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KatevBuvtnplec Odnyiec Ataloync

(Screening)

yla tov KoAo-opOwo Kapkivo

EZ QeAékoupag




Types of cancer in the colon and rectum

e Adenocarcinomas:
e More than 95% of colorectal cancers are adenocarcinomas

e Carcinoid tumors

e Gastrointestinal stromal tumors (GISTs)
 Lymphomas

e Sarcomas
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Age-Adjusted Rates
By Data Type
Colon and Rectum, All Ages, All Races, Both Sexes
1975-2011
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Colorectal cancer (CRC) Facts
(ACS)

The number of colorectal cancer cases in the United States for 2014
are:

e 3" common cause of cancer

34 |eading cause of cancer-related deaths in men and women in the US

the lifetime risk is about 1 in 20 (5%).
e This risk is slightly higher in men than in women.

A number of other factors (“Risk factors for colorectal cancer”) can also affect a
person’s risk for developing colorectal cancer.

American Cancer Society. Cancer facts and figures 2014.
Atlanta: American Cancer Society; 2014
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Trends in Cancer Death Rates* AmongMen, US,1930-2010
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Colorectal Cancer Facts

* Incidence of CRC has been declining in the US
* by 2-3% per year over the last 15 years

* CRC screening probably accounts for this decline by early detection
and removal of polyps

* Good evidence shows that screening reduces mortality from CRC

American Cancer Society. Cancer facts and figures 2014.
Atlanta: American Cancer Society; 2014
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Signs and symptoms of colorectal cancer

* A change in bowel habits, such as diarrhea, constipation, or
narrowing of the stool, that lasts for more than a few days

* A feeling that you need to have a bowel movement that is not
relieved by doing so

* Rectal bleeding, dark stools, or blood in the stool (often, though, the
stool will look normal)

e Cramping or abdominal (belly) pain
 Weakness and fatigue
* Unintended weight loss




A. Sessile polyp  B. Pedunculated polyp C. Colon cancer
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Reasons for decline of death rate

(colon and rectal adenocarcinoma)

Polyps are being found by screening and removed before they can
develop into cancers.

Screening also allows more colorectal cancers to be found earlier,
when the disease is easier to cure.

In addition, treatment for colorectal cancer has improved over the
last several years.

As a result, there are now more than 1 million survivors of colorectal
cancer in the United States.




Screening

Screening is the process

of looking for cancer in people who have no symptoms of the disease.
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“If, after the age of fifty, you wake up in the
morning and nothing hurts, this is strong
evidence that you have died during the
night.”
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Incidence and Mortality

US Cancer Mortality by Age Group Animated From 1969 to 2011
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Age Group

Cancer: Colon and Rectum
All Races
Both Sexes

sn 1969 mem 2011

Note: Mortality rates are per 100,000 and are age-adjusted to the 2000 US Std Population (19 age groups - Census P23-1130).
Source: US Mortality Files, National Center for Health Statistics, Centers for Disease Control and Prevention.
Created by http://seer.cancer.gov/canstat/animator/ on 11/1/2014




Risk factors

Risk factors you cannot change Risk factors you can change

e Age

e Personal history of colorectal polyps or colorectal cancer

e Personal history of inflammatory bowel disease (IBD

Type 2 diabetes

Lifestyle-related factors
e Certain types of diets
e Physical inactivity

e Family history of colorectal cancer or adenomatous polyps Obesity

* Inherited syndromes

e any history of cancer in more distant relatives is also important.

*  Smoking
* Heavy alcohol use

*  Familial Adenomatous Polyposis (FAP) Factors with uncertain, controversial, or

e Gardner syndrome
cancerous) tumors

is a type of FAP that also involves beni%n (non-

of the skin, soft connective tissue, and bones. un p roven effe CtS

e Hereditary non-polyposis colon cancer (HNPCC): HNPCC, also known

as Lynch syndrome, accounts for about 2% to 4% of all colorectal

cancers.
* Turcot syndrome
* Peutz-Jeghers syndrome:

Night shift work

* men who survive testicular cancer.

men who received radiation therapy to treat prostate

e  MUTYH-associated polyposis

* Racial and ethnic background

e African Americans

* Jews of Eastern European descent (Ashkenazi Jews)
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American Cancer Society. Cancer facts and figures 2014.
Atlanta: American Cancer Society; 2014
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Table 2. Summary of Selected Risk Factors for
Colorectal Cancer

Relative Risk*

Factors that increase risk:
Heredity and Medical History
Family history

1 first-degree relative® 2.2

more than 1 relative®? 4.0

relative with d@nosm before aqg454* 3.9
L B N N N N | N EEE S - N N S S . ..
Inflammatory bowel disease’ 5

Crohn disease (colon) 2.6

Ulcerative colitis

rectum 1.9

Diabetes*? 1.2
Behavioral factors®

Alcohol consumption (heavy vs. nondrinkers) 1.6
Obesity 1.2
Red meat consumption 1.2
Processed meat consumption 1.2
Smoking (current vs. never) 1.2

Factors that decrease risk:

Physical activity (colon)™ 0.7
Dairy consumption®’ 0.8
Fruit consumption® 0.2
Vegetable consumption® 0.9
Total dietary fiber (10 g/day)? 09

*Relative risk compares the risk of disease among people with a particular
"exposure” to the risk among people without that exposure. Relative risk for
dietary factors compares the highest with the lowest consumption. If the relative
risk is more than 1.0, then risk is higher among exposed than unexposed persons.
Relative risks less than 1.0 indicate a protective effect.

tSeveral recent, small studies indicate that current risk may be lower due to
improvements in treatment and the use of colonoscopy screening to detect
precancerous lesions.




Facts

* People who have no identified risk factors (other than age) should
begin regular screening at age 50.

* Those who have a family history or other risk factors for colorectal
polyps or cancer (“Risk factors for colorectal cancer”)

e earlier screening for people with an increased colorectal cancer risk.
 These recommendations differ from those for people at average risk.
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The benefits of early detection colorectal ==k
cancer screening

* Not only does colorectal cancer screening save lives, but it also is cost effective.

* |t is much less expensive to remove a polyp during screening than to try to treat advanced
colorectal cancer.
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Figure 2: Cost-effectiveness plane for not screening and for three strategies for colorectal
cancer screening.
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Cumulative Mortality (per 1000)

12

10 1

Annual FOBT Saves Lives!

+ Annual screening (n = 15,570)
Iﬁ Biennial screening (n = 15,587)

é Control (n = 15,394)
' 1133%

reduction

Years in Study

Mandel JS et al. N Engl J Med 1993 328:1365-71.

2% of patients with a
positive test had
cancer.

Thus, for every patient
with cancer, 50
patients were
subjected to anxiety
and further testing

(typically
colonoscopy).




Flexible Sigmoidoscopy

PROS: CONS:

Selby et al. N Engl J Med 1992;326:653 Stewart Aust NZ J Surg 1999;69:2
Rex et al. Gastrointest Endosc 1999;99:727 Painter et al. Endoscopy 1999;3:269
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“ Flexible Sigmoidoscopy Misses 50% of Lesions

Colonoscopy comparison studies

* 46-52% of patient with advanced proximal neoplasia (> 1 cm, villous,
high-grade dysplasia or cancer)

* had no adenomas distal to the splenic flexure

Lieberman et al. N Engl J Med 2000; 343:162-8.

Imperiale et al. N Engl J Med 2000; 343:169-174.
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FOBT + Flexible Sigmoidoscopy
Misses 24% of Lesions

Colonoscopy comparison studies

» 24.2% of patient with advanced proximal neoplasia (> 1 cm, villous,
high-grade dysplasia or cancer)

* had negative FOBT and no adenomas distal to the splenic flexure.

Lieberman and Weiss. N Engl J Med 2001; 345:555-60.
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Results* of 21,356 Colonoscopies Maryland Cigarette Restitution s
: Fund Program Maryland, 2000-December 2012

Inadequate col but Cancer/Suspect
no findings, 306, Cancer, 243, 1%

1%

Adenoma High-

Negative, 3294, Grade, 88, 0%

15%

Adenomas, Other,
5,074, 24%

L N Other poly ps,
Other findings
7,771, 36% 4,580, 22%

* Most “advanced” finding on colonoscopy

DHMH, CCPC, Client Database, C-CoP, as of 2/27/2013
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American Cancer Society recommendationss=t
for colorectal cancer early detection

 The American Cancer Society believes that preventing colorectal cancer (and not
just finding it early) should be a major reason for getting tested.

Beginning at age 50, both men and women at average risk
for developing colorectal cancer
should use one of the screening tests
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NMAHOY2ZMIAKE2Z OMAAE2 EAETXOY

Acuurttwpatikoi a.oBbeveic yevikou mAnBuaopuov,
ANNA
XaunAou Kwvéuvou

e AoBeveic < 40 sTwv
e AoOeveic 40-49 sTwv

e AoBeveic > 50 eTwv Kol LECOU KLVOUVOU
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AcBeveic < 40 eTwv

e 2TOUC auoBeveic autoUC SV amaLTELTOL TTPOCUUITTWHLOATIKOG EAEYXOC
° MOPA HOVOV EML eEMeLC0SL0V anwAsLag moootntac {wnpou epubpou
olipotoc amno to opoo.

e TNV MEPLITWON AUTH, 0 ACOEVAC IPEMEL VO SLEpEUVATOAL UE
e AemtopePN KAWLKN £EETAON TNC MEPUTPWKTLKAC TTEPLOXAC KL TIPWKTO- N
opBo-okonnon.

e Eni anovoiac epdoavouc attiog, oL aocOeveilc MPEMEL va StepeuvwvTal
TEPALTEPW UE OLyposLbookomnon (pag kot to 67-80% twv mMoAUTtodwv Tou
TLALXEOC EVTEPOU evToTii{ovTol MEPLPEPLKOTEPA OO TNV APLOTEPN KOALKN
KOLMTTR) Kot i@avw e |le KOAOVOGKOTINOoN.
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AoBevelc 40-49 eTwv

e J>TOoUuC aoBeveic autouc dev amaLTE(TOL TIPOOU UMTTWHLOTLKOC EAEYXOC

° TAPA HOVoV £Ni enelcodiov anwAelag tocotntac {wnpou
epuOpov aipoatoc ano to 0pbo.

e JTNV Mepimtwon auth, o acBevng peEMeL va Slepeuvatal e AEMTOUEPN

e KALVIKN €€£TOLON TNC MEPUTPWKTLKNG TLEPLOXAC KL TIPWKTO- N opBo-
okomnon.

e Eniamouocioc epdavouc attiag,

e oL aoBeveic PEMEL vaL SLEPELVWVTOAL TIEPALTEPW MLE
KOAOVOOKOTNON, YLOTL LTTOPEL UEV N EMLITTWON TOU KOPKLVOU val
elvall KPR 0€ aUTEC TNE NALKLEC, elval OUWC AVENEVN N EMUTTWON
TPOKOPKLVWUOTWO WV KOTAOTACEWV OTIWE Ol AOEVWHATWOELC
NMoAUTIOOEC oL oTtoloL KOlL KATOWVEOVTAL LE Lon Tiepimou ouyvotnta
HetaéL aplotepou Kot de€lov kOAou (55% kat 45% avtiotoya).
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AcBeveic > 50 etwv Ko HEGOU KLvOUVOU

[IPOCUUMTWHATIKOC EAEYXOC Ao TNV NALKiol Twv 50 €Twv

Avaintnon AavBadvouoac anwAegLag aipatoc amno to opbo

(fecal occult blood test, FOBT) Etnoiwg
EUKoUITTn OLypoelbooKomnon Ava 5¢tia
Yuvbuaopog FOBT kat eUKAUTTTNG OLYHOELOOOKOTINGN Ava 5etia
BapLlouxog urtokAUoHOC SUTANC avtiBeong Ava 5etia
KoAovookomnon Ava 10etia
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Summary of Recommendations from the
U.S. Preventive Services Task Force (USPSTF)

Recommendation Summary

Summary of Recommendations

Population

Recommendation (What's This?]

Adults, beginning at age 50
years and continuing until age
75 years

The USPSTF recommends screening for colorectal cancer using fecal occult
blood testing, sigmoidoscopy, or colonoscopy in adults, beginning at age 50
years and continuing until age 75 years. The risks and benefits of these
screening methods vary.

The USPSTF recommends against routine screening for colorectal cancer in
adults 76 to 85 years of age. There may be considerations that support

Colonography and Fecal DNA
testing as screening modalities

L colorectal cancer screening in an individual patient

The USPSTF recommends against screening for colorectal cancer in adults
Adults older than age 85 years | older than age 85 years.
Computed Tomographic The USPSTF concludes that the evidence is insufficient to assess the benefits

and harms of computed tomographic colonography and fecal DNA testing as
screening modalities for colorectal cancer.

M O O »

This topic page summarizes the U.S. Preventive Services Task Force (USPSTF) recommendations on
screening for colorectal cancer.

Release Date: October 2008
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Colorectal cancer screening
ouidelines
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CRC screening guidelines
US Preventive Services Task Force (USPSTF)

For average-risk adults, screening should begin at age 50 and
continue until age 75
CRC screening in adults 76 to 85 years should be individualized

Test Time interval

'Fecal occult blood test (FOBT) Annual
Flexible sigmoidoscopy 5 years

| Colonoscopy 10 years

Ann Intern Med 2008:149:627-37
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CRC screening guidelines

American Cancer Society (ACS) , US Multi-society Task Force on Colorectal Cancer
(USMSTF) and the American College of Radiology (ACR)

* Average-risk adult should start screening at age 50

Test Time interval
Flexible sigmoidoscopy 5 years
Optical colonoscopy 10 years
Double-contrast barium enema 5 years
CT colonography 5 years

Fecal occult blood test (guaiac or Annual
immunochemical based)

Stool DNA test Uncertain

Ann Intern Med 2012:156:378-386
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NMAHOY2MIAKE2Z OMAAE2 EAETXOY

ACUMMTTWHATIKA ATOMO TOU YEVIKOU TANBUoHOoU,
ANNA

uPnAou Kwwduvou aveéaptntwe nALKiaG
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People at increased or high risk

 |f you are at an increased or high risk of colorectal cancer, you should begin
colorectal cancer screening

e before age 50 and/or
e be screened more often.

* The following conditions make your risk higher than average:
e A personal history of colorectal cancer or adenomatous polyps

e A personal history of inflammatory bowel disease (ulcerative colitis or Crohn's
disease)

e A strong family history of colorectal cancer or polyps (see “Risk factors for colorectal
cancer”

* A known family history of a hereditary colorectal cancer syndrome such as familial
adenomatous polyposis (FAP) or hereditary non-polyposis colon cancer (HNPCC)




Colorectal Cancer Cases by Risk History

Sporadic
(average risk) (65%—85%)

1 Family

history
(10%—-30%)

Rare syndromes
(<0.1%)

Hereditary nonpolyposis colorectal
cancer (HNPCC, 2-3%)

Familial adenomatous polyposis
(FAP) (<1%)

http://www.cancer.gov/cancertopics/pdg/genetics/colorectal/HealthProfessional
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AoBevelc avénuevou Kvouvou

e AoBeveic pe evav 1lou Babpuou
ouyyevn (yovelg, aderdLa,
roitdLad) YE LOTOPLKO
Slayvwaopevou kapkivou ME-O N
adevwpatwdouc moAumoda oe
nAkiat = 60 eTwv

*'H 600 20v BaBpov cuyyeveic pe
SLaYVWOUEVO KAPKIVO TTAXEOC
EVIEPOU Kol 0pBoU aveaptNTwC
NALKLOLC

MPOCUMUMTWHATLKOC EAEYXOC
OMOLOC ME TOUG QOOEVELC

HECOU KlvdUVoU

(50 eTwv)
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AoBevelc avénuevou Kivouvou

e AcBeveic pe TovAdayLotov Evav
lov BaBuou ocuyyevn ue

LOTOPLKO SLOYVWOUEVOU
kapkivou ME-O N

adevwpatwdouc moAumoda oe

nALKla < 60 eTWV

BaBuov cuyyeveic pe

Slayvwaopevo Kapkivo ME-O

21/12/2014

KoAovookonnon ava 5etia

€LTE A0 TNV NAKLA TWV
40 eTwv

elte 6EKA £TN Vwpitepa

oIt TNV NAKLO SLayvwong
, o , TOU KOLPKLVOU OTO VEOTEPO
* H duo r neploocotepwy 20v nPooBANOEV HENOC TNC

OLKOYEVELQC.

A’ XEIPOYPTIKH KAINIKH EKMA, MINA AAIKO




e AoBeveiC pE LOTOPLKO

KoAovookonnon kaBe 1-2 £€1n
ELTE LETA QMO OKTW £TI QMO
TNV apXLKn dtayvwon tng
VOOOU OE TIEPLITTWOELC

dAeypovwdouc vooou Tou navkoAitidog

EVIEPOU

21/12/2014

ELTE LETA ATTO OEKATIEVTE £11
OTto TNV apXLKR dtdyvwon tng
VOOOU OE TIEPLITTWOELC
EVTOTILONC TNC OTO APLOTEPO
KOAovV
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AoBeveic pe Llotoplkod PpAeypovwdouc
VOOOU TOU EVIEPOU

ENAEIZEI2 KOAEKTOMHZ
Kapkivog
YynAoBaBbun dvomAacia

MoAveotiakn xopunAoBadun
duomhaoia

EvooauAikn padla

STEVWUEVN TIEPLOYA




AoBevelC auenLEVOU KLVOUVOU

KoAovookomnnon LLETA TN XELPOUPYLKN
enepPoon.

AGDEVELG [LE LOTOPLKO KAPKLVOU TIAXEOG Eav autn eivat puctoloyikn, TOTE N EMOUEVN

EVTEPOU'OPGOU OL OntOLoL EXOUV , KoAovookomnon punopet va dtevepynOet
uTtoBANOEL o€ OYKOAOYLKI KOAEKTOUN HLE apyoTeEPQ.
OKOTIO TNV Loon

Eav ko n 6evtepn KoAovookomnon sivail
duoLoAoyLKN, TOTE TLEPLODLKOC
KOAOVOOKOTILKOG EAEYXOC
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NMAHOY2MIAKE2Z OMAAE2 EAETXOY

AOCUUTTTWHOTIKA ATOMOL LLE YEVETLKA TtPodLdBeon

Owoyevnc toAumtodioon (FAP)
KAnpovouLkoc pn ntoAumodiaoikoc kapkivocg MNE-O (HNPCC)
>uvdpopo Peutz-Jeghers

Neavikni moAumodiaon
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Owkoyevnc moAumootiaon (FAP)

MpokeLtal yLot KANpovouLkn vooo, HeTaBLBalopevn KaTd TOV QUTOOWHATLKO KUpLlapxo XapaKkTApa,
n omola euBuveTal yLa To 1% ToU CUVOAOU TWV KAPKIVWV TTOXEOC EVTEPOU Kol opBoU.

MetaAAaén oto yovidlo APC (edpaletol oto XpwpHoowua 5921-9g22) evoyoroleitat yia to 80% twv
TMEPUTTWOEWV TNE VOCOU.

H ékdbpaon tou yovidiou odnyetl otn dtaxutn epdavion moANAAwWY adevwUaTwO WV TTOAUTIOO WV
(> 100) max€og evtEpou Kal opBou kot og 100% avantuén kapkivou pExpL TNV nAwkia twv 45
ETWV.

AoBeveic pe olkoyevr oAumtodiaon pnopel va avamntuéouv mARBoc kahonBwv Kot kakonOwv e€w-
KOAOVIKWV ekONAWOEwWV. I8lailtepn onpaocia €ouv n avantuén NrotoBA0CTWHOTOC Kol KOPKivou
ToUu SwdekadakTUAOL Kal TNE MePLoXnC Tou ¢pupatoc tou Vater.

YTIOVLOTEPEC HopPEC Kapkivou oxeTi{opeveg pe FAP amoteAoUv 0 KapKivog TOU TIOYKPEATOC, TWV
gEwnnoatikwv xoAndopwv, touv Bupeoedolc adsva kot tou KNZ.




Owkoyevnc noAvrmoodloon (FAP)

Ol ouyyeveic Twv acBevwyv pe FAP mpemnel va umofaAAlovtal o€ :

[evetiko €Aeyyo (=avalntnon APC gene) otnv nAwia twv 10-12 eTtwv.

Mpooupntwpatiko EAeyxo pe KoAovookomnon tnoiwc apyifovrac ano tnv nAkio twv 12 stwv.

H evbookormiki avadetén moAunodwyv amoteAel arnoAvTn EVOELEN XELPOUPYLKNG EMEUBOONC.

Erti un avadeténg moAumodwv pexpL tnv Ao tTwv 50 etwv, epLoOLKOC EAEYXOC OLLOLOG LE TOUG
acBeveilc pEoou KvOUVOUL yla avATTTUEN KapKivou TTaxEog eVIEPOU Kol opBou
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KANPOVOULKOG UN-TIOAUTIOOLOOLKOG K(pr[VO@%:;
HNPCC

MpokeLtal yLot KANpovouLkn vooo, HetaBLBalopevn Katd TOV QUTOOWHATLKO KUpLlapxo XapaKkTipa,
n omola evuBuvetal yla to 3-5% Tou GUVOAOU TWV KAPKLVWV TIAXEOC EVTIEPOU Kal opBou.

Attlohoyikd odeiletal oe petalloén oe Eva yovidlo emtokevung touv DNA kat ot acBeveic ol
orolot ekppalouv tn yovidlokn avtr avwpaAia exouv 70-80% rmiBavotnta avamntuéng KapKivou
TIAXEOC EVIEPOU Kol opBou kata tn SLapKeLa Tou Blou Touc.

KAWVIKWG TIPOKELTOLL YLOL VEOTIAOLGLOL OVATTTUCOOLEVO KUPLWE KEVTPLKOTEPA TNG OTIANVIKAC KOLUTTAC
(og avtiBeon pe tn ormopadikn popdrn TNG vOoou), TO OToLo SLaYLYVWOKETOL KATA TNV 5n dekaetia
™NC (wnc (og avtiBeon pe tn orntopadikn popdn n omoia Slaylyvwoketal Katd tnv 7n dekaestia).

Avarntuooovtal TAR00¢ e€w-KOAOVIKWV VEOTTAQLCHLATWV
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KAnpovopco un-TaUTOB oIS KapKivOGHk
HNPCC

Kpwtipla Amsterdam

TPELC N MEPLOCOTEPOL CUYYEVELC LE LOTOAOYLKA TEKUNPLWUEVO KAPKLVO
oxetw{opevo pe HNPCC (m.x. ME-O, evbountpiov, Aemtou eviépou, VEPPLKAC
TIUEAOU 1 oupNnNTNPA), EK TWV OTIOLWV 0 £vac eival TpwTtou Pabuol cuyyevnc
Twv AAAwv dvo.

KAI
Epudavion KopKivou oo EVTEPOU Kol 0pOoU o€ TOUAAXLOTOV 2 YEVEEC.
KAI

Mia 1} TTEPLOCOTEPEC TIEPUTTWOELC TWV MPpoavadEPBEVTWV KapKIVwY
SlayvwoBnkav mpLv ano tnv nAwkio twv 50 etwv.
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KANPOVOULKOO UN-TIOAUTIOOLOOLKOC KOLpK(VOe-;:%?-r-f:
HNPCC

MEAN OLKOYEVELWV Ol OTtoleC MANpPoUV Ta KpLtnpla Amsterdam Ba mpemel va
uTtoBAANOVTOL OE YVEVETLKO EAEYYO.

N,
X

[evetikn doklpaoio ekAoync amoteAel n avalntnon tng microsatellite instability
(MSI) n omola eiva BTkl oto 90% Twv neputtwoewv HNPCC aAAa povo oto 15%

NG omtopadLkNS HopPnc tng vooou.

OMol oL cuyyeveic Ba pemel va utoBaAAovtal oe KoAovookomnon kaBe 1-2 €1n
apxllovtac amo tnv nAkia Twv 25 eTwv N 5 €1n vwpltepa amo tnv nAtkio tou

VEWTEPOU TtPocPAnNBEvToC pEAOUC TNC olkoyEveLlag (omolodrmote cuveEREL TPWTO)
KOlL ETNOLWC META TNV NALKia TwV 40 eTWV
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KANPOVOLLLKOO UN-TIOAUTIOSLAOLKOC KOPKIVOE:=i:

Sa ‘L'.;.é

HNPCC

Kapkivo¢ €o0w yevvntikwv opyavwv OnAgoc

1.
2.
3.
4.

apdlxeLpn YuvoLkoAoyLkr e€€taon
1e0T NamavikoAdou

Boyia evéountpiou

SLAKOATILKO uTtEpNYOYPAdNUQ

Kapkivog Tou oupomotnTtikou GUGTAATOG

1.
2.
3.
4.

YEVLKN oUpwWV
KUTTAPOAOYLKI oUpwV

urepnxoypadnua
KUOTEOOKOTINON

Kapkivog otopdyxou kat xoAndpopwv

1.
2.

evOOOKOTINGON AVWTEPOU TIETTLKOU

KUTTAPOAOYLKN €EETAGN ATTO TOV OLUAO OTOMAXOU Kall
126axtUAou

EAEYXOC NTATLKWVY VIV WV

uTtEPNXOYPAPNUA NTTATOC-XOANDOPWV-TIOYKPEATOC

Ava 2eTia
ap)ilovtac amno tTnv nALkia

Twv 20-25 stwv



American Cancer Society Guidelines on Sc
and Surveillance for the Early Detectio
Colorectal Adenomas and Cancer in Peo

Increased Risk or at High Risk
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Risk Category Age to Begin Recommended Test(s) Comment
People with small rectal Same as those at average Colonoscopy, or other Those with hyperplastic polyposis
hyperplastic polyps risk screening options at syndrome are at increased risk for

same intervals as for adenomatous polyps and cancer and
those at average risk should have more intensive follow-

up.
People with 1 or 2 small (less 5 to 10 years after the Colonoscopy Time between tests should be based
than 1 cm) tubular adenomas polyps are removed on other factors such as prior

with low-grade dysplasia colonoscopy findings, family history,

and patient and doctor preferences.

People with 3 to 10 3 years after the polyps Colonoscopy Adenomas must have been
adenomas, or a large (1 cm +) are removed completely removed. If colonoscopy
adenoma, or any adenomas is normal or shows only 1 or 2 small
with high-grade dysplasia or tubular adenomas with low-grade
villous features dysplasia, future colonoscopies can

be done every 5 years.

People with more than 10 Within 3 years after the Colonoscopy Doctor should consider possibility of

adenomas on a single exam  polyps are removed genetic syndrome (such as FAP or
HNPCC).

People with sessile adenomas 2 to 6 months after Colonoscopy If entire adenoma has been removed,

that are removed in pieces adenoma removal further testing should be based on

doctor's judgment.



INCREASED RISK — Patients With Colorectal Cancer

Risk Category

People diagnosed with
colon or rectal cancer

People who have had
colon or rectal cancer
removed by surgery

Age to Begin Recommended
Test(s)

Comment

At time of colorectal Colonoscopy to view If the tumor presses on the

surgery, or can be 3 to entire colon and
6 months later if remove all polyps
person doesn't have

cancer spread that

can't be removed

Within 1 year after Colonoscopy
cancer resection (or 1

year after

colonoscopy to make

sure the rest of the

colon/rectum was

clear)

colon/rectum and prevents
colonoscopy, CT colonoscopy
(with IV contrast) or DCBE may
be done to look at the rest of the
colon.

If normal, repeat exam in 3
years. If normal then, repeat
exam every 5 years. Time
between tests may be shorter if
polyps are found or there is
reason to suspect HNPCC. After
low anterior resection for rectal
cancer, exams of the rectum may
be done every 3 to 6 months for
the first 2 to 3 years to look for
signs of recurrence.
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INCREASED RISK — Patients With a Family History

Risk Category Age to Begin Recommended Comment
Test(s)
Colorectal cancer or Age 40, or 10 Colonoscopy  Every 5 years.
adenomatous years before the
polyps in any first- youngest case in
degree relative the immediate
before age 60, or in family,
2 or more first- whichever is

degree relatives at earlier
any age (if not a

hereditary

syndrome).

Colorectal cancer or Age 40 Same options  Same intervals as for
adenomatous as for those at  those at average risk.
polyps in any first- average risk.

degree relative aged
60 or older, or in at
least 2 second-
degree relatives at

any age ,
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HIGH RISK

Risk Category Age to Begin Recommended Test(s) Comment

Familial adenomatous Age 10to 12 Yearly flexible If genetic test is positive, removal
polyposis (FAP) diagnosed sigmoidoscopy to of colon (colectomy) should be
by genetic testing, or look for signs of FAP; considered.
suspected FAP without counseling to
genetic testing consider genetic

testing if it hasn't

been done
Hereditary non-polyposis  Age 20 to 25 years, or Colonoscopy every 1 Genetic testing should be offered
colon 10 years before the to 2 years; counseling to first-degree relatives of people
cancer (HNPCC), or at youngest case in the  to consider genetic  found to have HNPCC mutations by
increased risk of HNPCC immediate family testing if it hasn't genetic tests. It should also be
based on family history been done offered if 1 of the first 3 of the
without genetic testing modified Bethesda criteria is met

Inflammatory bowel disease Cancer risk beginsto  Colonoscopy every 1 These people are best referred to a

(1BD): be significant 8 years to 2 years with center with experience in the
-Chronic ulcerative colitis  after the onset of biopsies for dysplasia surveillance and management of
-Crohn's disease pancolitis (involvement inflammatory bowel disease.

of entire large
intestine), or 12-15
years after the onset of
left-sided colitis




Acromegaly

Guidelines published by the British Society of Gastroenterology
recommend colonoscopic screening

* beginning at 40 years of age and
* repeated every 5 years if the initial colonoscopy has shown no polyps.

* If polyps are found further timing of colonoscopy depends on polyp
number and histology.

e Other investigators feel that these guidelines are too restrictive based
on their estimate of only a 2-fold increased risk compared with the
normal population.




Overall survival in advanced colorectal cancer in 20167
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CRC screening Barriers

e Cost and lack of access to health care

e Physician variability regarding screening recommendations

e Poor transmission of the benefits and risks of not getting screened
e Personal barriers

* Fear, embarrassment, distrust of the medical community
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Figure 4. Trends in Colorectal Cancer Incidence and Mortality Rates by Race/Ethnicity and Sex, 1975-2007
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American Cancer Society. Colorectal Cancer Facts and Figures. 2011-2013

Atlanta: American Cancer Society. 2011
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Figure 10. Colorectal Cancer Screening*
Prevalence among Adults Age 50 Years and
e| Older by State, 2012
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Fig. 2. Distribution of Colorectal Cancer Sareening Programs in EUZE in 2013, screening strategy adopted and starting year, nd: starting year not avaibble.
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summary

Colorectal Cancer is a common, yet preventable disease

Colorectal Cancer mortality has declined over the past 3 decades largely due to
increased screening

Disproportionately higher cancer incidence and mortality rates in minority
populations may be directly related to barriers to screening

|ldentifying these barriers is key to improved outcomes
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