
U.S.-based study, which is still recruiting
with a goal of 50,000 veterans, will compare
1-time screening with colonoscopy and
annual screening with FIT. (Dr. Imperiale is
a local site investigator and a member of the
trial’s executive committee.)

CONFIRM’s estimated completion date is
2027. Another, similarly designed study, involv-
ing more than 50,000 patients in Spain, is
anticipated to wrap up a bit sooner, by 2021.
Meanwhile, the colonoscopy debate has proven
to be particularly fierce in the United States,
with conflicting guidance. While the U.S.
Preventive Services Task Force doesn’t current-
ly prioritize any method, the American College
of Gastroenterology guidelines describe a
colonoscopy every 10 years beginning at age 50
as the “preferred” screening strategy.

No other test stays a step ahead of cancer,
removing worrisome polyps before they can
develop into a malignancy, said David
Bernstein, MD, FACP, a gastroenterologist and
vice-chair of medicine at Northwell Health on
Long Island, N.Y. If patients refuse a
colonoscopy, they should be offered another
screening option, he said.

But Dr. Bernstein said he was troubled by
the ethics of randomizing patients to
colonoscopy versus stool tests in ongoing

research trials. “As a gastroenterologist, I have
issues with the end points of these trials,” he
said. “Why are we having a decline in colorec-
tal cancers? Because we are taking out polyps
before they become cancers. Mortality isn’t
necessarily the best end point.”

Until the randomized trial data are avail-
able, though, “We do not know whether
colonoscopy is superior to annual FIT,” Dr.
Imperiale said. In the meantime, risks and
benefits should be considered with each
patient, he said. Some people are averse to col-
lecting the samples needed for stool testing.
With others, the time needed for colonoscopy
bowel prep and the procedure is a deterrent.

Plus, there’s a small but still real risk of
complications, Dr. Imperiale said. He cited
a couple of studies, including 1 that looked
at 97,091 outpatient colonoscopies in
Canada and was published in 2008 in
Gastroenterology. Researchers found that
the rates of bleeding and perforation were
1.64 patients per 1,000 screened and 0.85
patient per 1,000 screened, respectively.

Another consideration is that advancing
technology means that colonoscopy can
detect smaller and smaller adenomas that
will likely never develop into cancer, Dr.
Imperiale said. But the detection of those ade-
nomas leads to a surveillance callback cycle

of colonoscopies every 3 to 5 years, he said,
with considerable expense and uncertain
patient benefit.

While the primary focus of the
Canadian guidelines was to analyze random-
ized data for screening effectiveness, Dr.
Bacchus acknowledged that practical
resources also were considered, albeit sec-
ondarily. The wait times for colonoscopies in
Canada have gotten longer in recent years,
she said. While a gastroenterologist is
required to perform a colonoscopy in
Canada, a sigmoidoscopy can be done by a
primary care doctor or a nurse practitioner.

Thus, patients with symptoms or at high-
er colorectal cancer risk because of family his-
tory are prioritized, Dr. Bacchus said. “They
are definitely ahead in line to have a
colonoscopy,” she said, noting that the num-
ber of specialists and facilities would have to
be ramped up if screening colonoscopies
became more routine.

Assessing individual risk
Primary care doctors also should keep in

mind that not all “average-risk” patients have
the same colorectal cancer risk, Dr. Imperiale
said. “We are in the era of personalized med-
icine, are we not?”

To better sort out relative vulnerability,

Dr. Imperiale and his research colleagues at
the Indiana University School of Medicine and
the Regenstrief Institute have developed a risk-
scoring system that is based on colorectal can-
cer risk factors and is quick and simple enough
to be used by a busy primary care doctor, he
said. To develop the scoring system, patients
were given risk scores based on 5 variables:
age, gender, family colorectal cancer history,
smoking history, and waist circumference.

The participants, who were ages 50 to 80
and getting their first screening colonoscopy,
were then divvied into 1 of 4 risk categories.
Among those classified as at low or very low
risk based on their scores, advanced neo-
plasms were identified in just 7%, according
to the findings, published Sept. 1, 2015, by
Annals of Internal Medicine. Conversely,
advanced neoplasms were identified in one-
quarter of those in the highest-risk category.

Doctors who were shown the risk-scoring
approach say that it would help them initiate a
discussion about the pros and cons of stool test-
ing versus colonoscopy, Dr. Imperiale said.

“I think it [the risk-scoring approach]
also sends the message to the patient that we
are looking at features that are unique to you,”
Dr. Imperiale said. “We’re not just saying, ‘It’s
time for your colon cancer screening. Do you
want to have a colonoscopy?’” A
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Comparison of guidelines for colorectal cancer screening methods and intervals
Canadian Task Force on Canadian Task Force on U.S. Preventive Services Task Force;

Guideline Preventive Health Care, 2001 Preventive Health Care, current draft, 2015

Age group and >50 yr Screen 50–59 yr Screen (weak) 50–75 yr Screen (grade A)
recommendation 60–74 yr Screen (strong) 76–80 yr Conditional screen 

(grade C)

>75 yr Do not screen 
(weak)

Modality and interval gFOBT or FIT Every 1 or 2 yr gFOBT or FIT Every 2 yr gFOBT or FIT Every year
(grade A)

Flexible Every 5 yr Flexible Every 10 yr Flexible Every 10 yr plus FIT 
sigmoidoscopy sigmoidoscopy sigmoidoscopy every year

Colonoscopy Insufficient evidence Colonoscopy Do not Colonoscopy Every 10 yr
to include or recommend
exclude (grade C)

FIT=fecal immunochemical testing; gFOBT=guaiac fecal occult blood testing. Chart reproduced with permission from CMAJ. Canadian Task Force on Preventive Health Care.
Recommendations on screening for colorectal cancer in primary care. CMAJ. 2016;188:340-8.  [PMID: 26903355] doi:10.1503/cmaj.151125. Copyright 2016, Public Health 
Agency of Canada. 
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