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Educational Need/Practice Gap

 Gap: National goal is >80% of eligible patient should be up to date 
on CRC screening and currently this is between 48% and 60%

 Need:
 Identify WHO is eligible for CRC screening

 Discuss HOW CRC screening can be completed

 Counsel patients on HOW EASY this is

 Follow-up on HOW OFTEN screening is recommended



Objectives

 Upon completion of this educational activity, you will be able to:
 Identify appropriate patients for “average risk” colon and rectal cancer 

screening

 Classify patients who are considered “high risk” for colon and rectal 
cancer

 Identify reasons to stop colon and rectal cancer screening

 Discuss currently available options for colon and rectal cancer 
screening

 Review upcoming options for colon and rectal cancer screening

 Describe the indications for technical differences between surgical 
resection, endoscopic mucosal resection (EMR), endoscopic 
submucosal resection (ESD) and full thickness resection (FTR)



Why screen for colon cancer???





Screening works!

CA A Cancer J Clinicians, Volume: 73, Issue: 3, 
Pages: 233-254, First published: 01 March 2023, DOI: 
(10.3322/caac.21772) 



Who should be screened for CRC?



Average risk CRC screening

 Age 45 and…
 No personal history of colon cancer or colon polyps
 No family history of colon or rectal cancer * 
 No family history of advanced adenomas *^
 No personal history of IBD
 No confirmed or suspected hereditary CRC syndrome or polyposis syndrome
 No personal history of abdominal or pelvic radiation

* One first-degree family member or two second-degree family members at age < 60 at diagnosis

^ Size > 10 mm, villous component, contains high-grade dysplasia

American Cancer Society via cancer.org and American Gastroenterological 
Association via gastro.org
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…but this may be changing



Incidence of Colorectal cancer by tumor site 



Increasing Burden of EoCRC

Sinicrope, F. A. (2022). Increasing Incidence of Early-Onset Colorectal Cancer. New England Journal of Medicine, 386(16), 1547–1558. Abualkhair, W. H., 
et al (2020). Trends in Incidence of Early-Onset Colorectal Cancer in the United States Among Those Approaching Screening Age. JAMA Network Open, 
3(1), e1920407



By 2030

 10%  of all colon cancers and 22% 
of all rectal cancers in the US are 
expected to be diagnosed in 
patients ≤ 50 years 

 Colorectal cancer will be #1 
cause of cancer related death in 
men and women <50 



Clinical Phenotype 

 70% of EoCRC are left sided on presentation 
 More prevalent in males 
 Higher rates of poorly differentiated cancer 
 More likely to display microsatellite instability ( MSI-H)
 More advanced TNM stage of the disease (aggressive tumor 

biology or delayed diagnosis? )
 Symptoms 

o Hematochezia 

o Abdominal or pelvic pain

o Change in bowel habits 



Low, E. E. et al (2020). Risk Factors for Early-Onset Colorectal Cancer. Gastroenterology, 
159(2), 492-501.e7



Take-home point
MORE INVESTIGATION IS NECESSARY, DON’T DISMISS SYMPTOMS BASED ON
YOUNG AGE, AND EARLIER SCREENING GUIDELINES ARE LIKELY COMING



High risk CRC screening

 + personal history of colon cancer 
or colon polyps 

 + family history of colon or rectal 
cancer

 + family history of advanced 
adenomas

 + personal history of IBD

 + confirmed or suspected 
hereditary CRC syndrome or 
polyposis syndrome (FAP, HNPCC, 
etc.)

 + personal history of abdominal or 
pelvic radiation



What to do with high risk patients?



Take home points
If personal history of CRC: 
- Repeat colonoscopy 3-6 months after CRC surgery IF 

previously incomplete colonoscopy 
- Repeat colonoscopy 1 year after CRC surgery IF 

complete colonoscopy 
- IF first post-surgical colonoscopy is “negative”

 Repeat colonoscopy in 3 years (4 years after 
CRC surgery)

- IF second post-surgical colonoscopy is “negative”
 Repeat colonoscopy in 5 years (9 years after 
CRC surgery)

- Colonoscopy interval should never exceed 5 years

https://www.asge.org/docs/default-
source/education/practice_guidelines/doc-
colonoscopy_surveillance_after_crc_resection.pdf



Take home points

If personal history of colon polyps: 

https://gastro.org/clinical-guidance/follow-up-after-colonoscopy-
and-polypectomy-a-consensus-update-by-the-u-s-multi-society-
task-force-on-colorectal-cancer/



Take home points
+ family history of colon or rectal cancer < 60 yoa

+ family history of advanced adenomas < 60 yoa

 Screening colonoscopy at age 40 and every 5 years

OR

 Screening colonoscopy at 10 years earlier than age of 
diagnosis

WHICHEVER IS YOUNGER



Other High Risk Populations

 + personal history of IBD

 + confirmed or suspected 
hereditary CRC syndrome or 
polyposis syndrome (FAP, HNPCC, 
etc.)

 + personal history of abdominal or 
pelvic radiation

 INDIVIDUALIZED, JOINT DECISION-
MAKING



Stopping screening

 75 y.o.a. "optional"

 85 y.o.a. "do not screen" *

 Honest discussion or risks and 
benefits

 Objective evaluation of life 
expectancy

 These are hard discussions to have 
and the provider who knows the 
patient best can best have these 
discussions



Currently-available CRC screening
tests

Direct visualization
 Colonoscopy

 Flexible sigmoidoscopy
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 CT Colonography



Currently-available CRC screening
tests

Stool-based tests
 Fecal immunochemical testing 

(FIT)

 Multi-target stool DNA test 
(mtDNA)

 High-sensitivity guiac testing (HS-
gFOBT)

 WHAT WILL YOU DO WITH A 
POSITIVE TEST?
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Currently-available CRC screening
tests

Direct visualization
 Colonoscopy

 Flexible sigmoidoscopy

 CT Colonography

Stool-based tests
 Fecal immunochemical testing 

(FIT)

 Multi-target stool DNA test 
(mtDNA)

 High-sensitivity guiac testing (HS-
gFOBT)

 WHAT WILL YOU DO WITH A 
POSITIVE TEST?

 Know what you’ll do before you 
order the test…



Currently-available CRC screening
tests

Blood-based rests
 Shield ® (7/29/2024)

 Epi proColon ® (4/2016)



Novel and Emerging CRC 
Screening Test 



ECLIPSE 
Trial 



ECLIPSE Trial 
cfDNA Blood – based CRC screening test 



ECLIPSE Trial: Enrolled Participants 



Test Performance 





Next generation Multi target Stool 
DNA test 



Positive 
testing...what it 
really means
 Discuss these are SCREENING 

tests

 Discuss the risk of false positives

 Discuss follow-up plan and 
follow-up interval

 This is probably not a MyChart 
message...

 In nearly all cases, the next step 
is going to be a colonoscopy

 Where you send them matters!



NOT ALL COLONOSCOPIES ARE 
EQUAL





What makes a quality 
colonoscopy?

 Frequency with which colonoscopy is performed for an appropriate indication 
and the indication is documented.
Performance target: ≥95%

 Percentage of patients undergoing colonoscopy with adequate bowel 
preparation, preferably defined as Boston Bowel Preparation Scale score ≥2 in 
each of 3 colon segments or by description of the preparation as excellent, good, 
or adequate. The recommended screening or surveillance interval should be 
consistent with US MSTF recommendations.
Performance target: ≥90%

 Percentage of patients undergoing colonoscopy with intact colons who have full 
intubation of the cecum with photo documentation of cecal landmarks.
Performance target: ≥95%



What makes a quality 
colonoscopy?

 Percentage of patients aged ≥45 years undergoing colonoscopy for screening, 
surveillance, or diagnostic indications other than positive noncolonoscopy
screening tests (e.g., fecal tests or CT colonography) who have 1 or more 
conventional adenomas detected and verified by pathology. Patients with 
positive noncolonoscopy screening tests, genetic cancer syndromes (e.g., 
polyposis), IBD, or undergoing colonoscopy for therapy of known neoplasms are 
excluded from the calculation. Performance target: ≥35%

 Percentage of patients with positive fecal screening tests (fecal blood or mt‐
sDNA) with 1 or more conventional adenomas resected and documented by 
pathology.
Performance target: ≥50%



What makes a quality 
colonoscopy?

 Number of conventional adenomas detected per colonoscopy in patients aged 
≥45 years with indications of screening, surveillance, or diagnosis of symptoms. 
Patients with positive noncolonoscopy screening tests, genetic cancer syndromes 
(e.g., polyposis), IBD, or undergoing colonoscopy for therapy of known neoplasms 
are excluded from the calculation. 
Performance target: ≥0.6

 Percentage of patients ages ≥45 years undergoing screening, surveillance, or 
diagnostic colonoscopy for symptoms with 1 or more sessile serrated lesions 
(SSLs) removed and documented by pathology. Patients with positive 
noncolonoscopy screening tests, genetic cancer syndromes (e.g., polyposis), IBD, 
or undergoing colonoscopy for therapy of known neoplasms are excluded from 
the calculation.
Performance target: ≥6%



What makes a quality 
colonoscopy?

 Average withdrawal time in normal colonoscopies without biopsy sampling or 
polypectomies in persons aged ≥45 years undergoing screening, surveillance, or 
diagnostic colonoscopy. Patients with positive non colonoscopy screening tests, 
genetic cancer syndromes (e.g., polyposis), IBD, or undergoing colonoscopy for 
therapy of known neoplasms are excluded from the calculation.
Performance target: ≥8 minutes



What makes a quality 
colonoscopy?

 Percentage of polyp resections for which the report documents the lesion size, 
shape, location, and method of resection.
Performance target: ≥98%

 Percentage of 4‐ to 9‐mm lesions that are resected using a cold snare.
Performance target: ≥90%



What makes a quality 
colonoscopy?

 Frequency with which colonoscopies follow recommended postpolypectomy and 
post–cancer resection surveillance intervals and frequency of 10‐year intervals 
between screening colonoscopies in average‐risk patients who have negative 
examination results and adequate bowel cleansing.
Performance target: ≥90%.

 Proportion of serious adverse events (SAEs; perforation, postpolypectomy
bleeding, and mortality) associated with colonoscopy that are tracked, 
documented, and reviewed by a quality improvement committee to assess for 
system and clinical areas of improvement.
Performance target: ≥95%



How to manage big polyps



Considerations for management of 
advanced polyps

 Financial
 Patient preferences
 Geography
 Need for follow-up
 Health trajectory/life expectancy



Management of Advanced Polyps 

 Surgical resection
 Endoscopic Mucosal Resection
 Endoscopic Submucosal Dissection
 Endoscopic Full-thickness Resection



Objectives

 Upon completion of this educational activity, you will be able to:
 Identify appropriate patients for “average risk” colon and rectal cancer 

screening

 Classify patients who are considered “high risk” for colon and rectal 
cancer

 Identify reasons to stop colon and rectal cancer screening

 Discuss currently available options for colon and rectal cancer 
screening

 Review upcoming options for colon and rectal cancer screening

 Describe the indications for technical differences between surgical 
resection, endoscopic mucosal resection (EMR), endoscopic 
submucosal resection (ESD) and full thickness resection (FTR)


