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In our practice, over 50% of our
professional practice time is dedi-
cated to the prevention, screen-
ing, diagnosis and treatment of
colon and rectal cancer.

There is an increasing body
of evidence suggesting that
colonoscopy be considered as a
screening modality for colorectal
cancer, though admittedly, a
number of hurdles still need to be
avercome.

SCREENING FOR COLORECTAL NEOPLASIA.

Colorectal cancer is an enormous
healthcare problem in the United
States. In our practice, over 50% of our
professional practice time is dedicated
to the prevention, screening, diagnosis

and treatment of this disease.

In the United States, the current cu-
mulative lifetime probability of devel-
oping colorectal cancer is approxi-
mately 6%, with the risk of dying from
colorectal cancer being 2%-3%. De-
spite the large number of patients with
this disease, there is an increasing body
of evidence indicating gradual decline
in mortality. We feel strongly that this
trend is, in lar ge part, a reflection of
early detection as screening measures
become more widely applied with the

removal of precancerous polyps.

Arelatively high proportion of car-
cinomas detected by fecal occult blood
tests are early-stage lesions, although
unfortunately the number of false nega-
tive tests are also high. Fecal occult
blood testing remains very insensitive
to the detection of adenomas, and some
authors have suggested that the true
benefit of fecal occult blood testing

results from the chance selection of

patients for colonoscopies. Neverthe-
less, it remains an accepted standard
screening modality for colorectal can-
CErs.

Flexible sigmoidoscopy is an effec-
tive method for screening and one we
employ frequently in our office prac-
tice. Typically, we do not utilize any
formal bowel prep for the flexible sig-
moidoscopy other than two enemas
given by our nurse approximately
15 minutes before the procedure. We
typically complete the test in less than
five minutes and do not routinely use
sedation for this. Though sigmoidos-
copy is very sensitive for detecting
adenomatous polyps. its obvious short-
coming is that it only visualizes the dis-

tal (left) colon.

Because the incidence of adenomas
and carcinomas in the proximal (right)
colon has increased, some authors ad-
vocate colonoscopy as a potential
screening modality. Recently (July
2000) we participated in a study pub-
lished in the New England Journal of
Medicine noting a higher than antici-
pated number of proximal neoplasms

in those patients without distal colonic
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pathology. This study adds further sup-
port to an increasing body of evidence
suggesting that colonoscopy be consid-
ered as a screening modality for
colorectal cancer. Admittedly, there are
potential hurdles that remain in utiliz-
ing colonoscopy for all patients, in-
cluded cost, availability, patient accep-
tance and the potential (albeit ex-
tremely low) complications from this

procedure.

In a recent study, Rex, et al. per-
formed colonoscopy in 210 asymptom-
atic individuals between 50 and 75
years of age with no known risk fac-
tors for colorectal neoplasms and a
negative fecal occult blood test. Sig-
nificant adenomas (1 ¢cm or more in
diameter) were found in 25% of pa-

tients as well as two colon cancers.

The justification for the use of
colonoscopy as a screening modality
rests in the theory of the pathogenesis
of colorectal cancers. Adenomatous
polyps play a pivotal role in this polyp-
to-cancer sequence. It is known that
greater than 90% of all colorectal can-
cers start out as adenomatous polyps.
The most attractive aspect of the use
of colonoscopy for screening is that it
is also therapeutic by removing the co-
lonic polyps. This avoids subsequent
procedures, as is necessary when
barium enemas are used. Certainly, any
program for colonoscopy “screening”
would have to be based on certain as-
sumptions about the rate of growth of
polyps and the length of time required
for malignant transformation. A num-
ber of studies estimate that it takes an
average of five to seven years for trans-
formation of a 1 cm adenoma to colon
Thus,

polypectomies could prevent cancer,

carcinoma. colonoscopic

even if screening intervals were some-

what prolonged.

Virtual colonoscopy is also showing
some potential promise as an effective
screening tool. Combining the use of
rapid helical CT with computer soft-
ware capable of rendering images of the
whole colon, this method is used as a
conventional workstation and a dy-
namic display of images to allow a ra-
diologist to conduct a virtual examina-
tion of the colon, simulating the way
an endoscopist views the colon. How-
ever, the technology continues to be
scrutinized, both because of sensitiv-
ity and specificity issues as well as cost.
At the

colonoscopy remains out of the reach

present time, virtual

of current clinical practice.

In conclusion, utilizing colonoscopy
as a screening modality in asymptom-
atic average-risk patients remains a hot
topic for debate. The literature makes
an increasingly strong argument that for
patients with an increased risk of co-
lon cancer (family history of colon can-
cer, personal history of colonic polyps,
history of inflammatory bowel disease
or personal history of breast, ovarian
or uterine cancer), utilizing a
colonoscopy offers them the most ac-
curate, complete exam, which is both
diagnostic and frequently therapeutic.
Patients at average risk should be at
least considered for screening with
colonoscopy or at a minimum should
undergo a flexible sigmoidoscopy and
fecal occult blood testing. For more in-
formation about our services, contact
us at (317) 834-2020, or visit us online

at www.kendrickcenter.com.
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