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What is  Health Risk Management?
Definition and goals
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1 Definition
A structured approach to identify, 
assess, reduce and continuously 
monitor health risks in individuals  and 
populations.

2 Goal
Move the center of gravity from treating 
established disease toward prevention, 
early detection and timely intervention.
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Major burden for patients, families and healthcare 
systems.

2 Long deve lopment

Usually develops over years, creating a window for 
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3 Preventable

Precancerous lesions can be detected and removed before 
cancer develops.

4 Curable  if early
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RISK CATEGORY

Average  ris k

Population screening pathway 
based primarily on age and 
screening history.

High ris k

Dedicated clinical pathway when 
family history, hereditary 
syndromes or other major risk 
factors  are present.

1 Age

Risk rises with age.

2 Family his tory

First-degree relatives matter.

3 Gene tic  syndromes

Lynch, FAP, AFAP, MUTYH, and others 
familiar traits.

4 Lifes tyle  fac tors

Smoking, obes ity, alcohol, diet, 
inactivity.

The  firs t management dec is ion is  not “Which te s t?” but “Which risk pathway?”
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Population-level s ignal of bleeding 
risk.

A negative or positive result changes 
the next step in the pathway.

2 Clinica l his tory

Symptoms, family history, 
comorbidity and previous 
investigations change the 
interpretation of risk.

3 Prior colonos copy

Previous adenomas, advanced 
lesions and examination quality 
influence future surveillance.

RISK IS DYNAMIC

Risk changes over time, after every FIT round, and after every colonoscopy.
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1 Primary 
prevention

Lifestyle measures 
reduce the 
probability of 
disease 
developing.

Healthy weight
Physical activity
Smoking 
avoidance
Healthy diet

2 Secondary 
prevention

FIT identifies  
elevated risk and 
colonoscopy 
detects  and 
removes 
precancerous 
lesions.

3 Tertiary 
prevention

Cancer treatment, 
structured 
surveillance and 
prevention of 
recurrence or 
complications.
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1
INVITE

FIT
TEST

FIT negative

Lower immediate risk → 
routine recall according to 
the program interval 2 years.

FIT pos itive

Higher probability of 
s ignificant colorectal 
pathology → colonoscopy.

COL
COLONOSCOPY

FIT does  not diagnose  cancer. It s tra tifies  population risk and de termines  who needs  colonoscopy.
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Detect adenoma Characte rize  les ion Remove  adenoma Inte rrupt progres s ion Prevent CRC

Adenoma de tec tion

A high-quality examination identifies  lesions that carry 
future cancer risk.

Polypectomy

Removing precancerous lesions converts  screening 
from early detection into true cancer prevention.

COLONOSCOPY IS BOTH A DIAGNOSTIC AND PREVENTIVE INTERVENTION
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1 Normal

Routine screening, 
10 years  safe!

2 Low-ris k 
adenoma

Guideline-based 
surveillance usually 
back to  screening 
programme

3 Advanced 
adenoma/  High 
Ris k profile

Closer surveillance 
and quality review, 
usually 3 years

4 Cancer

Staging → MDT → 
treatment → 
surveillance

Increas ing s urve illance  
intens ity →
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Partic ipation

Are eligible people entering 
the program?

FIT pos itivity

Is  the tes t behaving as  
expected?

Colonos copy 
comple tion
Do FIT-positive participants  
complete the pathway?

ADR

Are clinically relevant 
adenomas being detected?

Cecal intubation

Is colonoscopy technically 
complete?

Complications

Is  the program safe?

Inte rval cancers

Are cancers  appearing 
despite recent screening?

PROGRAM PERFORMANCE = UPTAKE × COMPLETION × QUALITY × SAFETY
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1 Procedure  ris ks

Bleeding

Perforation

Post-polypectomy events

2 Sedation ris ks

Respiratory events

Cardiovascular events

Recovery-related risks

3 Safe ty protocols

Patient selection
Informed consent
Standardized procedures
Emergency readiness
Incident review

Safe ty is  a  program outcome—not only an endoscopy-room outcome.
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1
COLLECT USP/HIX

2
ANALYZE

3
FEEDBACK

4
IMPROVE

5
RE-MEASURE

•  Track trends over time and between screening rounds.
•  Identify bottlenecks, variation and preventable adverse outcomes.
•  Translate findings into targeted operational and clinical changes.

CLOSE THE LOOP
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WHO
IS BEING
MISSED

Equity
Are outcomes comparable 
across  groups? Islands?

Acces s
Can people reach FIT, intake 
and colonoscopy?

Adherence
Do FIT-positive participants  
complete colonoscopy?

Socioeconomic  
fac tors
Do transport, income, 
education or health literacy 
create barriers?

Population risk management includes  the  people  
who do not partic ipate.
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Prevention FIT 
invita tion

Colonos copy MDT Treatment Surve illance Evaluation

feedback to improve  the  next 
s creening cycle

Population leve l
Invitation, participation, equity

Clinica l leve l
Diagnosis, MDT, treatment

Sys tem leve l
Quality, capacity, evaluation



Data-Driven Decision-Making
Dashboards turn screening activity into governance

16

CORESA Screening Dashboard

Partic ipa tion

20 %
Colonos copy

209
Polyps

78 %
ADVANCED

37%

Das hboards  USP
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Define the small set of indicators  that matter.

Trans parency s takeholders

Share results  with clinical and program leadership.
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CORESA Screening Dashboard

Partic ipa tion

20 %
Colonos copy

209
Polyps

78 %
ADVANCED

37%

Das hboards  USP

Make performance vis ible.

KPIs  and Quality Indicators

Define the small set of indicators  that matter.

Trans parency s takeholders

Share results  with clinical and program leadership.

CRC

15 cas es  
(5.2%)

Effect s creening
Progression advanced les ions 2-5% (5-10 years)



Future Directions

From population screening to precis ion prevention
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AI

Support les ion detection, quality 
assessment and workflow 
optimization.

Risk predic tion

Combine FIT, age, his tory and previous 
findings to es timate individualized risk.

EHR integration

Connect invitation, results , 
colonoscopy, pathology and 
surveillance in one data pathway.

Pe rsonalized s creening

Move toward intervals  and s trategies  
based on individual risk rather than 
one-s ize-fits-all.



Take-Home Messages

PREVENTABLE

MEASURABLE

IMPROVABLE

Health risk management turns colorectal cancer screening 
into a continuous system of prevention, measurement and 
improvement.

SCREENING SAVES LIVES
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