Clinical resources

Colorectal cancer screenings
starting younger than before
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ancer is the second leading cause of death in the
United States, with colorectal cancer being the third most
common type of cancer in women and men. In 2018,
colorectal cancer was the third leading cause of can-
cer-related deaths in women, with 32 new cases reported
for every 100,000 women.! The 5-year relative survival
rate for all Surveillance, Epidemiology, and End Results
(SEER) program stages combined for those diagnosed
with colon or rectum cancers between 2010 and 2016
were 63% and 67%, respectively.? Individuals diagnosed
with localized colorectal cancer (CRC) have an 89% or
greater 5-year relative survival rate in comparison to
those diagnosed with regional stage CRC (72%) that has
spread outside the colon or rectum to nearby areas or
lymph nodes.2 CRC screening can prevent CRC by identi-
fying precancerous polyps and allow for removal of these
polyps prior to their development into cancer. Regular
screening can also find CRC in the localized stage and
allow for early treatment while the CRC is small and has
not spread beyond the colorectal area.? Given the overall
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survival rate and improved survival with early diagnosis
and treatment, it is unfortunate that only 68.8% of adults
age 50 to 75 years were up to date on their CRC screen-
ings in 2018.

The Women's Preventive Services Initiative (WPSI)
was created in 2016 to emphasize women’s healthcare
needs across a lifespan. These needs include evaluation
of health risks, health counseling, preventive screenings,
and immunizations using evidence-based guidelines
as the foundation to promote health across a woman'’s
lifetime.? As part of the WPSI annual preventive care visit,
CRC screening is included based on US Preventive Ser-
vices Task Force (USPSTF) recommendations.? This article
is intended to inform clinicians about CRC risk factors,
summarize updated CRC screening guidelines, and dis-
cuss current screening tests available.

Colorectal cancer risk factors
Colorectal cancer risk factors can be divided into modifi-
able and nonmodifiable. Modifiable risk factors include
being overweight, lack of physical activity, smoking, alco-
hol use, and certain types of diets.>® Being overweight in-
creases the risk of developing and dying from colorectal
cancer.>® Maintaining a body mass index in normal range
(18.5-24.9) can reduce the risk. Individuals with a seden-
tary lifestyle are also at increased risk of CRC.> The Amer-
ican Cancer Society recommends between 150 and 300
minutes weekly of moderate-intensity aerobic activity for
adults, along with limiting sedentary behavior.” Smoking
tobacco, especially for a long period of time, increases
risk of CRC when compared to nonsmokers.>® Moderate
to heavy consumption of alcohol has been linked to
increased risk of CRC.>6 The American Cancer Society
recommends women consume no more than one alco-
holic drink per day.” Eating a diet high in red meats and
processed meats places an individual at a higher risk of
developing CRC. Maintaining a diet high in fruits, vegeta-
bles, fiber, and whole grains lowers CRC risks.>”

Some CRC risk factors cannot be changed. These in-
clude age, personal health history, family history, race,
and ethnicity. Colorectal cancer risk increases with age
and is more common in those age 50 years and older.>®
A personal or family history of adenomatous polyps or
prior colorectal cancer increases the risk of CRC. A per-
sonal history of inflammatory bowel disease (ulcerative
colitis or Crohn’s disease) or type 2 diabetes increases the
risk of developing CRC.>6 An individual’s racial and ethnic
background can increase the risk of CRC.>© African Amer-
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icans have the highest CRC incidence and mortality rates
in the US, while Jews of Eastern European descent have
the highest CRC risks in the world.>® Individuals with in-
herited syndromes such as Lynch syndrome and familial
adenomatous polyposis are at higher risk of developing
CRC.>6 Of note, about 5% of individuals diagnosed with
CRC have an inherited syndrome.”

Newly released screening
recommendations

Recommendations for CRC screening differ slightly
among authoritative agencies and can be confusing to
decipher. For purposes of this article, guidelines from the
American Cancer Society (ACS), the American College

of Gastroenterology (ACG), and the USPSTF will be dis-
cussed. See Table 1 for a detailed review of CRC screening
guidelines.

The ACS provides CRC screening guidelines for aver-
age-risk individuals and does not have different param-
eters for those who are considered at high risk. The ACS
recommends regular CRC screenings for all individuals
age 45 to 75 years who are healthy with a life expectancy
of more than 10 years. For those age 76 to 85, shared de-
cision making should occur for individuals who remain in
good health with a life expectancy of more than 10 years.
The ACS does not recommend continued CRC screenings
for individuals older than age 85.8

In 2021, the ACG updated its 2009 CRC screening
guidelines. The updated guidelines include average-risk
and high-risk categories with recommendations being
labeled as “strong” if supported by moderate-to-high
evidence and “conditional” if only supported by low
evidence. Unlike the ACS, the ACG provides separate
evidence-based guidance for high-risk individuals.8® For
average-risk individuals, the ACG has strong recommen-
dations for CRC screening for individuals from age 50 to
75 years and conditional recommendations for screening
for those age 40 to 49 and 76 to 85 years.’

The USPSTF currently recommends CRC screening
for all individuals age 45 to 75 and shared decision mak-
ing for anyone age 76 to 85 years.® The updated 2021
guidelines contain two major changes: lowering the
age of initial screening from age 50 to 45 and endorsing
shared decision making for adults age 76 to 85 years.510
The USPSTF has determined a substantial net benefit for
CRC screening for individuals age 50 to 75, moderate net
benefit for individuals age 45 to 49, and small net benefit
for individuals age 76 to 85 years. High-risk individuals
include those with a history of CRC, adenomatous polyps,
or inflammatory bowel disease; genetic predisposition
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or family history of CRC; or prior history of radiation to
abdomen or pelvic region.58° Although the USPSTF

has identified those at increased risk for CRC, it does not
provide additional screening guidelines for these individ-
uals.®

Colorectal cancer screening tests

In addition to determining who should be screened
based on their age and relative CRC risk, the clinician
must decide the best type of screening test for each
individual patient. Acceptable CRC screening tests can
be categorized as stool-based tests or colon and rectum
visual exams.8 Stool-based tests include fecal immu-
nochemical test, guaiac-based fecal occult blood test,
and stool DNA test. Each test can be performed in the
patient’s home through use of a testing kit that includes
all necessary collection and testing supplies. Colonos-
copy is the most widely used gastrointestinal diagnostic
procedure done in the US, but it can result in bleeding
and/or perforation.®® Clinician and patient shared de-
cision making should occur when deciding which CRC
screening test will be ordered. It is important for patients
to be aware that positive stool-based tests, flexible sig-
moidoscopy, or CT colonography will require a follow-up
colonoscopy.®8? See Table 2 for stool-based screening
tests and frequency recommendations.

Clinicians should discuss with each patient the impor-
tance of checking with their insurance provider about
coverage of CRC screening tests and potential out-of-
pocket expenses prior to selecting a particular test.

The Affordable Care Act requires private insurance and
Medicare plans to cover CRC screening tests at no charge
to the patient but does not require all services involved
with the screening tests (ie, pathology fees, anesthesia
charges) to be covered at no costs to the patient.'® Indi-
viduals should ask their health insurance provider what
costs they are responsible for if further testing is required
based on the screening test findings.'® For example, if an
individual were to have an abnormal finding on a stool-
based test will insurance cover the cost of a colonoscopy?

Implications for older adults

The ACS, ACG, and USPSTF agree that older adults should
follow CRC guidelines until the age of 75, participate in
shared decision making from age 76 to 85, and discon-
tinue CRC screening at age 86 years.%8? According to the
USPSTF, older individuals who have previously received
CRC screening with normal results have a small net ben-
efit when continuing screening after their 76th birthday.®
For individuals age 76 to 85 years, shared decision mak-
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Table 1. Colorectal cancer screening guidelines®-8.2

Agency

Average-risk individuals

Average-risk screening
tools and frequency

High-risk individuals

High-risk screening tools
and frequency

American Cancer
Society

Age 45-75 years
Age 76-85 years shared
decision making

Age > 85 years no CRC
screening recommended

Fecal immunochemical test
(FIT)* g 1 year or high-
sensitivity guaiac-based
fecal occult blood test*

q 1 year or multi-targeted
stool DNA test* q 3 years
or colonoscopy

q 10 years or CT
colonography* q 5 years
or flexible sigmoidoscopy
(FSIG)* q 5 years

Personal or family history
of colon or rectal cancer
Confirmed or suspected
hereditary colorectal cancer
syndrome

Prior history of certain
types of polyps
Inflammatory bowel disease
Prior radiation to abdomen
or pelvic area

Does not specify guidelines
for these individuals

American College of
Gastroenterology

Strong recommendations:
Age 50-75 years

Age > 85 years no CRC
screening recommended
Conditional
recommendations:

Age 45-49 years

Age 76-85 years shared
decision making

Strong recommendations:
Colonoscopy

q 10 years or FIT* q 1 year
Conditional
recommendations:

FIT* q 1 year

or multi-targeted stool
DNA test* q 3 years or CT
colonography* q 5 years
or FSIG*

q5-10years

or Colon capsule*

q 5 years

CRC or adenoma family
history in first- or second-
degree relatives. Risk
decreases if first-degree
relative (FDR) age > 60
years at time of diagnosis
or only 1 second-degree
relative (SDR) was
diagnosed.

African Americans

Conditional
recommendations:

CRC screening at age

40 years or 10 years

before youngest affected
relative and then resume
average-risk screenings

for individuals with CRC or
advanced polyp in 1 FDR at
age > 60 years
Colonoscopy at age 40
years or 10 years before
youngest affected relative
(whichever is earlier), if
FDR diagnosed with CRC or
advanced polyp at age < 60
years, or CRC or advanced
polyp in > 2 FDR at any age.
Follow up with colonoscopy
q 5 years

Consider genetic evaluation
for those individuals with
higher familial CRC burden

US Preventive Services
Task Force

Age 45-75 years

Age 76-85 years shared
decision making

Age > 85 years no CRC
screening recommended

CRC, colorectal cancer; CT, computed tomography.

*Positive results require colonoscopy for definitive diagnosis
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FIT* q 1 year

or high-sensitivity guaiac
fecal occult blood test*

q 1 year or stool DNA-FIT*
q 1-3 years

or CT colonography

q 5 years

orFSIG

q 5 years

or FSIG

q 10 years and FIT q 1 year
or colonoscopy

q 10 years

Women'’s Healthcare

African Americans,
American Indians, Alaskan
Natives

Male gender

Family history of CRC
Obesity, diabetes, long-term
smoking, and excessive
alcohol use

Does not specify guidelines
for these individuals
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Table 2. Colorectal cancer screening stool-based tests for individuals at average risk8:12

*Positive results require colonoscopy for definitive diagnosis

ing includes the clinician carefully reviewing the patient’s
health history, life expectancy, and prior screening his-
tory. Comorbidities and increased risks associated with
colonoscopies should be considered when recommend-
ing continued CRC screening in this population.®? Flexi-
ble sigmoidoscopy and colonoscopy require anesthesia,
a known risk factor for older adults, and both procedures
can result in bleeding and/or perforation. Although the
clinician could recommend an alternative, less invasive
screening test, positive results will require a colonoscopy
for definitive diagnosis.®

Case scenarios

Case scenario 1

Janetis age 51. She lives in a rural community, earning
minimum wage as a clerk at the local convenience store.
Her husband is a long-haul truck driver. Janet reports that
they struggle to meet their household expenses and she
is concerned about taking time off to travel to a facility
that does colonoscopies and any out-of-pocket expenses
that her health insurance does not cover. Janet has never
been screened for CRC and denies any family history of
CRC or adenomatous polyps. She agrees to a fecal immu-
nochemical test, and the results are positive. How should
the clinician respond?
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Screening option Test result Sensitivity Advantages/disadvantages Frequency
Fecal Detects hemoglobin protein High sensitivity No drug or dietary restrictions prior to Annually
immunochemical test in stool indicating occult testing
(FIT)* blood Only requires 1 stool sample
Guaiac-based fecal Uses a chemical to detect High sensitivity (home- Must avoid nonsteroidal anti-inflammatory Annually
occult blood test heme in stool indicating based test) drugs 7 days prior to testing and red meats
(gFOBT)* occult blood Low sensitivity 3 days prior to testing as may cause false-
(performed during digital positive rgsults o
rectal exam) Must avoid > 250 mg of vitamin C in
supplements or juices 7 days prior to testing
due to interaction with chemicals in test,
causing false-negative
Requires stool sample from 3 separate
bowel movements
Multitargeted stool Uses DNA bi_omarkers to High sensitivity Combination stool DNA test and FIT* q 3 years
DNA test* detect mutations in cells No drug or dietary restrictions prior to
from lining of colon and testing
rectum shed in stool and .
detects hemoglobin protein Oy eIz ) Speleaople
in stool indicating occult
blood

Scenario 1 recommendations

All the discussed CRC screening guidelines recommend
a colonoscopy for positive stool-based tests. The clinician
should provide the necessary education to help Janet un-
derstand the importance of obtaining a follow-up colo-
noscopy to rule out CRC or an adenomatous polyp. Janet
should also receive information about the importance of
early cancer detection and treatment. The clinician or of-
fice staff can assist Janet in locating a specialist who will
accept a payment plan should her insurance not cover all
expenses and assist with any transportation needs.

Case scenario 2

Marie is age 32. She is at the clinic today for her annual
gynecologic evaluation. When reviewing her health
history, the clinician notes that Marie’s older sister was
diagnosed with adenomatous polyps at age 43 and her
mother was diagnosed with CRC at age 45. Marie asks if
she should be concerned about CRC risk. How should the
clinician respond?

Scenario 2 recommendations

The clinician should listen emphatically to Marie’s
concerns and acknowledge her increased risk for CRC.
According to the ACG, Marie should have a screening
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colonoscopy within the next year, followed by repeat
colonoscopies every 5 years.

Case scenario 3

Ruth is age 82. She has mild osteopenia, hypertension
well controlled with medication, and a hiatal hernia. She
has called your clinic asking if she should be screened for
CRC. Her lifelong friend has been diagnosed with stage
4 colon cancer. Ruth admits that even though she has
had regular mammograms she has never given much
thought to other cancer screenings.

Scenario 3 recommendations

The clinician should engage Ruth in shared decision
making by informing her of the risks and benefits of CRC
screening. Ruth appears to be in good health with a life
expectancy of 10 or more years and so satisfies the cri-
teria for CRC screening. If the patient chooses this after
discussion of benefits and risks related to her age, the
preferred screening test would be a stool-based test,
although a colonoscopy would also be reasonable if the
patient chooses this after discussion of benefits and risks
related to her age.

Summary of changes from previous
guidelines
These are the primary changes from prior screening
guidelines:
e Recommend CRC screening starting at age 45 instead
of age 50 years in all adults regardless of risk level.511
e Recommend continued CRC screening for those age
76 to 85 years within the context of shared decision
making based on the individual’s personal and family
history.510
« Discontinue CRC screening at age 86 years.5'!

Conclusion

Over the years, evidence has continually shown colorec-
tal cancer risk increases with age. More recent studies
revealed prevalence of CRC in those age 40 years and
older has increased.® The 2021 colorectal cancer screen-
ing guidelines not only account for the younger age of
CRCincidence but also offer multiple screening options
to remove barriers to screening adherence.®® Given the
improved survival rate for colorectal cancer with early
detection and treatment, recommending CRC screening
in keeping with current evidence-based guidelines is an
important component of preventive healthcare. The clini-
cian has an important role to educate patients concern-
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ing CRC risk factors and risk reduction. Shared decision
making can guide the choice of screening test. m
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