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This document is designed to provide guidance on the use of a quantitative faecal 
immunochemical test (FIT) for faecal haemoglobin (f-Hb) as an adjunct to clinical acumen 
so that referral and investigation of patients with colorectal symptoms can be targeted to 
those with the highest risk of significant colorectal pathology.  

Individual symptoms are poor predictors of colorectal cancer1,2. The predictive value of 
colorectal symptoms can be improved using FIT3,4,5. Twenty-two percent(19-28%) of Scottish 

patients with colorectal symptoms, will have a f-Hb  10gHb/g faeces3,4,5,6. Up to 95% (84-

95%) of patients referred who are then diagnosed with colorectal cancer will have a f-Hb  

10g Hb/g faeces4,5,7,8. Referral and management triage applying qFIT in symptomatic 
patients, shortens time to diagnosis, is cost effective and there is emerging data that its 
application may result in a migration to an earlier cancer stage at diagnosis3,9. qFIT will also 
prevent harm through the avoidance of investigations in patients who are not likely to have 
significant pathology.  

With the return to pre-Pandemic endoscopy activity, most Boards will have endoscopy 

capacity to ensure that patients with colorectal symptoms AND a f-Hb  10gHb/g faeces 
are investigated in a timely manner, along with competing demands such as bowel 
screening. If a FIT is requested for asymptomatic, vague, acute or non-colorectal symptoms, 

12% will still have a f-Hb  10gHb/g faeces, but the costs and endoscopy demand will not 
be sustainable, patients will continue to wait for their investigations and the diagnostic yield 
will be low10. There are alternative referral pathways and bowel cancer screening (if eligible) 
for these patients.  

As an adjunct to clinical acumen, primary care clinicians are strongly encouraged  

• To provide a qFIT result (where it is available in primary care) at the time of referral, 
except for patients with a rectal or abdominal mass, or where there is a reason that 
prevents completion of the FIT. Primary care clinicians have been asked to make the 
reason for the incomplete FIT clear in the referral.  

• To provide a blood Hb and where it is indicated a serum ferritin and iron studiesa to 
complete the investigations for iron deficiency anaemia.  

• To request a second qFIT where the patient has severe persistent symptoms AND a f-

Hb < 10gHb/g faeces if referral is considered.  

• To only refer patients who have 

o a f-Hb  10gHb/g faeces,  
o a rectal mass,  
o an abdominal mass,  
o iron deficiency anaemia, 



o a family history of colorectal cancer that requires screening outwith the
bowel screening programme11,

o colorectal symptoms and a patient who is unable to complete a qFIT,
o severe persistent symptoms where there is a significant clinical concern of

significant pathology despite two f-Hb < 10gHb/g faeces,
o severe persistent symptoms requiring symptom management.

These recommendations are to align with the current colorectal referral guidelines for 
Urgent Suspicion of Cancer (USoC) as provided below12. 

- A persistent (>4week) change in bowel habit, especially to looser stool, not simple
constipation

- Repeated rectal bleeding without an obvious anal cause
- Any blood mixed with the stool
- Abdominal pain associated with weight loss
- Iron deficiency anaemia (symptomatic or asymptomatic)

As an adjunct to clinical acumen, Secondary Care clinicians are strongly encouraged to 
review the referral symptoms with the qFIT result. Table 2 proposes a referral triage for 
review and investigation. The following is recommended 

▪ Priority access to investigation should be provided for patients who have a f-Hb 400

gHb/g faeces, an abdominal or a rectal mass.
▪ Where resources allow, priority access may be appropriate for those patients with 

both iron deficiency anaemia and a f-Hb 10-399 gHb/g faeces. The data is currently 
under review. Iron deficiency anaemia is a low Hb, defined by the local laboratory 
criteria AND either a ferritin < 30g/L OR a ferritin 30-100g/L AND a low serum iron 
with a transferrin > 3g/L.

▪ In the absence of an abdominal or rectal mass, Secondary Care clinicians are strongly 
encouraged not to triage patients direct to investigation where the f-Hb < 10gHb/g 
faeces.

▪ Patients referred with a f-Hb < 10gHb/g faeces, excluding those with a rectal or 
abdominal mass, may be triaged to Urgent or Routine clinic appointments while 
clinical resources remain challenged. Please be mindful that in the presence of a f-Hb 
< 10gHb/g faeces, the USoC upper gastrointestinal investigation requirements for 
iron deficiency anaemia may persist. (see National Iron Deficiency Anaemia 
Pathway).

▪ To help support patients from backgrounds, who are less likely to complete a qFIT, 
Secondary Care consider carefully the triage of those patients who do not return a 
qFIT to Primary or Secondary Care. Primary Care clinicians have been encouraged to 
advise, in the referral, if there is an expectation that the qFIT will not be completed 
for socioeconomic, ethnic or other reasons.

▪ Discharge of patients who have not completed a qFIT, without a clinical review, is 
NOT acceptable where

o the Primary Care clinician has advised that the patient has an incapacity 
preventing qFIT completion, declined FIT for legitimate reasons or unlikely to 
complete the qFIT for socioeconomic reasons as provided in the referral OR
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o the Primary Care clinician has referred the patient requesting symptom 
management  

o the Primary Care clinician has referred the patient with persistent severe 
symptoms and has raised a clinical concern of significant colorectal pathology 
in the referral. 

▪ For all other patients, except those with an abdominal or rectal mass, it would be 
appropriate for secondary care to send a further qFIT or reminder to complete 
where a qFIT has not been completed. A pause of the waiting times measure is 
legitimate while the result is pending.  

▪ Where resources allow and a patient is referred with persistent symptoms and only 

one qFIT completed with a f-Hb < 10gHb/g faeces, that a second qFIT be 
considered. There is growing evidence that requesting a second qFIT, in patients 

where the first f-Hb was < 10gHb/g faeces, increases the qFIT sensitivity from 84 to 
97%13. It will however, also increase colonoscopy demand by up to 9.7% unless 
applied only in patients with persistent symptoms13.  

Secondary Care Referral Triage Categories will vary dependent on local resources however 
the following recommendations are designed to support the application of the qFIT 
guidance provided to primary care (see Primary Care Guidance).  

Prioritised Urgent Suspicion of Cancer access should be given to patients with an abdominal 

or rectal mass or a qFIT ≥ 400 gHb/g faeces. Where there is capacity, direct to test triage 
should be considered.  

Urgent Suspicion of Cancer access should be given to patients with a qFIT ≥ 10 and < 400 

gHb/g faeces or for those patients who are not able to provide a qFIT sample for specific 
reasons as provided in the referral. Where there is capacity, direct to test triage should be 
considered for those with a qFIT result and clinical review for those without a qFIT result.  

Urgent access should be given to patients with a qFIT < 10gHb/g faeces and iron deficiency 
anaemia or a primary care referral advising ongoing concerns of colorectal cancer. Clinical 
assessment of both groups of patients in the first instance is advised.  

Routine access is recommended for all remaining patients. Direct to test triage of these 
patients is strongly discouraged. A second qFIT is advised if there are ongoing clinical 
concerns.  
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**The above guidance has been developed through a collaboration of over 120 primary and 
secondary care clinicians and service teams from across all Health Boards, patients and 
Scottish Government.  
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