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The recent position statement from the Canadian Association of 
Gastroenterology (CAG) on colorectal cancer screening (1) 

updates the CAG’s previously published guidelines (2). The position 
statement addresses the following: opportunistic versus programmatic 
screening; the fecal immunochemical test (FIT); new evidence for 
flexible sigmoidoscopy; the current American recommendations for 
colorectal cancer screening; and quality improvement. The statement 
focuses on average-risk screening, and does not incorporate screening 
of individuals with a family history of colorectal neoplasia nor surveil-
lance of individuals following endoscopic or surgical treatment of 
colorectal neoplasia. 

Colorectal cancer screening can be divided into opportunistic and 
programmatic. Until recently, opportunistic colorectal cancer screen-
ing was the only option available to Canadians. However, over the 
past five years, all Canadian provinces have been developing or have 
implemented programmatic population-based screening programs 
using a fecal occult blood test – either guaiac or immunochemical – as 
the primary screening test with colonoscopic follow-up of positive tests 
(Table 1) (3). Most of the screening programs do not distinguish the 
presence of a family history of colorectal cancer, and treat all incoming 
participants as ‘average risk’. Individuals 50 to 75 years of age are eli-
gible to participate. 

To date, there are no published data comparing programmatic 
screening with opportunistic screening and, in most jurisdictions, the 
two approaches operate in parallel (4). Programmatic colorectal can-
cer screening should provide equal access to eligible citizens, ensure 
screening or surveillance is conducted at appropriate intervals, provide 
follow-up colonoscopy in a timely manner, assure quality, and monitor 
outcomes to document that the impact of programmatic screening on 
colorectal cancer mortality and incidence justifies the cost. 

The CAG position statement recommends the FIT at an interval 
of at least every two years as the test of choice for programmatic 
screening. While there is no evidence regarding repeated FIT, most 
experts are comfortable extrapolating the data from guaiac fecal occult 
blood tests (5-9) and expect, given the favourable test performance 
characteristics of FIT (10-13), a larger mortality benefit. The advan-
tages of FIT over the guaiac test include fewer stool specimens, no 
dietary or medication restrictions, automation, increased detection of 
colorectal cancer, increased detection of adenomas and increased par-
ticipation (11,14). The disadvantages of FIT are the increased cost and 
test instability at different temperatures (15) and over time (16). Since 
2008, 13 brands of FIT have become available in Canada, and the 
sensitivity for the detection of colorectal cancer will vary depending 
on the test used. The best FIT has yet to be determined, but may differ 
depending on jurisdiction. For example, a test that demonstrates sta-
bility at extreme temperatures would be a desirable feature that would 
facilitate test transportation in Canada. 

Flexible sigmoidoscopy every 10 years was the other strategy rec-
ommended in the position statement for programmatic screening of 
colorectal cancer. This recommendation is based on the multicentre 
randomized controlled trial of a single flexible sigmoidoscopy between 
55 and 64 years of age (17). The group that was randomly assigned to 

flexible sigmoidoscopy demonstrated a significant reduction in colo-
rectal cancer incidence and mortality that persisted through the 11 years 
of follow-up. There was also a decrease in all-cause mortality in the 
screened group, but this was not statistically significant. The CAG 
position paper suggests that the provincial screening programs should 
consider flexible sigmoidoscopy, but it is unclear whether they intend 
flexible sigmoidoscopy to be combined with fecal occult blood testing 
as previously recommended (2) or in place of fecal occult blood testing. 
Studies assessing combined flexible sigmoidoscopy and low sensitivity 
guaiac fecal occult blood testing support the use of flexible sigmoidos-
copy alone (18-20). There are no data assessing high-sensitivity guaiac 
fecal occult blood testing or FIT combined with flexible sigmoidoscopy. 
Despite this lack of evidence, a combination of the two tests has been a 
recommended strategy in published guidelines (21). 

The majority of Canadians are undergoing colorectal cancer 
screening in an opportunistic manner, and a proportion may elect to 
continue with opportunistic screening even once programmatic 
screening is fully developed. In the CAG position paper, the following 
strategies were deemed appropriate for opportunistic colorectal cancer 
screening: annual or biennial FIT, flexible sigmoidoscopy every 10 years 
and colonoscopy every 10 years. Fecal DNA testing, computed tomog-
raphy (CT) colonography, and double-contrast barium enema are not 
recommended for either programmatic or opportunistic colorectal can-
cer screening.

The CAG position statement is similar to the US Preventive Services 
Task Force (21) and American College of Gastroenterology (22) recom-
mendations, but differs from the US Multi-Society Task Force (23) by 
excluding fecal DNA testing and CT colonography. Furthermore, in the 
American recommendations, flexible sigmoidoscopy is recommended 
at an interval of every five years; however, these recommendations 
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Table 1
Status of provincial colorectal cancer screening 
programs*

Province
Status of  
screening program

Primary  
screening test

Newfoundland and Labrador Planning FIT
New Brunswick Planning FIT
Prince Edward Island Province wide FIT
Nova Scotia Province wide FIT
Quebec Phased rollout FIT
Ontario  
   (considering FIT pilot)

Province wide Guaiac FOBT

Manitoba Phased rollout Guaiac FOBT
Saskatchewan Phased rollout FIT
Alberta  
   (FIT pilot planned)

Phased rollout Guaiac FOBT

British Columbia Phased rollout FIT

*The status of colorectal cancer screening programs in the territories is not 
known. FIT Fecal immunochemical test; FOBT Fecal occult blood test
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were published before the landmark study by Atkin et al (17) discussed 
above. Presently, fecal DNA testing is not available in Canada and is 
not cost effective when compared with other strategies (24,25). On 
the other hand, CT colonography is widely available but is limited 
by a low sensitivity for the detection of multiple polyps smaller than 
6 mm in size (26). Adenoma multiplicity – more than size or high-risk 
histology – is associated with the presence of advanced adenomas or 
invasive cancer at surveillance colonoscopy (27). The short screening 
interval of three to five years, and the need for follow-up colonoscopy 
and polypectomy increases the cost of CT colonography. 

Colonoscopy is the most sensitive test available for detecting 
colorectal cancer and colorectal adenomas. Two randomized con-
trolled trials evaluating the effect of colonoscopy on colorectal 
cancer incidence and mortality are currently recruiting in Europe 
(NCT01014039 and NCT00883792), as well as a randomized trial 
comparing FIT with colonoscopy (NCT00906997). Case-control 
studies have shown that colonoscopy can decrease colorectal cancer 
mortality and incidence (28). However, we have become well aware 
that colonoscopy is not perfect (29,30), and that endoscopist tech-
nique is strongly associated with missed colorectal adenomas and 
interval cancers (31-33). Colonoscopy is a common test for primary 
colorectal cancer screening, and is the standard of care for follow-up 
of an abnormal fecal occult blood test or a flexible sigmoidoscopy. 
Therefore, it is imperative that any colorectal cancer screening program 
ensures high-quality colonoscopy. There is no reason why this cannot 
be achieved with education and, if necessary, additional training. The 
Quality Program – Endoscopy (www.cag-acg.org) incorporates a phys-
ician practice audit (http://cag.medicalconsensus.org) and the Global 

Rating Scale (http://ca.globalratingscale.com) – a biannual survey 
developed in the United Kingdom to assess quality in the endoscopy 
unit from the patient’s perspective. Other resources adapted from 
the United Kingdom include directly observed procedural skills 
used to evaluate trainees and practicing endoscopists, as well as the 
‘Train the Trainer’ colonoscopy courses. Presently, the missing piece 
is resources for practicing endoscopists to improve their colonoscopy 
and polypectomy technique. CAG has been the leader in colonoscopy 
quality improvement, and I hope the Association will develop courses 
for endoscopists to upgrade their colonoscopy skills. This would be an 
invaluable resource to colorectal cancer screening in Canada, and I 
anticipate that we would see a ‘spillover’ effect with improvement in 
the quality of endoscopy services overall.
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summaRy
Decisions regarding colorectal cancer screening will continue to 
depend on local resources, which in some jurisdictions includes 
programmatic screening and individual patient preferences. I 
encourage gastroenterologists to participate in programmatic 
screening and assist in developing the colonoscopy quality assur-
ance and improvement programs. Our involvement would ensure 
that we remain leaders in this area and that our expertise in quality 
in endoscopy is recognized. Finally, participation in programmatic 
screening should benefit endoscopic services by increasing resour-
ces to support higher colonoscopy volumes, shorter wait lists and 
continuing quality assurance. 
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