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Educational Need/Practice Gap

» Gap: National goal is >80% of eligible pafient should be up 16 daie
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 ablé 1o:

>

ldentify appropriate patients for “*average risk” colon and rectal cancer
screening

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

» ldentify 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¢¢¢



Epidemiology

Male Female

Prostate 299,010 29%h Breast 310,720 3%

Lung & Brandhus L1&,310 11% Lung & branchus 118,270 1%
¢  Eslrfn w — Kook w2 m—
3 Urinary bladder 63,070 &% Uterine corpus &T.BBO T4
3 Melanoma of the skin 59,170 &% Melanoma of the skin 41,470 A%
Z Kidney & renal pelvis 52,3E0 5% Men-Hodgkin lymphama 36,030 4%
E Mon-Hodgkin lymphoma 44,590 A% Pancraas 31,510 I
E Oral cavity & pharynx 41,510 450 Thyroid 31,520 £
= Leukemia 36,450 A% Kidmey & renal pelvis 79,230 T
= Pancreas 34,530 I Leukernia 26,320 3%

All sites 1,029,080 All sites 472,060

Male Female

Lung & branchus G5,790 2050 Lung & bromchus 59,280 21%

Prostate 35,250 11%% Breast 42 250 15%
- Eolon & rectum L T ] Pancreas 24,480 B
£ Pancreas 27,270 B% Eolon E rectum 23310 Em ]
E Liver & Intrahepatic bile duct 19,120 &% Uterine corpus 13,250 5%
o Leukermia 13,640 4% Owary 12,740 4%
E Esophagus 12880 4%, Liver & intrahepatic bile duct 10,720 4
= Urinary bladder 12,250 A% Leukemia 10,030 I
L Hon-Hodgkin lymphoma 11,780 4% Hom-Hodgkin lymphoma 8,360 3

Brain & other nervous system 10,690 3% Brain & aother nervous system 8,070 %

All sites 322,800 All sites 288,920
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Screening works!
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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 *A for colorectal cancer screening!
No personal history of IBD Faga

No confirmed or suspected hereditary CRC syndrome or polyposis syndrome

eV Y -V V

No personal history of abdominal or pelvic radiation

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

Proximal colon
Distal colon

50-64 years 65 years and above —— Rectum and Rectosigmoid Junction

Large Intestine, NOS
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Increasing Burden of EOCRC

=65 Yr of Age

Late-Onset CRC Female

40%
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Early-Onset CRC

60%
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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,




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
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Clinical Phenotype

>
>
>
>
>

/0% of EOCRC are left sided on presentatfion

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 habifs




Risk Factors for Early-Onset Colorectal Cancer
Study Group

Results

Clinical Finding

Veterans 18 — 49 years of
age undergoing colonoscopy

Mormal Eariy-Onsal
Colonosoopy Colorectal
Canchr Cases

i

n = &51

-

Candidate Risk Faclors

A

b, Waly

Smoking Status: Fonmer
Smoking Statues: Cuman
Asodin Lise

BME Ungdenseight

BME Crerwenghil

BRI, Ot

OR (95% CI)

1.05 (1.03, 1.07)
221 (1,68, 291)
0:82 (060, 1.12)
1.10 (089, 1.35)
056 {052, 0.84)
1,87 (0.86, 4.04)
069 (0.55.0.87)
0.69 (0,55, 0.86)

2
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Highar Ouids

-

Weight loss may be
an early clincal sign of
earty-onsel coloreclal cancer

- ?:'In .
Propoetion with & 5 kg Wesght Loss
Frior to Colonascopy (P < .01)

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




- ADENOCARCINOMA WITH FOCAL
INVASION INTO SUBMUCOSA
ARISING IN A TUBULOVILLOUS
ADENOMA WITH HIGH-GRADE

Take-home p;in

MORE INVESTIGATION IS NECESSARY, DON'T DISMISS SYMPTOMS BASED ON
YOUNG AGE, AND EARLIER SCREENING GUIDELINES ARE LIKELY COMING




High risk CRC screening

BizARRO.COM Facebook.com/ BizarroComics

And, Lecauce it's October,
you have the choice of a regular
colonogcopy or pumpkin ¢pice!

e

K_ 102317

+ personal history of colofi cancer
or colon polyps

+ family history of colon or recial
cancer

+ family history of adv@anced
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 patientse

¥ -
lommge 5 o peccast o v Increased oe high rsk s on personal istory.

Sample Colorectal Cancer Screening Algorithm
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(ZE5.000), Uicera
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K52.9), document s assessment in today’
entounter and use the dagrostic code 1o order
sereening colanoscopy (CFT 45376)

Stool-Based Tests Direct Visualization Tests

* Yeax .

because of age o famia

» Survedlance colanoscopy
premalign

1
Incressed of hgh risk Dased on family hatory.
I heretary CRC syncome such o8 FA® (Z83.71) or othat
olyposss syndromes, or Lynch Syndrome (ZBO.0. Z1S.09,
o 2841, ocument assessment i tody's encounl
and use the diagnosis Lo onder 8 screening.
(T 45378



SPECIAL ARTICLE

Colonoscopy surveillance after colorectal cancer resection:
recommendations of the US multi-society task force on
colorectal cancer

Take home points

If personal history of CRC:

RepeOT COlonOSCOpy 3-6 months after CRC surgery IF Charles ). Kahi,"** C. Richard Boland,’ Jason A. Dominitz,"> Francis M. Giardicllo,’ David A. Johnson,”

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 & years (9 years after
CRC surgery)

Colonoscopy interval should never exceed 5 years

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

Tonya Kaltenbach,™” David Lieberman,'’ Theodore R. Levin,'' Douglas J. Robertson,'”'* Douglas K. Rex”

This article is being published jointly in Gastroenterology, American Journal of Gastroenterology, and Gastrointestinal

Endoscopy.

The US Multi-Society Task Force has developed updated
recommendations to guide bealth care providers with the
surveillance of patients after colorectal cancer (CRC)
resection with curative intent. This document is based
on a critical review of the literature regarding the role
of colonoscopy, flexible sigmoidoscopy, endoscopic ultra-
sound, fecal testing and CT colonography in this setting.
The document addresses the effect of swrveillance, with
Jocus on colonoscopy, on patient swrvival after CRC resec-
tion, the appropriate use and timing of colonoscopy for
perioperative clearing and for postoperative prevention
of metachronous CRC, specific considerations for the
detection of local recurrence in the case of rectal cancer,
as well as the place of CT colonography and fecal tests in
post-CRC surveillance.

In the United States, colorectal cancer (CRC) is the sec-
ond leading cause of cancer deaths for men and women
combined.' Of the estimated 132,700 new cases expected
to be diagnosed in 2015," 70%—80% will undergo surgical
resection with curative intent™ and up to 40% of patients
with locoregional disease will develop recurrent cancer,
of which 90% will occur within 5 years." The postopera-
tive surveillance of patients treated for CRC is intended
to prolong survival by diagnosing recurrent and meta-
chronous cancers at a curable stage, and to prevent meta-
chronous cancer by detection and removal of
precancerous polyps.

Surveillance strategies employ a combination of modal-

strategy is still not clearly defined, the role of colonoscopy
is primarily to clear the colon of synchronous cancers and
polyps and prevent metachronous neoplasms.

In 2006, the US Multi-Society Task Force (USMSTF)
published a consensus guideline to address the use of
endoscopy for patients after CRC resection.” This updated
document focuses on the role of colonoscopy in patients
after CRC resection. Additionally, based on a comprehen-
sive literature review updated from the 2006 recommen-
dations, we review the possible adjunctive roles of fecal
testing (eg, fecal immunochemical testing for hemoglo-
bin) and CTC. The use of CEA, CT scans of the liver, as
well as chest radiographs are beyond the scope of this
document and are not reviewed. The goal of this
consensus document is to provide a critical review of
the literature and recommendations regarding the role
of colonoscopy, flexible sigmoidoscopy, EUS, fecal
testing, and CTC in surveillance after surgical resection
of CRC.

METHODOLOGY

Literature review

The English-language medical literature was searched us-
ing MEDLINE (2005 to September 30, 2015), EMBASE (2005
to September 30, 2015), the Database of Abstracts of Re-
views and Effects (2005 to October 7, 2015), and the Co-
chrane Database of Systematic Reviews (2005 to October



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/

High quality colonoscopy

= Complete to cecum

« Adequate bowel prep to detect polyps > 5mm

* Adequate col p d rate
- Complete polyp -

Risk-stratified repeat colonoscopy interval

l

10 years

* Normal
colonoscopy

« 520 HP < 10mm . s o 08P
= 10mm

+ Adenoma with
villous or
tubulovillous
histology and/or
high grade
dysplasia

+ SSP with dysplasia

* Traditional serrated
adenoma




Sample Colorectal Cancer Screening Algorithm

Assess Risk:

Personal & Family

S, |Average risk (No personal or family h:uﬂdumrub:udanpmmm, h:!madmhmvu!huedmlmhbm )
Take home points e .
polyp) If personal Hx of CRC (ZB5.038), colonic polyps If hereditary CRC syndrome such as FAP (Z83.71) or other
T T (ZB86.010), Ukcerative Colitis (K519), or 8 year or polyposis syndromes, or Lynch Syndrome (280.0, 215.09,
o I 2) ocaraiet s e Lters” anc uoa the Ghegncts o ordr & Screaning COIOROOPY
+ family history of colon or rectal cancer < 60 yoa ! X  and use the code to order a (CPT 45378)
[ < 45 years of [45&075““'] screening colonoscopy (CPT 45378)
i K > BS years" L
+ family history of advanced adenomas < 60 yoa |
- Screening colonoscopy at age 40 and every 5 years ' | i [m] [oc | | = ] )
Do not screen from test Genetic
oplions below. | AP o
OR | Lynch
4 ¥ ¥ v
§ 5 the Sur at regular intery
- Screening colonoscopy at 10 years earlier than age of e i e a5 recommended & rovider
diagnosis e st emplate !
Stool Test ll;hml:hl'llmﬂltl Sorang
WHICHEVER IS YOUNGER yoar Sating
atage s,
genetic
&) Stool-Based Tests Direct Visualization Tests T
z « Yearly facal mmunochemical test »( opy every 10 years, or MI i
2 ).or = CT colonography
_ arget stool DNA (FIT-DNA) al coloncscepy) eve
o o GMOIdosco For Medicare patients, use G codes:
Y : A 60105 - Colonoscopy (high risk)
z GO1I21
al exam (D ave low sersitivity for G0328
E ; .c.];,'::‘:!i:)-:: nelﬂvwbeusedr!afﬂckc
Ll G044 ba
o= who undarg: er than colonoscopy as a first-line screening n
[ &5 © a Posithv result must follow up with a colonoscopy to
oL 2ening Process.
+ IBD: inflammatory bowel dsease « Screening colonoscopy is performed on asymptomatic patients d ancer screening

because of age or familial risk indkcators such as a famdy h

« CRC: colorectal cancer

« Survelllance colonoscopy & performed when a patient has tion or has had a persona

« FDR: first-degree relative malgnancy or premalignancy needs follow up and requires colono! y at more fraqus
. E are Personal history of CRC (285.038) or Personal History of Colenic Adenomatou
« SDR: second-degree relative p pavey
(286.010).
* CTC: computed tomographic « Diagnostic colonoscopy s perfarmead when a patient has indcator condition requiring diagnostic
colenography workup that eration of colon cancer as a potential dagnosis {Le. persons with a history

f rectal ble emia. or unexplaned weight |
+ FAP: familial adenomatous pelyposis of rectal bleeding. anemia, or unexplaned weight loss)

- + An “advanced adenoma’ is a lesion 21 cm in size or having high-grade dysplasia of vilicus elements
* FIT: fecal immuncchemical test

* Hx: history

2018 Armanean




Other High Risk Populations

LY/ THIS HERE IS OUR BRAND
£/ NEW COLONOSCOPY 3000 XL PROBE!
& IT TAKES 300 MEGAPIXEL IMAGES, HAS A
LASER SCALPEL, AND MORE ... | CAN'T
WAIT TO TRY THIS BABY OUT!

COLONOSCOPY
3000 XL PROBE

» + personal history of IBD

» + confirmed or suspec

hereditary CRC syndr
polyposis syndrome (
etc.)

+ personal history of a
pelvic radiation

INDIVIDUALIZED, JOINT DECI
MAKING




Stopping screening

» 75y.0.0."optional
» 85 y.0.d. 'do NOINSEiES N

> 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
tests
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Direct visualization
» Colonoscopy ‘ .

» Flexible sigmoidoscopy




Currently-available CRC
tests

Direct visualization

» Colonoscopy U

» Flexible sigmoidoscopy

» CT Colonography




Currently-available CRC
tests

Stool-based tests

» Fecal immunochemical testing
(FIT)

» Multi-target stool DNA fest
(MtDNA)

» High-sensitivity guiac testing (HS-
gFOBT)

» WHAT WILL YOU DO WITH A
POSITIVE TEST?




Currently-available CRC

Tests

Stool-based tests

Fecal immunochemical testing
(FIT)

Mulfi-target stool DNA fest
(MtDNA)

High-sensitivity guiac testing (HS=
gFOBT)

WHAT WILL YOU DO WITH A
POSITIVE TEST?




Currently-available CRC
tests 4
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Stool-based tests

» Fecal immunochemical testing
(FIT)

» Multi-target stool DNA fest
(MtDNA)

» High-sensitivity guiac testing (HS-
gFOBT)

o O . > WHAT WILL YOU DO WITH A
I ——— POSITIVE TEST?




Currently-available CRC
tests

Direct visualization
» Colonoscopy
» Flexible sigmoidoscopy

» CT Colonography

Stool-based tests

>

Fecal immunochemical testing
(FIT)

Mulfi-target stool DNA fest
(MtDNA)

High-sensitivity guiac testing (HS-
gFOBT)



Currently-available CRC

Tests

Blood-based rests
» Shield ® (7/29/2024)
» EpiproColon ® (4/2016)

~Lpie-Eg

EPI PROCOLON
MAY BE RIGHT

FO R YO U FDA APPROVES NEﬁBLOOD TEST FOR COLON .CNCER WC 1

‘SHIELD' OFFERS NEW SCREENING FOR A LEADING CAUSE OF CANCER DEATHS NEWS
4 fure ,

ol AtU
A collectlo  ompe! att




Novel and Emerging CRC
Screening Tesi

ctDNA test (Shield test, Guardant Health)

ctDNA and protein test  (Freenome)

MT-sRNA test (Colosense, Geneoscopy

MT-sDNA test (Cologuard, Exact Sciences)




A Release of cfDNA into Circulation from Tumor Cells

TO h
CIRCULATION
W I

~ Tumor-derived cfDNA

(with a fraction contained

in extracellular vesicles and
lipoprotein complexes)

Lysis of necrotic and apoptotic
tumor cells releases DNA into
circulation

B Characterization of Tumor-Derived cfDNA for Cancer Screening

Q Molecular Features of Tumor-Derived cfDNA Assay
Person at risk for
colorectal f:ancer . Methylation status i
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Somatic genetic variants (e.g., pathogenic variants in APC and KRAS)|
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Genomic
Alterations

Mutations
known to be
present in CRC

Epigenomic
Modifications

¢ —d

DNA
methylation

DNA fragment
size

RESULTS

Abnormal Signal
Detected

Normal Signal
Detected




ECLIPSE Trial: Enrolled Participants

Enrolled Subjects
(N=2287T)

Mot included in Clhinical Vahdation

Cohort

(N=12619)

Y

Ciinical Validation Cohort
(N = 10,258)

Not eligible, No colonoscopy |

Invalid ct scopy, No or invalid
JA test result

" 107
b d

Evaluable Individuals
(N =T.861)

Y T

Advanced
CRC precancerous

(N = B5)

Non-advanced
< precancerous lesion
lesions

E N = 2,166)
(N = 1,116) W=2.108

Advanced Neoplasia

]

gative for

al neoplasia

= 4,514)

Colonoscopy Outcome Histopathology Definition

CRC

Advanced Precancerous Lesion

Non-advanced precancerous
lesion

Negative for colorectal neoplasia

CRC

Carcinoma in situ

High Grade Dysplasia

Villous architecture >25%
Tubular Adenoma > 10mm
Sessile Serrated Lesion > 10mm

Adenoma and sessile serrated
lesion < 10mm

Negative colonoscopy
Hyperplastic polyps




Test Performance

Table 2. Sensitivity and Specificity of the Cell-free DNA (cfDNA) Blood-Based Test for the Most Advanced Findings on
Colonoscopy.*

Most Advanced
Finding on
Variable Colonoscopy cfDNA Blood-Based Test

Positive Test Sensitivity (95% Cl)
no. %
Colorectal cancer
Any 83.1 (72.2-90.3)
Stage |, I, or I1I* 87.5 (75.3-94.1)
Advanced precancerous lesions 13.2 (11.3-15.3)
Specificity (95% Cl)

Nonadvanced adenomas, nonneoplastic findings, 6680 698 89.6 (88.8-90.3)
and negative colonoscopy

Nonneoplastic findings and negative colonoscopy 4514 457 89.9 (89.0-90.7)

*

Excluded were 10 stage IV and 7 pathologically confirmed, incompletely staged colorectal cancers.

1 Advanced precancerous lesions include advanced adenomas and sessile serrated lesions at least 10 mm in the largest
dimension.
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WHAT COULD 4-YEAR* DATAMEAN ~ “7=it =
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Guardant Health’s Shield Blood Test
Approved by the FDA as a Primary
Screening Option for Colorectal Cancer

By The ASCO Paost Staff

Posted: 7/29/2024 11:09:00 AM
Last Updated: 8/15/2024 12:03:41 PM




Next generation Multi target Stool
DNA fest

Table 1. Sensitivity and Specificity of the Next-Generation Multitarget Stool DNA Test and the Commercial FIT.*

Next-Generation Multitarget
Colonoscopy Stool DNA Test FIT
Variable (N=20,176) (N=20,176) (N=20,176)

No. of No. of Assessment No. of Assessment
Participants Results (95% Cl) Results (95% Cl)

% %
Sensitivity

Colorectal cancer

Any

Stage |, I, or 111
Advanced precancerous lesions
High-grade dysplasia
Specificity
Advanced neoplasia

Nonneoplastic findings or negative
colonoscopy|

Negative colonoscopy**

93.9 (87.1-97.7)F
92.7 (84.8-97.3
43.4 (41.3-45.6
74.6 (65.6-82.3

&
|

)
)
)
)

90.6 (90.1-91.0)
92.7 (92.2-93.1)

93.4 (92.8-93.9)

67.3 (57.1-76.5)
64.6 (53.3-74.9)
233 (21.5-25.2)
47.4 (37.9-56.9)

94.8 (94.4-95.1)9
95.7 (95.3-96.1)

96.0 (95.5-96.4)




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, ine AeXESiEs
is going to be a




NOT ALL COLONGSCOPI|ES ARE
EQUAL



Quality Indicators for Colonoscopy

Douglas K. Rex, MD, MACG!, Joseph C. Anderson, MD, FACG?3#, Lynn F. Butterly, MD, FACG*%7, Lukejohn W. Day, MD, FACG®*,
Jason A. Dominitz, MD, MHS, FACG'®!, Tonya Kaltenbach, MD, MS, FACG'#*#, Uri Ladabaum, MD*¢, Theodore R. Levin, MD, FACG*®,
Aasma Shaukat, MD, MPH, FACG', Jean-Paul Achkar, MD, FACG"’, Francis A. Farraye, MD, MSc, MACG'®,

Sunanda V. Kane, MD, MSPH, FACG* and Nicholas J. Shaheen, MD, MPH, MACG*°

Am | Gastroenterol 2024;00:1-27. https://doi.org/10.14309/ajg 0000000000002972




What makes a quality
colonoscopye

» Frequency with which colonoscopy is performed for an appropriate indi€ation
and the indication is documented.

» Percentage of patients undergoing colonoscopy with adequate bowel
preparation, preferably defined as Boston Bowel Preparation Scale scare 22 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 MISTF recommendations.

» Percentage of patients undergoing colonoscopy with intact colons who have full
intubation of the cecum with photo documentation of cecal landmarks.




What makes a quality
colonoscopye

» Percentage of patients aged 245 years undergoing colonoscopy for screéning,
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. Patientsiwith
positive noncolonoscopy screening tests, genetic cancer syndromes (&.8.,
polyposis), IBD, or undergoing colonoscopy for therapy of known neoplasms are
excluded from the calculation.

» Percentage of patients with positive fecal screening tests (fecal blood or mt-
sDNA) with 1 or more conventional adenomas resected and documented by
pathology.




What makes a quality
colonoscopye

» 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.

» Percentage of patients ages 245 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.




What makes a quality
colonoscopye

» Average withdrawal time in normal colonoscopies without biopsy sampling or
polypectomies in persons aged 245 years undergoing screening, surveillance, or
diagnostic colonoscopy. Patients with positive non colonoscopy screening tests,
genetic cancer syndromes (e.g., polyposis), IBD, or undergoing colonascopy for
therapy of known neoplasms are excluded from the calculation.

>8 minutes




What makes a quality
colonoscopye

» Percentage of polyp resections for which the report documents the lesion size,
shape, location, and method of resection.

» Percentage of 4- to 9-mm lesions that are resected using a cold snare.




What makes a quality
colonoscopye

» 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.

» 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.




How 1o manage big polyps

. -
5 R
Sex: ~ Age: e o,
.06y T
10/31/2024 5w
06:52:32 LS.
o

Sex: Age:
8. 0 Brzy)
07/25/2024
10:06:53

CVP:13

HEEN/---(0/1)
EhZM Cm:1

Comment:
:

Sex: Age: : y
3B.0v@izy)

07/25/2024

11:01:39

CVP:31

EEE/---(0/1)
Eh:A1 Cm:i1 -

Comment: vy




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 ablé 1o:

>

ldentify appropriate patients for “*average risk” colon and rectal cancer
screening

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

» ldentify 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)




