8, -4,355.8)
	7,508.4 
(7427.1, 7589.7)
	-3,549.7 
(-3,602.9, -3,496.5)
	13,554.1  (13,467.5, 13,640.7)
	-867.6                     (-891.7, -843.5)

	
	Rate per 100,000 population

	Total CRC cases
	5,553.2  
(5,538.4, 5,568.0)
	-852.3                       (-858.9, -845.7)
	4,703.2 
(4,680.1, 4,726.3)
	-1,845.5 
(-1,860.7, -1,830.3)
	6,048.7       (6,028.4, 6,069.0)
	-273.2                     (-278.2, -268.2)

	Stage 1 cases
	699.1                   (693.0, 705.2)
	-23.6                             (-27.4, -19.8)
	634.6 
(625.9, 643.3)
	-85.5 
(-93.3, -77.7)
	736.7  
(728.2, 745.2)
	+12.5
(+9.6, +15.4)

	Stage 2 cases
	875.0 
 (868.2, 881.8)
	-85.0                         (-88.4, -81.6)
	765.8 
(755.4, 776.2)
	-206.2 
(-213.9, -198.5)
	938.7  
(930.3, 947.1)
	-14.4                       (-17.4, -11.4)

	Stage 3 cases
	2,200.0         (2,190.0, 2,210.0)
	-379.5                          (-385.1, -373.9)
	1,830.0 
(1,813.4, 1,846.6)
	-805.6 
(-818.4, -792.8)
	2,415.7  
(2,402.1, 2,429.3)
	-131.1                     (-135.4, -126.8)

	Stage 4 cases
	1,779.1  
(1,770.2, 1,788.0)
	-364.1                           (-368.7, -359.5)
	1,472.8 
(1,459.7, 1,485.9)
	-748.3 
(-758.3, -738.3)
	1,957.6  
(1,946.7, 1,968.5)
	-140.2                     (-143.9, -136.5)

	CRC deaths
	2,173.1  
(2,163.2, 2,183.0)
	-410.7                           (-415.2, -406.2)
	2,000.1 
(1,983.6, 2,016.6)
	-883.7 
(-894.8, -872.6)
	2,274.0         (2,261.9, 2,286.1)
	-134.9                     (-138.3, -131.5)

	Life-years lost
	26,768.1  
(26,622.3, 26,913.9)
	-5,613.9                       (-5,692.1, -5,535.7)
	25,910.7 
(25,630.1, 26,191.3)
	-12,249.6 
(-12,433.2, 
-12,066.0)
	27,267.9  (27,093.7, 27,442.1)
	-1,745.4                   (-1,793.9, -1,696.9)



*In this analysis, we assumed a lower background level of routine screening, diagnostic testing, and surveillance in the future (and during the year of intervention for the counterfactual). We also assumed that following a diagnostic colonoscopy after a positive FIT/FOBT, the routine screening modality will thereafter be colonoscopy.



1

Table 6. Simulated colorectal cancer (CRC) related health outcomes over the lifetime of the Colorectal Cancer Control Program (CRCCP) cohort, for the combined and fecal immunochemical test (FIT)/fecal occult blood test (FOBT) cohorts, with no intervention (primary counterfactual), and the incremental change in health outcomes with the CRCCP-provided screening (assuming higher background screening and remain with FIT/FOBT scenarios)* 

	
	Combined colonoscopy and FIT/FOBT cohorts (N=78,685)
	FIT/FOBT cohort
(N=49,707)

	Health outcome, average (95% confidence interval)
	No intervention
	Incremental change with CRCCP-provided screening 
	No intervention
	Incremental change with CRCCP-provided screening 

	Absolute number per cohort size

	Total CRC cases
	3,929.2  
(3,917.2, 3,941.2)
	-622.7                       (-627.7, -617.7)
	2,752.4     (2,742.7, 2,762.1)
	-136.1                      (-138.8, -133.4)

	Stage 1 cases
	575.7  
(570.7, 580.7)
	-25.2                           (-28.0, -22.4)
	405.4  
(401.3, 409.5)
	+4.0
(+2.5, +5.5)

	Stage 2 cases
	662.4  
(657.4, 667.4)
	-67.1                          (-70.0, -64.2)
	466.3  
(462.2, 470.4)
	-8.8
(-10.5, -7.1)

	Stage 3 cases
	1514.4  (1507.2,1521.6)
	-274.3                         (-278,-270.6)
	1,060.4  
(1053.8, 1,067.0)
	-64.2
(-66.2, -62.2)

	Stage 4 cases
	1,176.6  
(1,170.4, 1,182.8)
	-256.1                         (-259.7, -252.5)
	820.3  
(815.1, 825.5)
	-67.0
(-68.8, -65.2)

	CRC deaths
	1,539.3  
(1,532.4, 1,546.2)
	-304.5                      (-308.0, -301.0)
	1,037.4     (1,031.9, 1,042.9)
	-68.1                        (-69.8, -66.4)

	Life-years lost
	19,475.6  (19,364.7, 19,586.5)
	-4,193.2                      (-4,249.0, -4,137.4)
	12,775.5   (12,688.6, 12,862.4)
	-880.7                      (-906.5, -854.9)

	Rate per 100,000 population

	Total CRC cases
	4993.5         (4978.3,5008.7)
	-791.4                                       (-797.8,-785)
	5,537.2       (5,517.6, 5,556.8)
	-273.7                     (-279.2, -268.2)

	Stage 1 cases
	731.7         (725.3,738.1)
	-32.1                                       (-35.6,-28.6)
	815.6  
(807.3, 823.9)
	+8.1                  (+5.1, +11.1)

	Stage 2 cases
	841.9         (835.5,848.3)
	-85.3                                       (-89,-81.5)
	938.0  
(929.7, 946.3)
	-17.8                       (-21.1, -14.5)

	Stage 3 cases
	1924.7         (1915.5,1933.9)
	-348.6                                       (-353.3,-343.9)
	2,133.3  
(2,120.1, 2,146.5)
	-129.2                     (-133.2, -125.2)

	Stage 4 cases
	1495.3         (1487.3,1503.2)
	-325.4                                       (-330,-320.9)
	1,650.3  
(1,639.8, 1,660.8)
	-134.9                      (-138.5, -131.3)

	CRC deaths
	1956.3         (1947.5,1965.1)
	-387                                       (-391.4,-382.6)
	2,087.0           (2,075.9, 2,098.1)
	-137.0                            (-140.5, -133.5)

	Life-years lost
	24751.3         (24610.4,24892.3)
	-5329.1                                       (-5400,-5258.1)
	25,701.6 
(25,526.8, 25,876.4)
	-1,771.7                    (-1,823.6, -1,719.8)



*In this analysis, we assumed a higher background level of routine screening, diagnostic testing, and surveillance in the future (and during the year of intervention for the counterfactual). We also assumed that following a diagnostic colonoscopy after a positive FIT/FOBT, the routine screening modality will remain FIT/FOBT. 


Table 7. Simulated colorectal cancer (CRC) related health outcomes over the lifetime of the Colorectal Cancer Control Program (CRCCP) cohort, for the combined and fecal immunochemical test (FIT)/fecal occult blood test (FOBT) cohorts, with no intervention, and the incremental change in health outcomes with the CRCCP-provided screening (assuming lower background screening and remain with FIT/FOBT scenarios)*

	
	Combined colonoscopy and FIT/FOBT cohorts (N=78,685)
	FIT/FOBT cohort
(N=49,707)

	Health outcome, average (95% confidence interval)
	No intervention
	Incremental change with CRCCP-provided screening 
	No intervention
	Incremental change with CRCCP-provided screening 

	Absolute number per cohort size

	Total CRC cases
	4,371.1  
(4,359.5, 4,382.7)
	-662.6                   (-667.8, -657.4)
	3,008.2              (2,998.1, 3,018.3)
	-127.8                     (-130.3, -125.3)

	Stage 1 cases
	550.1  
(545.3, 554.9)
	-18.2                     (-21.2, -15.2)
	366.2                  (362.0, 370.4)
	6.6                                   (5.2, 8.0)

	Stage 2 cases
	688.7   
(683.4, 694.0)
	-66.0                         (-68.6, -63.4)
	466.8  
(462.6, 471.0)
	-6.2                                   (-7.7, -4.8)

	Stage 3 cases
	1,731.9  
(1,724.1, 1,739.7)
	-295.0                      (-299.4,-290.6)
	1,201.6  
(1,194.8, 1,208.4)
	-61.6                                   (-63.7, -59.5)

	Stage 4 cases
	1400.5  (1393.5,1407.5)
	-283.4                    (-287,-279.8)
	973.7  
(968.3, 979.1)
	-62.0
(-69.4, -54.6)

	CRC deaths
	1,710.3  
(1,702.5, 1,718.1)
	-320.5                          (-324.1, -316.9)
	1,130.7         (1,124.7, 1,136.7)
	- 64.4                      (-66.0, -62.8)

	Life-years lost
	21,064   (20,949.1, 21,178.9)
	-4,394.3                     (-4,456.0, -4332.6)
	13,555.6  (13,468.9, 13,642.3)
	-844.6                     (-868.7, -820.5)

	Rate per 100,000 population

	Total CRC cases
	5,555.2  
(5,540.4, 5,570.0)
	-842.1                   (-848.7, -835.5)
	6,051.9       (6,031.6, 6,072.2)
	-257.1                    
(-262.1, -252.1)

	Stage 1 cases
	699.2  
(693.1, 705.3)
	-23.1                              (-26.9, -19.3)
	736.8  
(728.3, 745.3)
	+13.3
(+10.5, +16.1)

	Stage 2 cases
	875.2  
(868.4, 882.0)
	-83.8                      (-87.1, -80.5)
	939.0  
(930.6, 947.4)
	-12.5                      
(-15.4, -9.6)

	Stage 3 cases
	2,201.0  
(2,191.1, 2,210.9)
	-374.9                            (-380.5, -369.3)
	2,417.3  
(2,403.7, 2,430.9)
	-123.8                    
(-128.0, -119.6)

	Stage 4 cases
	1,779.8  
(1,770.9, 1,788.7)
	-360.2                          (-364.8, -355.6)
	1,958.8  
(1,947.9, 1,969.7)
	-134.0                         (-137.6, -130.4)

	CRC deaths
	2,173.6  
(2,163.7, 2,183.5)
	-407.3                   (-411.8, -402.8)
	2,274.8      (2,262.7, 2,286.9)
	-129.6                    
(-132.9, -126.3)

	Life-years lost
	26,770.0 (26,623.9, 26,916.1)
	-5,584.7                         (-5,663.2, -5,506.2)
	27,271.0       (27,096.5, 27,445.5)
	-1,699.2                  (-1,747.6, -1,650.8)



*In this analysis, we assumed a lower background level of routine screening, diagnostic testing, and surveillance in the future (and during the year of intervention for the counterfactual). We also assumed that following a diagnostic colonoscopy after a positive FIT/FOBT, the routine screening modality will remain FIT/FOBT. 

Table 8. Simulated colorectal cancer (CRC) related health outcomes over the lifetime of the combined colonoscopy and fecal immunochemical test (FIT)/fecal occult blood test (FOBT) cohort with no intervention (secondary counterfactual), and the incremental change in health outcomes with the Colorectal Cancer Control Program (CRCCP)-provided screening 


	Health outcome,
average (95% confidence interval)
	Lower background screening
	Higher background screening

	
	No intervention
	Incremental change with CRCCP intervention – switch with diagnostic colonoscopy
	Incremental change with CRCCP intervention – remain with FIT/FOBT
	No intervention
	Incremental change with CRCCP intervention – switch with diagnostic colonoscopy
	Incremental change with CRCCP intervention – remain with FIT/FOBT

	Absolute numbers for combined colonoscopy and FIT/FOBT cohorts (N=78,685)

	Total CRC cases*
	4,983.6 
(4,972.4, 4994.8)
	-1,290 
(-1,297.3, -1,282.7)
	-1,280.3 
(-1,287.6, -1,273.0)
	4,991.0 
(4,978.4, 5,003.6)
	-1,705.5 
(-1,714.4, -1,696.6)
	-1,688.6 
(-1.697.5, 
-1.679.7)

	Stage 1 cases
	552.0
	-20.7
	-20.4
	550.8
	-4.1
	-2.0

	Stage 2 cases
	736.0
	-118.2
	-116.9
	739.0
	-144.6
	-141.8

	Stage 3 cases
	2,011.8
	-584.8
	-580.5
	2,012.8
	-784.0
	-777.3

	Stage 4 cases
	1,683.8
	-566.3
	-562.6
	1,688.2
	-772.8
	-767.5

	CRC deaths
	1,965 
(1,956.2, 1,973.8)
	-588.1 
(-592.8, -583.4)
	-585.1 
(-589.8, -580.4)
	1,963.9 
(1,954.7, 1,973.1)
	-740.6 
(-746.5, -734.7)
	-735.3 
(-741.2, -729.4)

	Life-years lost
	23,564.7 (23,439.4, 23,690.0)
	-7,013.5 
(-7,079.7, -6,947.3)
	-6,990.2 
(-7,056.0, -6,924.4)
	23,590.4 
(23,456.0, 23,724.8)
	-8,443.0 
(-8,529.5, -8,356.5)
	-8,401.1 
(-8,487.1,
-8,315.1)

	Rate per 100,000 population

	Total CRC cases*
	6,333.6 
(6,319.3, 6,347.9)
	-1,639.5 
(-1,648.8, -1,630.2)
	-1,627.2 
(-1,636.5, -1,617.9)
	6,342.9 
(6,326.9, 6,358.9)
	-2,167.5
(-2,178.8, -2,156.2)
	-2,146.1 
(-2,157.4,
-2,134.8)

	Stage 1 cases
	701.6
	-26.3
	-25.9
	700.0
	-5.2
	-2.5

	Stage 2 cases
	935.4
	-150.2
	-148.5
	939.2
	-183.8
	-180.3

	Stage 3 cases
	2,556.8
	-743.2
	-737.8
	2,558.1
	-996.3
	-987.8

	Stage 4 cases
	2,139.9
	-719.8
	-715.0
	2,145.6
	-982.2
	-975.5

	CRC deaths
	2,497.3 
(2,486.1, 2,508.5)
	-747.4 
(-753.4, -741.4)
	-743.6 
(-749.6, -737.6)
	2,495.9 
(2,484.2, 2,507.6)
	-941.2 
(-948.7, -933.7)
	-934.5 
(-942.0, -927.0)

	Life-years lost
	29,948.1 (29,788.8, 30,107.4)
	-8,913.4 
(-8,997.5, -8,829.3)
	-8,883.7 
(-8,967.4, -8,800.0)
	29,980.8 
(29,810.0, 30,151.6)
	-10,730.1 
(-10,840.0, 
-10,620.2)
	-10,676.8 
(-10,786.1,
-10,567.5)



*Uncertainty intervals are provided for all CRC cases combined, not by stage.
Table 9. Simulated colorectal cancer (CRC) related health outcomes over the lifetime of the colonoscopy cohort with no intervention (secondary counterfactual), and the incremental change in health outcomes with the Colorectal Cancer Control Program (CRCCP)-provided screening.  

	[bookmark: _Hlk121984555]Health outcome, average (95% confidence interval)
	Lower background screening
	Higher background screening

	
	No intervention
	Incremental change with CRCCP intervention
	No intervention
	Incremental change with CRCCP intervention

	Absolute numbers for colonoscopy cohort (N=28,978)

	Total CRC cases*
	1,884.1
(1,876.0, 1,892.2)
	-1,055.6
(-1,062.5, -1,048.7)
	1,884.6
(1,876.0, 1,893.2)
	-1,192.1
(-1,199.5, -1,184.7)

	Stage 1 cases
	203.0
	-43.3
	201.7
	-61.4

	Stage 2 cases
	274.5
	-113.9
	277.2
	-137.1

	Stage 3 cases
	765.0
	-466.3
	763.5
	-518.4

	Stage 4 cases
	641.7
	-432.1
	642.3
	-475.2

	CRC deaths
	803.2   
 (796.9, 809.5) 
	-481.2
(-485.7, -476.7)
	799.7
(794.4, 805.0)
	-532.8
(-537.6, -528.0)

	Life-years lost
	9,784.9
(9,696.1, 9,873.7)
	-5,807.7
(-5,872.9, -5,742.5)
	9,777.4
(9,695.0, 9,859.8)
	-6,372.2
(-6,441.0, -6,303.4)

	Rate per 100,000 population

	Total CRC cases*
	6,501.7
(6,473.8, 6,529.6)
	-3,642.7
(-3,666.6, -3,618.8)
	6,503.5
(6,473.7, 6,533.3)
	-4,113.7
(-4,139.3, -4,088.1)

	Stage 1 cases
	700.4
	-149.5
	695.9
	-212.0

	Stage 2 cases
	947.1
	-393.0
	956.4
	-473.0

	Stage 3 cases
	2,639.9
	-1,609.0
	2,634.7
	-1,788.9

	Stage 4 cases
	2,214.3
	-1,491.2
	2,216.5
	-1,639.8

	CRC deaths
	2,771.9
(2,750.2, 2,793.6)
	-1,660.7
(-1,676.2, -1,645.2)
	2,759.5
(2,741.1, 2,777.9)
	-1,838.7
(-1,855.3, -1,822.1)

	Life-years lost
	33,766.7
(33,460.4, 34,073.0)
	-20,041.9
(-20,266.9, 
-19,816.9)
	33,740.7
(33,456.4, 34,025.0)
	-21,989.8
(-22,227.4, 
-21,752.2)


*Uncertainty intervals are provided for all CRC cases combined, not by stage.
Table 10. Simulated colorectal cancer (CRC) related health outcomes over the lifetime of the fecal immunochemical test (FIT)/ fecal occult blood test (FOBT) cohort with no intervention (secondary counterfactual), and the incremental change in health outcomes with the Colorectal Cancer Control Program (CRCCP)-provided screening.  

	Health outcome, average (95% confidence interval)
	Lower background screening
	Higher background screening

	
	No intervention
	Incremental change with CRCCP intervention – switch with diagnostic colonoscopy
	Incremental change with CRCCP intervention – remain with FIT/FOBT
	No intervention
	Incremental change with CRCCP intervention – switch with diagnostic colonoscopy
	Incremental change with CRCCP intervention – remain with FIT/FOBT

	Absolute numbers for FIT/FOBT cohort (N=49,707)

	Total CRC cases*
	3,099.5         (3,090.8, 3,108.2)
	-234.4
(-237.7, -231.1)
	-224.8
(-228.0, -221.6)
	3,106.4            (3,097.7, 3,115.1)
	-513.4                           (-518.0, -508.8)
	-496.6                      (-501.1, -492.1)

	Stage 1 cases
	349.1
	+22.6
	+22.9
	349.2
	57.3
	59.5

	Stage 2 cases
	461.5
	-4.3
	-3.0
	461.9
	-7.5
	-4.8

	Stage 3 cases
	1246.8
	-118.5
	-114.3
	1249.3
	-265.6
	-258.9

	Stage 4 cases
	1042.1
	-134.2
	-130.5
	1046
	-297.6
	-292.4

	CRC deaths
	1,161.7             (1,155.2, 1,168.2)
	-106.2
(-108.9, -104.7)
	-103.9
(-106.0, -101.8)
	1,164.2     (1,157.7, 1,170.7)
	-207.8                     (-210.8, -204.8)
	-202.5                       (-205.4, -199.6)

	Life-years lost
	13,779.8           (13,688.7, 13,870.9)
	-1,205.8
(-1,235.9, -1,175.7)
	-1,182.4
(-1,212.5,
-1,152.3)
	13,813.0 (13,721.4, 13,904.6)
	-2,070.8                        (-2,111.1, -2,030.5)
	-2,028.9                  (-2,067.9, -1,989.9)

	Rate per 100,000 population

	Total CRC cases*
	6,235.6
(6,218.1, 6,253.1)
	-471.6                     (-478.1, -465.1)
	-452.2                        (-458.7, -445.7)
	6,249.3              (6,231.8, 6,266.8)
	-1,032.9                         (-1,042.3, -1,023.5)
	-999.0
(-1,008.1, -989.9)

	Stage 1 cases
	702.3
	+45.4
	+46.2
	702.5
	+115.3
	+119.6

	Stage 2 cases
	928.5
	-8.6
	-6.0
	929.2
	-15.1
	-9.6

	Stage 3 cases
	2508.3
	-238.5
	-229.9
	2513.4
	-534.3
	-520.8

	Stage 4 cases
	2096.5
	-270.0
	-262.5
	2104.2
	-598.8
	-588.2

	CRC deaths
	2337.2               (2324.1, 2350.3)
	-215.0
(-219.1, -210.9)
	-209.0
(-213.1, -204.9)
	2,342.1             (2,328.9, 2,355.3)
	-418.0                              (-424.0, -412.0)
	-407.4                            (-413.2, -401.6)

	Life-years lost
	27,722.0           (27,538.8, 27,905.2)
	-2,425.8                         (-2,486.3, -2,365.3)
	-2,378.8                       (-2,439.3, 
-2,318.3)
	27,788.9 (27,604.7, 27,973.1)
	-4,166.0                        (-4,247.0, -4,085.0)
	-4,081.7                         (-4,160.3, -4,003.1)


*Uncertainty intervals are provided for all CRC cases combined, not by stage.
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