
March 2018
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Colorectal Cancer Screening 
Colorectal cancer (CRC) is the third most common cancer and the second leading 
cause of cancer death.1 However, effective screening methods make it one of the 
most preventable cancers. Nine of every 10 people whose CRC is found early  
and treated appropriately are still alive 5 years later.2 But not enough people who 
meet screening criteria are getting screened. In 2014, about 65% of adults in  
the United States were up-to-date  with CRC screening; 7% had been screened  
but were not up-to-date; and 27% had never been screened.2

This newsletter will review CRC, discuss current screening recommendations, and  
describe an effective and convenient screening method that patients can perform  
in the privacy of their homes.

How Colorectal Cancer Develops and Who Is at Risk
Most CRCs begin as adenomatous polyps that progressively enlarge, become  
dysplastic, and eventually become malignant.3 This process can take 10 or more 
years.3 The majority of colon cancers are sporadic (70%); 20% present as  
familial clustering, and 10% present as inherited syndromes.4

The most important risk factor for CRC is age: approximately 90% of CRC occurs  
in persons 50 years of age or older.1 Individuals with a first-degree relative with  
CRC have an approximately 2-fold greater risk than the average risk population.5  
Other risk factors include excessive alcohol consumption, smoking, lack of  
exercise, being overweight or obese, and a diet high in fat and cholesterol and  
low in fiber.3 

The Effectiveness of Screening
Screening programs for CRC can help reduce the incidence of CRC and death  
from the disease, because most early-stage cancers are curable (Sidebar 1).6  
Compared with no endoscopic screening, a screening colonoscopy is associated 
with a 67% reduction in the risk of death from CRC.8 The effectiveness of screening 
is in large part due to the slow progression from formation of a polyp to malignant  
transformation. 

When Screening Should Begin  
The United States Preventive Services Task Force (USPSTF) recommends that  
all men and women 50 to 75 years old have regular CRC screening.9 Since African 
Americans have the highest incidence and mortality rates compared to other races,9 
screening is recommended beginning at age 45.10 Persons at higher risk for CRC 
should begin screening earlier. For example, patients with a first-degree family 
member (mother, father, brother, sister) who has had CRC should have a first  
screening colonoscopy at an age 10 years younger than when the relative was  
diagnosed. Screening guidelines differ for individuals with inherited syndromes  
and familial clustering.10 After 75 years of age, frequency is determined by a  
person’s general health.  

Options for Screening9 
Several options are available for CRC screening. Some, such as colonoscopy, allow 
direct visualization of lesions in the colon. The basis of stool-based testing is that 
polyps can bleed as they grow, and occult blood can be detected in the stool. The 
recommended screening frequencies below are for a person without any risk factors. 
They may be different for persons with an increased risk. 

Colorectal Cancer Survival Rates  
by Disease Stage7

 

Stage Percent  
of Cases

5-Year  
Relative  
Survival (%)

Localized:  
confined to  
primary site

39 89.9

Regional:  
spread to  
regional  
lymph nodes

35 71.3

Distant:  
Metastasis to 
distant sites

21 13.9

Unstaged 4 35.4



Direct visualization tests9

	 •	 Colonoscopy every 10 years
	 •	 Flexible sigmoidoscopy every 5 years
	 •	 Flexible sigmoidoscopy every 10 years plus fecal immunochemical test (FIT) 		
		  every year
	 •	 Computed tomography (CT) colonography every 5 years

The USPSTF notes that the availability of flexible sigmoidoscopy has decreased in 
the United States in favor of colonoscopy, and that there is insufficient evidence 
about the potential harms of extracolonic findings with CT colonography.

Stool-based tests9

	 •	 Guaiac fecal occult blood test (gFOBT) performed every year
	 •	 FIT performed every year
	 •	 FIT-DNA performed every 1 or 3 years (suggested by manufacturer)

The USPSTF notes that FITs exhibit better accuracy than gFOBT, can be performed 
on a single specimen, and generate results that are not affected by diet. They also 
note that FIT-DNA specificity is lower than FIT, resulting in more false-positive  
results, diagnostic colonoscopies, and adverse events per screening test.

A positive stool-based test should be followed up with colonoscopy. 

How Healthcare Providers Can Help Improve Screening Rates
Patients may not get screened because they don’t understand how important 
screening is to reducing the chance of getting CRC. Another reason is that patients 
may not know when screening should begin. Patients may also be fearful of having 
a colonoscopy, or have an aversion to handling stool. Healthcare providers can help 
improve screening rates by starting the conversation, explaining the gFOBT and  
FIT methods, and recommending an appropriate screening method based on risk 
and patient preference. They can also address any fears a patient may have about 
CRC screening.2 

How the Laboratory Can Help
Quest Diagnostics offers the InSure ONE® test (test code 11290). The test only 
requires that a patient brush the surface of the stool in the toilet with the supplied 
brush after a bowel movement. The patient then dabs the brush on the test card  
and then mails the card to the lab. If patients decline any of the recommended 
screening tests (colonoscopy or stool test), Quest Diagnostics offers the  
ColoVantage® (methylated Septin 9) test (test code 16983). This is a blood test  
that detects DNA released into the blood from cells that are becoming malignant.10
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