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Screening for
Colorectal
Cancer: The
Glass Is Half Full

Recent reports indicate that
close to half of adults aged 50
years and older in the United
States have now been screened
for colorectal cancer. This rate of
screening is usually described as
disappointing, and compares
unfavorably to the higher rates
obtained for other screening tests,
such as mammography and Papa-
nicolaou tests,1 with the implica-
tion that this state of affairs
reflects a failure of the medical
and public health systems. After
all, only half of all eligible patients
are getting a potentially life-saving
screening test. Perhaps we are on
the wrong track and we need to
undertake major reforms in our
approach, given the current woe-
fully inadequate screening rates.

We prefer a second approach
and attitude, which is a good deal
more optimistic: a full 50% of
eligible adults are being screened!
This is extraordinary, given the
fact that those undergoing
screening are asymptomatic, and
that the screening process, espe-
cially for colonoscopy, is fraught
with potential obstacles: patients
must agree in principle to an
invasive examination, take and
tolerate a disagreeable oral bowel
preparation, miss a day of work
for the examination, and, as seda-
tion is used, have a chaperone
assist in transportation home. The
idea of screening colonoscopy was
first introduced only 20 years
ago2 and became a practical
option for many eligible patients

only in 2001, when the Centers
for Medicare Services (and subse-
quently the majority of private
insurance companies) began
reimbursement for colonoscopy
for average-risk patients. In con-
trast, Papanicolaou tests have
been in use since the late 1940s
and mammography has been a
recommended screening test for
at least 30 years; thus, to already
be approaching the 50% range in
acceptance is indeed a milestone
worthy of remark.

The public health dividends of
this increase in colorectal cancer
screening are only beginning to
materialize. There has been a
consistent decline in colorectal
cancer–related death rates for the
past 30 years, likely owing to the
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onset and progressive use of
screening modalities that started
with digital rectal examinations
and fecal occult blood testing, and,
in recent years, colonoscopy.3 Still
more hopeful is the concomitant
decline in colorectal cancer inci-
dence rates during these years,
which can be understood as a
consequence of the removal of
precancerous adenomatous pol-
yps during colonoscopy.

In this phenomenon, which was
demonstrated in a landmark
randomized clinical trial that
evaluated fecal occult blood test-
ing,4 lies the true power of color-
ectal cancer screening. Unlike
mammography, which primarily
detects cancer at an early and
more remediable stage, colonos-
copy, by virtue of polypectomy,
will result in a lower incidence of
colorectal cancer in our popula-
tion. Given the decade-long pro-
gression from normal colonic
mucosa to adenomatous polyp to
carcinoma, we have reason to
suspect that the recent decline in
colorectal cancer incidence is just
the tip of the iceberg, and that, in
the decades to come, we will
observe a more dramatic decline
in colorectal cancer incidence and
mortality among the ‘‘mere’’ 50%
of the population that has under-
gone screening thus far. This rep-
resents enormous progress for a
disease that remains the second
leading cause of cancer-related
death in the United States. Yet
imagine the additional benefits
our society would reap if we could
extend colorectal cancer screening
to the remaining 50% of the
eligible population that has not
yet been screened.

How do we reach this as-yet-
unscreened group? One strategy is
to increase the number of screen-
ing options in the hopes that,
faced with more choices, patients
will find a screening modality that

they find agreeable. This is
encapsulated in the maxim that
‘‘the best screening modality is the
one that gets done.’’

Indeed, our armamentarium
continues to expand; the 2008
colorectal cancer screening
guidelines published jointly by
the American Cancer Society, the
US Multisociety Task Force on
Colorectal Cancer, and the
American Society of Radiology5

include three new tests deemed
as acceptable screening options:
stool DNA testing, fecal immu-
nochemical testing, and com-
puted tomography colonography.
These three choices join the four
previously recommended modal-
ities (colonoscopy, flexible sig-
moidoscopy, double contrast
barium enema, and guaiac-based
fecal occult blood testing), yielding
a total of seven choices for the
patient and physician to consider.
Perhaps future iterations of these
guidelines will introduce further
stratification of patients now

considered at average risk for colo-
rectal neoplasia, taking into con-
sideration our emerging under-
standing of racial differences in
adenoma rates.6

But this smorgasbord of
screening choices may be prohib-
itively complex because deciding
among them can be time con-
suming for the patient and physi-
cian. A patient who is informed of
his or her cancer risk will more
likely undergo a screening test.7

However, having more options is
not necessarily a good thing. To
make an informed choice among
these tests, the patient must under-
stand how each test is performed,
appreciate the limitations of each
examination, and, for any choice
that is not colonoscopy, be willing
to undergo a full colonoscopy if
the initial examination yields a
positive result. We suspect that
the increasing quantity of color-
ectal cancer screening choices will
offer diminishing marginal
returns, as the potential benefit of

each additional test is diluted by
the increased complexity of the
decision-making process.

In contrast to previous versions
of these guidelines, which did not
argue in favor of or against a
particular screening choice, the
present guidelines now denote a
strong preference for tests that
detect adenomatous polyps as
well as cancer (colonoscopy, flex-
ible sigmoidoscopy, double con-
trast barium enema, and com-
puted tomography colonography)
over the stool tests for DNA or
blood that primarily detect cancer.
In reality, however, fecal occult
blood testing is the only screening
method that has been proven in
randomized controlled trials to
reduce the incidence and mortal-
ity caused by colorectal cancer.4,8

It is effective because it causes a
subset of the population to un-
dergo colonoscopy, regardless of
the cause of the positive stool
test. In this sense, therefore, fecal
occult blood testing, like the other

A public service announcement from the New York City Department of Health and Mental Hygiene

recommends colonoscopy as the preferred colorectal screening option. Courtesy of the New York City

Department of Health and Mental Hygiene.
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screening modalities, does lead to
the detection of both adenomatous
polyps and cancer, by virtue of the
colonoscopy that follows a positive
result. Thus, it also leads to a
reduction in both incidence of and
mortality from colorectal cancer.

Instead of presenting a palette
of acceptable tests, we should
simplify the choice facing the eli-
gible screening candidate and his
or her physician by offering a
clear hierarchy of screening
options, with colonoscopy at the
top. This approach was adopted
by the New York City Department
of Health and Mental Hygiene
(see image). Since 2003, this
health department has imple-
mented an array of programs
designed to increase awareness of
and access to colonoscopy, which
has resulted in an increase in
colonoscopy rates from 40% of
the eligible population in 2003 to
greater than 60% in 2007.9

Especially encouraging are the
data for African Americans, a
group whose mortality rate from
colon cancer remains higher than
that of the general population, and
whose access to preventive serv-
ices has lagged behind that of
Whites; colonoscopy rates among
African Americans in New York
City rose from 35% to 64%
during this time period. Colonos-
copy has now reached a ‘‘tipping
point,’’ in that most eligible
patients who have not yet been
screened know one or more peo-
ple who have had the procedure
and, thus, are more likely to be
agreeable to it. The Department of
Health and Mental Hygiene’s sta-
ted goal of an 80% colonoscopy
rate for New Yorkers by 2011 is,
thus, within reach.

Clearly, this remarkable public
health achievement in New York
City is not solely attributable to
the city health department’s sim-
plified guidelines (available at

http://www.nyc.gov/html/doh/

html/cancer/cancercolonscreen.

shtml). A large investment of

resources made it possible for the

health department to target under-

served populations, and a good

deal of credit goes to its ‘‘patient

navigators’’—liaisons who encour-

age and assist patients who may

otherwise not follow through with

the multiple steps involved in

undergoing colonoscopy. Imple-

mentation of the navigator pro-

gram has resulted in high rates of

colonoscopy completion and

patient satisfaction.10 Regardless,

the first step to take in reaching

the as-yet unscreened is to

strengthen our recommendations

by simplifying them, identifying

colonoscopy as the preferred

screening test. j
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