DOI:10.1503/cmaj.071118

Outliving colorectal cancer

n Canada in 2007, about 20 460 new cases of colorectal

cancer will be diagnosed and 8700 people will die from

this disease.” About half would live if this country had a
more robust and coherent approach to early detection and
treatment. Unlike lung cancer, another big killer, colon can-
cer is easy to detect in its early stage, when it is most often
premalignant. And unlike early detection in breast and
prostate cancer, early detection in colorectal cancer, espe-
cially in the precancerous adenoma stage, routinely leads to
excision and cure. Furthermore, if colorectal cancer is de-
tected early, the mortality is low, with 9o% of patients sur-
viving 5 years.

Most lesions are detected in asymptomatic patients
screened by manoeuvres such as fecal occult blood testing,
sigmoidoscopy or colonoscopy.> A single exposure to sig-
moidoscopy reduces the risk of fatal distal colorectal cancer
by about 60% over 10 years and reduces the risk of colon can-
cer by 44% over 6 years.? In addition, the incremental cost-
effectiveness ratio for each of the currently accepted modali-
ties for colorectal cancer screening is consistently less than
$50 000 per life-year saved — below that for cervical, breast
and prostate cancers.*

With the anticipated introduction of new diagnostic tech-
nologies, such as computed tomography colography, stool
DNA testing and wireless videocapsule examination of the
colon, patients may, in the future, be able to undergo screen-
ing with minimal disruption, perhaps even in their home or
workplace. But in the foreseeable future, these methods will
not supplant the need for conventional colonoscopy to ad-
dress true- and false-positive results of colonic pathology by
other screening methods. Nor will these new technologies
address barriers to screening.

The proportion of patients screened for colorectal cancer
has been extraordinarily low in Canada.’ In this issue, we
highlight the results of a 2003 survey in which only 23.5%
people at average risk reported receiving screening.® By con-
trast, in the United States in 2000, where a concerted effort
was made to introduce national screening, 62.9% of people at
average risk underwent screening.” National screening pro-
grams are also under way in the United Kingdom and Europe,
but Canada continues to lag, with only a few provincial initia-
tives (see page 593).

A concerted effort to combat this cancer must begin with
the adoption of colorectal screening as a national health prior-
ity. Canada’s program must include adequate resources as
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well as patient and physician education. Informing Canadians
of the risks of colorectal cancer will likely prompt them to re-
quest screening. But physicians have a key role. At present, the
most common reason for not undergoing screening is that it
was not recommended by the treating physician. (Practitio-
ners should take note that over half of all malpractice actions
against primary care physicians with regard to gastrointestinal
diseases result from a delay in colorectal cancer diagnosis.)

Until there is an active national program, individual physi-
cians must take the lead. Although several professional soci-
eties and foundations are poised and willing to help, physi-
cians must first address their own ignorance and reticence
and accept their duty to begin informing and persuading their
patients to be screened.

We do have the means and the opportunity to stop this
killer. We lack only the education and the national will; it is
abundantly clear that to stay the present course of inaction
will continue to cost thousands of lives.
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