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Update in Cancer Screening

® Epidemiology of cancer in the US and Bangladesh

B US cancer screening recommendations

= Recent developments in the US
== Controversies over breast cancer screening
== Use of MRI for breast cancer screening
== New cervical cancer screening guidelines
== CT colonography and fecal DNA
== LUNQ cancer screening

m Applicability to cancer screening in Bangladesh
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Guideline Sources

m American Cancer Society
— Www.cancer.org (search “screening guidelines”)

US Preventive Services Task Force
= Www.ahrg.gov/clinic/uspstfix.htm

National Guideline Clearinghouse
— www.guideline.gov
Specialty Societies
— pier.acponline.org

PubMed

= www.pubmed.gov (use “Limits” to narrow search)

National Cancer Institute
— WWWw.cancer.gov/cancertopics/screening
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Wilson and Jungner criteria for
screening (World Health Organization)

Condition should be important

Recognizable latent or early symptomatic stage

Natural course of condition adequately understood

Suitable test or examination

Test acceptable to population

Case finding should be continuous (not just a "once and for all" project)
Accepted treatment for patients with recognized disease

Facilities for diagnosis and treatment available

Agreed policy concerning whom to treat as patients

Costs of case finding (including diagnosis and treatment of patients diagnosed)
economically balanced in relation to possible expenditures on medical care as
whole

JMG Wilson and G Jungner in Principles and Practice of Screening for Disease, WHO C AmEericaN ColLLEGE oF PHYSICIANS
1968 A
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CANCER EPIDEMIOLOGY
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US Mortality, 2007

No.of % ofall

Rank Cause of Death deaths deaths
1. Heart Diseases 616,067 254
2. Cancer 562,875 23.2
3. Cerebrovascular diseases 135,952 5.6
4.  Chronic lower respiratory diseases 127,924 5.3
5.  Accidents (unintentional injuries) 123,706 5.1
6. Alzheimer disease 74,632 3:1
7. Diabetes mellitus 71,382 2.9
8. Influenza & pneumonia 52717 2.2
9. Nephritis* 46,448 1.9
10. Septicemia 34828 1.4

*Includes nephrotic syndrome and nephrosis.
Source: US Mortality Data 2007, National Center for Health Statistics, Centers for Disease Control and Prevention,
2010.



Change in US Death Rates* from 1991 to 2007

Rate Per 100,000

400 -
BN 1991
313.0

I 2007
215.1

200

100

0

Heart diseases Cerebrovascular Influenza & Cancer
diseases pneumonia

* Age-adjusted to 2000 US standard population.
Sources: US Mortality Data, National Center for Health Statistics, Centers for Disease Control and
Prevention, 2010.



Cancer in Banglad

Table 3. Percentage of events of death of adults and the elderly by cause and sex

N No. of Uo*
COD (and ICD10 codes) deaths Male Female Towl _ 950 Cl
Circulatory system (100-199) 840 31.5 39.3 35.1 33.1-37.0
Cerebrovascular disease 598 19.9 309 250
Ischaemic heart disease 122 7.0 2.8 5.1
Other circulatory diseases 120 4.6 5.5 5.0
Infectious and parasitic diseases (A00-B99) 319 15.5 10.8 13.3 12.0-14.7
Diarrhoeal diseases 88 31 4.4 3.7
Tuberculosis 146 8.5 33 6.1
Other infectious diseases 85 3.9 3.2 3.5
Neoplasm (C00-D48) 274 13.0 9.6 114  10.2-12.7
Digestive system 105 5.6 3.0 4.4
Respiratory system 38 2.6 0.4 1.6
Ill-defined unspecified site 131 4.8 6.3 1)
Respiratory system (J00-J99) 241 11.1 8.4 10.1 8.9-11.3
Asthma 131 6.4 4.4 5.5
COPD 47 1.9 2.1 20
Acute respiratory distress syndrome 47 2.2 1.6 20
Other respiratory diseases 16 0.9 0.4 0.6
Digestive system (K00-K93) 144 6.2 58 6.0 5.1-7.0
Liver diseases 82 3.2 3.7 3.4
Other diseases 62 3.0 2.1 2.6
Endrocrine, nutritional, and metabolic diseases
(E00-E90) 143 5.4 6.6 6.0 5.0-69
External cause mortality (S00-Y98) 118 55 4.3 4.9 4.1-5.8
Self-harm 16 0.7 0.6 0.7
Transport 18 1.2 0.2 0.8
Other injury 84 3.6 34 3.6
Genitourinary system (NOO-N99) 36 1.8 1.2 1.5 1.0-20
Nervous system (G00-G99) 10 0.3 0.5 0.4 0.2-0.7
Congenital malformation (Q00-Q99) 4 0.2 0.2 0.2
Pregnancy, childbirth, and the puerperium (000-099) 27 NA 2.5 1.1 0.7-1.5
Blood/blood forming organ (D50-D89) 4 0.1 0.3 0.2
Skin and subcutaneous tissue (L00-L99) 3 0.1 0.2 0.1
Mental and behavioural disorder (FOO-F99) 5 0.1 0.5 0.3
Diseases of bones and joints (M00-M99) 3 0.1 0.2 0.1
Not elsewhere classified (RO0-R99) 224 9.0 9.7 9.4 8.2-10.5
No. of deaths 2,396 1,294 1,102 NA

applicable

*Totals may not add to 100 precisely due to rounding; Cl=Confidence interval; COD=Cause of death;
COPD=Chronic obstetric pulmonary diseases; ICD=International classification of diseases; NA=Not

Alam, N, Chowdhury, H, Bhuiyan, M, et al, Causes of Death of Adults and Elderly and Healthcare-
seeking before Death in Rural Bangladesh, J Health Popul Nutr 2010 Oct;28(5):520-528

Neoplasm (C00-D48)
Digestive system
Respiratory system
[ll-defined unspecified site
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United States of America: Men
Estimated number of cancer deaths, all ages (total: 294,115)

Other: 76 B16
(26.0%) Lung: 90,809
(30.9%)

Mor-Hodgkin lymphorma: 9,791
(3.3%)
Bladder, 9 950
(3.4%)
Oesophagus: 11,250
(3.8%) .
Leukaemia: 12 461 (Zr_%%}g‘e- 26,660
(3.2%) Colorecturn: 24 509
Liver: 12569 .
(4.3%) (B.3%)
Pancreas: 17 A00
(6.0%)

GLOBOCAN 2008 (IARC) - 6.3.2011

'Internatlonal Agency for Research on Cancer 2010 Avallable from: http: /lglobocan iarc.fr



United States of America: \Women
Estimated number of cancer deaths, all ages (total: 271,529)

Other: B3 B51 Lung: 71,032
(25.7%) [26.2%)

Liver: 5,839
[2.2%)
Corpus uteri: 7 469
(2.8%)
Leukaemia: 9,249

(3.4%) Breast: 40,481

Mon-Hodgkin lymphoma: 9,368 (14.9%]
(3.5%)
Civary: 15518 Colarectum: 26,131
8.7 %) 19.6%)

Pancreas: 16,790
(5. 2%)

GLOBOCARN 2005 (JARC) - 6.3.2011

'Internatlonal Agency for Research on Cancer 2010 Avallable from: http: /lglobocan iarc.fr



Bangladesh: Men
Estimated number of cancer deaths, all ages (total: 48,790)

Other: 13,062 Lung: 13 964
[26.8%) [28.6%)

Larynx: 1,996
4.1%)
Mon-Hodgkin lymphorma: 2,036
4.2%) Oesophagus: 3,340
Colorecturn: 2,113 {B.1%)
(4.3%) Lip, oral cavity: 3 494
Liver: 2, 196 7.2%)
(4.5%) Stomach: 3 048
Other pharynux: 2,941 (B.29%)
5.0%)

GLOBOCAM 2008 (JARC) - 6.3.2011

Internatlonal Agency for Research on Cancer 2010 Avallable from: http: //globocan iarc.fr




Bangladesh: Women

Estimated number of cancer deaths, all ages (total: 54,547)

Other; 15 521
(28.6%)

Owvary: 1,786

(3.3%)

Liver: 1,802

(3.3%)

Stomach: 2,338
4.3%)

Gallbladder: 2 741
5.0%)

Lip, oral cavity: 3 B66
B.7%)

GLOBOCAN 2008 (JARC) - 6.3.20M1

Internatlonal Agency for Research on Cancer 2010 Avallable from: http: //globocan iarc.fr

Cearvix uteri; 10,364
(19.0%)

Breast: 5,396
(15.4%)

Lung: 4,160

(7.6%)
Oesophagus: 3673
6.7 %)




GLOBOCAN 2008

FAST

Women
Both sexes
Summary statistics

UNITED STATES OF AMERICA

Summary statistics

| UNITED STATES OF AMERICA Male
! - Population (thousands) 153702
' - Mumber of new cancer cases (thousands) T452
' Age-standardised rate (W) 3350
Py Risk of getting cancer before age 75 (%) 335
Mumber of cancer deaths (thousands) 2941
Age-standardised rate (W) 1214
Risk of dying from cancer befaore age 75 (%) 128

5 most frequent cancers

Prostate
Lung
Colorectum
Bladder

Mon-Hodgkin lymphoma

Female

157963
692.0
2744

267

2715
90.6
98

Breast

Lung

Colorectum

Corpus uteri
Mon-Hodgkin lymphoma

Both sexes
311665
14372
3002
299

565.6
104.1
1.2

Lung
Prostate
Breast
Colorectum
Bladder

Methods of estimation (summary)

Incidence:

Mational incidence data: Recorded national incidence data (2008).
™ - Mortality:

" Mational mortality data: Recorded national mortality data (2008).

Glossary
Age-standardised rate (W)

Risk of getting or dying from the disease before age 75 (%)

cancer before the age of 75 ifthey had cancer rates (in the absence of other causes of death).

Arate is the number of new cases or deaths per 100 000 persons per year. An age-standardised rate is the rate that a population would have if it had a standard age
structure. Standardization is necessary when comparing several populations that differ with respectto age because age has a powerful influence on the risk of cancer.

The probability or risk of individuals getting/dying from cancer. ltis expressed as the number of new born children {out of 100) who would be expected to developidie from

Incidence and Mortality Worldwide: IARC CancerBase No. 10 [Internet]. Lyon, France:
International Agency for Research on Cancer; 2010. Available from: http://globocan.iarc.fr




GLOBOCAN 2008

FAST STATS

Men

ol ssres BANGLADESH

Summary statistics

Summary statistics

- BANGLADESH Male Female Both sexes
! | Population (thousands) 80023 Ta076 160000
| - Mumber of new cancer cases (thousands) 60.0 811 141.1
' ) Age-standardised rate (W) 11158 1388 124.8
2| Risk of getting cancer before age 75 (%) 12.2 143 13.3
Mumber of cancer deaths (thousands) 48.8 h45 103.3
Age-standardised rate (W) 94.0 97.8 957
Risk of dying from cancer before age 75 (%) 106 106 106

5 most frequent cancers

Lung Breast Lung
Lip, oral cavity Cervix uteri Breast
Desophagus Lip, oral cavity Cenix uteri
Other pharynx Lung Lip, oral cavity
Stomach Oesophagus Oesophagus
Methods of estimation (summary)
Hag® Incidence:
e Frequency data: age/sex specificincidence rates for “all cancers™ were paritioned using data on relative frequency of different cancers (by age and sex).
\ Mortality:

Mo data: the number of cancer deaths was estimated from incidence estimates and site specific survival provided by neighbouring countries.

Glossary
Age-standardised rate (W)

Arate is the number of new cases or deaths per 100 000 persons per year. An age-standardised rate is the rate that a population would have if it had a standard age
structure. Standardization is necessary when comparing several populations that differ with respectto age because age has a powerful influence on the risk of cancer.

Risk of getting or dying from the disease before age 75 (%)
The probability or risk of individuals getting/dying from cancer. Itis expressed as the number of new born children (out of 100) who would be expected to developidie from
cancer before the age of 75 if they had cancer rates (in the absence of other causes of death).

Incidence and Mortality Worldwide: IARC CancerBase No. 10 [Internet]. Lyon, France:
International Agency for Research on Cancer; 2010. Available from: http://globocan.iarc.fr
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TABLE 2. American Cancer Society Recommendations for the Early Detection of Cancer in Average-Risk Asymptomatic

People

CANCER SITE

FOPULATION

TEST OR PROCEDURE

FREQUENCY

Breast

Women aged
=20 years

BSE

Beginning in their early 20s, women should be told about the benefits and
limitations of BSE. The importance of prompt reporting of any new breast
symptoms to a health professional should be emphasized. Women who
choose to perform BSE should receive instruction and have their technique
reviewed on the occasion of a periodic health examination. It is acceptable
for women to choose not to perform BSE or to perform BSE irreqularly.

CBE

For women in their 20s and 30s, it is recommended that CBE be part of a
periodic health examination, preferably at least every 3 years.
Asymptomatic women aged =40 years should continue to receive a CBE
as part of a periodic health examination, preferably annually.

Mammography

Begin annual mammaography at age 40 years.®

Colorectal

Men and women
aged =50 years

FOBT® with at least 50%
test sensitivity for cancer,
or FIT with at least 50%
test sensitivity for cancer,
or

Annual, starting at age 50 years.

Stool DNA test, or

Interval uncertain, starting at age 50 years.

Flexible sigmoidoscopy, or

Every 5 years, starting at age 50 years.

FOBT® and flexible
sigmoidoscopy, or

Annual FOBT (or FIT) and flexible sigmaidoscopy every 5 years, starting at
age 50 years with at least 50% test sensitivity.

DCBE, or

Every G years, starting at age 50 years.

Colonoscopy

Every 10 years, starting at age 50 years.

ale

Every G years, starting at age 50 years.

Smith, RA., Cokkinides, V, et al, Cancer Screening in the United States, 2010: A Review of Current
American Cancer Society Guidelines and Issues in Cancer Screening Issues, CA Cancer J Clin 2010

60: 99-119
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Prostate Men aged =50 DRE and PSA Men who have at least a 10-year life expectancy should have an
years opportunity to make an informed decision with their health care provider
about whether to be screened for prostate cancer, after receiving
information about the benefits, risks, and uncertainties associated with
prostate cancer screening. Prostate cancer scregning should not occur
without an informed decision-making process.®

Cervix Women aged Pap test Cervical cancer screening should begin approximately 3 years after a

=18 years woman begins having vaginal intercourse, but no later than 21 years of
age. Screening should be done every year with conventional Pap tests or
every 2 years using liquid-based Pap tests. At or after age 30 years,
women who have had 3 normal test results in a row may get screened
every 2 to 3 years with cervical cytology (either conventional or liquid-
based Pap test) alone, or every 3 years with an HPV DNA test plus cervical
cytology. Women =70 years of age who have had =3 normal Pap tests
and no abnormal Pap tests in the last 10 years and women who have had
a total hysterectomy may choose to stop cervical cancer screening.

Endometrial Women at At the time of menopause, women at average risk should be informed about risks and symptoms of
menopause endometrial cancer and strongly encouraged to report any unexpected bleeding or spotting to their
physicians.
Cancer-related Men and women On the occasion of a periodic health examination, the cancer-related checkup should include examination for
checkup aged =20 years cancers of the thyroid, testicles, ovaries, lymph nodes, oral cavity, and skin, as well as health counseling

about tobacco, sun exposure, diet and nutrition, risk factors, sexual practices, and environmental and
occupational exposures.

BSE, breast self-examination; CBE, clinical breast examination; FOBT, fecal occult blood test; FIT, fecal immunochemical test; DCBE, double contrast barium enema;
CTC, computed tomography colonography; DRE, digital rectal examination; PSA, prostate-specific antigen test; Pap, Papanicolaou; HPV, human papillomavirus.

"Beginning at age 40 years, annual clinical breast examination should be performed before mammography.

®FOBT as it is sometimes done in physicians’ offices, with the single stool sample collected on a fingertip during a digital rectal examination, is not an adequate
substitute for the recommended at-home procedure of collecting 2 samples from 3 consecutive specimens. Toilet bowl FOBT tests also are not recommended. In
comparison with guaiac-based tests for the detection of occult blood, immunochemical tests are more patient-friendly, and are likely to be equal or better in sensitivity
and specificity. There is no justification for repeating FOBT in response to an initial positive finding.

“Information should be provided to men about the benefits and limitations of testing so that an informed decision about tesfing can be made with the clinician's
assistance.

Smith, RA., Cokkinides, V, et al, Cancer Screeriing in the United States, 2010: A Review of Current

American Cancer Society Guidelines and Issues in Cancer Screening Issues, CA Cancer J Clin 2010 _
60: 99-119 AC AMEeRrICAN COLLEGE OF PHYSICIANS
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Breast Cancer Screening

m 2009 — US Preventive Services Task Force (USPTF)
Issued guideline on breast cancer screening (Ann Intern
Med. 2009;151:716-726,W-236)

® USPTF recommended screening for ages 40-49 based on
informed decision making

m USPTF recommended biennial screening for ages 50-74
and concluded no evidence for or against ages > 75

®m USPTF concluded no evidence for or against clinical
breast exam in ages > 40

AC AMERICAN COLLEGE OF PHYS]CIANS
e | Doctors for Adults®



Breast Cancer Screening

® National outcry — accusations of rationing

® Criticism of methodology
- Reliance on older data
= Use of modeling for conclusions
- Overstatement of harms of screening

®m American Cancer Society recommendations unchanged,
expected update 2011

AC P AMERICAN COLLEGE OF PHYsICIANS
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Breast Cancer Screening

B High risk women

= BRCA mutation carriers or likely carriers, other genetic
syndromes, history of chest irradiation

= Annual screening mammography and MRI starting at age 30
for women known to have BRCA mutation, untested with 1st
degree relatives with BRCA, or with lifetime risk of breast
cancer of 20-25%

-= Use of specialized breast cancer risk estimation models that
incorporate family histories (not the “Gail model”)

Saslow D, Boetes C, Burke W, et al. American Cancer Society guidelines for breast AC P AMERICAN CoLLEGE OF PHYSICIANS
screening with MRI as an adjunct to mammography. CA Cancer J Clin. 2007;57:75-89. ] INTERNAL MEDICINE | Doctors for Adults®
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B Risk Calculator

(Click a question number for a brief explanation, orread all explanations.)

[Select ||

»
|—=

4 Does the woman have a medical history of any breast
Fo cancer or of ductal carcinoma in situ (DCIS) or Jobular

carcinoma in situ (L CIS§?

2. Whatis the woman's age?
This tool only calculates risk for wormen 33 years of age or
older.

3. What was the woman's age at the time of her first menstrual
period?

4. What was the woman's age at the time of her first live birth of
a child?

| 5. How many ofthe woman's first-degree relatives - mother,
o sisters, daughters - have had breast cancer?

6. Has the woman ever had a breast biopsy?

fa. How many breast biopsies (positive or negative) has the
waoman had?

e
NN

oA

b Has the woman had at least one breast biopsy with

atypical hyperplasia®?

Calculate Risk >

http://www.cancer.gov/bcrisktool/

(Breast Cancer R

Reminder: The Breast Cancer Risk Assessment Tool was designed for use by health
professionals. If you are not a health professional, you are encouraged o discuss
these results and your personal risk of breast cancer with your doctor.

Race/Ethnicity:
White

5 Year Risk

> This woman (age 50) 1%

> Average woman (age 50) 1.3%
Explanation

Based on the information provided (see below), the woman's estimated risk for
developing invasive breast cancer aver the next 5 years is 1% compared to a risk of
1.3% for awoman ofthe same age and race/ethnicity from the general LS.
population. This calculation also means that the woman's risk of MOT getting breast
cancer aver the next 5 years is 99%.

Lifetime Risk

» This woman (to age 90): 9.1%
» Average woman (to age 90) 11.2%

Explanation

Based on the information provided (see below), the woman's estimated risk for
developing invasive breast cancer aver her lifetime (o age 90)is 9.1% comparedto a
risk of 11.2% for a woman ofthe same age and racelethnicity from the general U.S.
population.




Other Models for Calculating Breast
Cancer Risk

TABLE 4 Breast Cancer Risks for Hypothetical Patients, Based on 3 Risk Models

Family History BRCAPRO"® Claust?® Tyrer-Cuzickt®

35-year-old woman
Mother BC 33
Maternal aunt BC 42 19% 36% 28%

35-year-old woman
Paternal aunt BC 29, OC 49
Paternal grandmather BC 35 23% 24% 32%

J5-year-old woman
Paternal auntBC 29
Paternal grandmother BC 35 18% 24% 3%

J5-year-old woman
Mather BC 51
Maternal aunt BC 60 13% 18% 23%

35-year-old woman of Jewish ancestry
Maother BC 51
Maternal aunt BC 60 18% 18% 28%

BC = breast cancer.

OC = ovarian cancer.

*BRCAPRO (1.4-2) Breast cancer risk calculated to age 85 years.

tBreast cancer risk calculated to age 79 years.

IBreast cancer risk calculated for lifetime. Other personal characteristics included in the Tyrer-Cuzick risk model for each
case were age at menarche = 12; age at first birth = 28; height = 1.37 meters (5 feet, 4 inches); weight = 61 kg (134 Ibs);
woman has never used hormone replacement therapy (HRT); no atypical hyperplasia or lobular carcinoma in situ (LCIS).

Saslow D, Boetes C, Burke W, et al. American Cancer Society guidelines for breast AC ) AwmEericaN CoLLEGE oF PHysiCIANS
screening with MRI as an adjunct to mammography. CA Cancer J Clin. 2007;57:75-89. INTERNAL MEDICINE | Doctors for Adults®



Cervical Cancer Screening

TABLE 3. Comparison of ACS and ACOG Guidelines for Screening for Cervical Cancer

AGE, SCREENING
INTERVAL, AND
TEST PROTOCOLS

ACS 20024

ACOG 2003105

ACOG 200974

Age to start

Approximately 3 years after
initiation of intercourse or by age
21 years

Approximately 3 years after initiation
of intercourse or by age 21 years

Age 21 years

Screening interval Annual with conventional Pap; 2 Annual Every 2 years
in women aged years with liquid Pap

=230 years

Screening interval Every 2-3 years Every 2-3 years Every 3 years

in women aged

=30 years
Age to stop Age 70 years after 3 negative tests Mo upper age limit Age 65-70 years after 3 negative tests
screening in last 10 years in last 10 years

Women with prior
hysteractomy

Discontinue screening if
hysterectomy for benign reason

Discontinue screening if
hysterectomy for benign reason

Discontinue screening if hysterectomy
for benign reason

Screening test
options

Conventional Pap test or liquid
cytology; option of HPV cotesting
starting at age 30 years, repeated
no sooner than every 3 years

Conventional Pap test or liquid
cytology; option of HPV cotesting
starting at age 30 years, repeated
no sooner than every 3 years

Conventional Pap test or liguid
cytology; option of HPV cotesting
starting at age 30 years, repeated no
sooner than every 3 years

ACS indicates American Cancer Society; ACOG, American College of Obstetricians and Gynecologists; Pap, Papanicolacu; HPV, human papillomavirus.

Smith, RA., Cokkinides, V, et al, Cancer Screening in the United States, 2010: A Review of Current
American Cancer Society Guidelines and Issues in Cancer Screening Issues, CA Cancer J Clin 2010

50: 99119 AC ) AMericAN CoLLEGE OF PHYSICIANS
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Cervical Cancer Screening

m Options in US
= Papanicaloau test (“Pap smear”)
- Liquid cytology
- HPV DNA testing may be added
m Options in low resource countries
= \isual inspection (acetic acid or Lugol’s iodine)

- HPV DNA testing of cervical cells
= HPV vaccine (?)

AC P AMERICAN COLLEGE OF PHYsICIANS
INTERNAL MEDICINE | Doctors for Adules®



. D 5 | ’-"' _,‘-.' ':,
N o S 4 *
S ) P ——
- //U//,/, s L
- ; -

™

Tests that Detect Adenomatous Polyps and Cancer

! Test Interval Key Issues for Informed Decisions

|

FSIG with insertionto40cm  Every 5 years + Complete or partial bowel prep is required
or to splenic flexure + Sedation usually is not used, so there may be some discomfort during the procedure
+ The protective effect of sigmoidoscopy is primarily limited to the portion of the colon examined
+ Patients should understand that positive findings on sigmoidoscopy usually result in a referral for colonoscopy

Colonoscopy Every 10 years + Complete bowel prep is required
+ Conscious sedation is used in most centers; patients will miss a day of work and will need a chaperone for
transportation from the facility
* Risks include perforation and bleeding, which are rare but potentially serious; most of the risk is associated
with polypectomy
DCBE Every 5 years + Complete bowel prep is required
+ If patients have one or more polyps =6 mm, colonoscopy will be recommended:; follow-up colonoscopy will
require complete bowel prep
* Risks of DCBE are low; rare cases of perforation have been reported

v

p & 1
L ]

Fa T it
'f"...\“" %

CTC Every 5 years + Complete bowel prep is required

« |f patients have one or more polyps =6 mm, colonoscopy will be recommended; if same day colonoscopy
is not available, a second complete bowel prep will be required before colonoscopy

* Risks of CTC are low; rare cases of perforation have been reported

+ Extracolonic abnormalities may be identified on CTC that could require further evaluation

uIti-Soiety Task Force on ColrctaI’Can'cr, ‘and the American College of Radiology CA
Cancer J Clin 2008 58: 130-160




Colorectal Cancer Screening

Tests that Primarily Detect Cancer

Test Interval Key Issues for Informed Decisions
gFOBT with high sensitivity Annual + Depending on manufacturer's recommendations, 2 to 3 stool samples collected at home are needed to
for cancer complete testing; a single sample of stool gathered during a digital exam in the clinical setting is not an

acceptable stool test and should not be done
« Positive tests are associated with an increased risk of colon cancer and advanced neoplasia; colonoscopy
FIT with high sensitivity for ~ Annual should be recommended if the test results are positive
cancer + If the test is negative, it should be repeated annually
+ Patients should understand that one-time testing is likely to be ineffective

sDNA with high sensitivity for  Interval uncertain  + An adequate stool sample must be obtained and packaged with appropriate preservative agents for
cancer shipping to the laboratory

* The unit cost of the currently available test is significantly higher than other forms of stool testing

« Ifthe test is positive, colonoscopy will be recommended

« Ifthe test is negative, the appropriate interval for a repeat test is uncertain

Abbreviations: FSIG, flexible sigmoidoscopy; DCBE, double-contrast barium enema; CTC, computed tomography colonography; gFOBT,
guaiac-based fecal occult blood test; FIT, fecal immunochemical test; SDNA, stool DNA test.

Levin B, et al, Screening and Surveillance for the Early Detection of Colorectal Cancer and

Adenomatous Polyps, 2008: A Joint Guideline from the American Cancer Society, the US :
Multi-Society Task Force on Colorectal Cancer, and the American College of Radiology CA AC AMERICAN CoOLLEGE OF PHysICIANS
Cancer J Clin 2008 58: 130-160 INTERNAL MEDICINE | Doctors for Adules®



Fecal DNA Analysis

m Looks for altered DNA shed by adenoma and carcinoma
cells

B Not dependent on bleeding

B Requires entire stool specimen (30 g minimum) but a
single collection

m Sensitivity: 52% - 91%
m Specificity: 93% - 97%

m Greater sensitivity than FOBT (data limited, used previous

version of DNA analysis)

AC AMERICAN COLLEGE OF PHYS]CIANS
e | Doctors for Adults®



Fecal DNA Analysis

® Does not include markers for all adenomas and
carcinomas

m Cost

B Screening interval not known - ? 5 years
m Positive test requires colonoscopy

B 7significance of a “negative” colonoscopy

AC P AMERICAN COLLEGE OF PHYsICIANS
INTERNAL MEDICINE | Doctors for Adules®
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Accuracy of CT Colonography for Detection
of Large Adenomas and Cancers

C. Daniel Johnson, M.D., M.M.M., Mei-Hsiu Chen, Ph.D., Alicia Y. Toledano, Sc.D., Jay P. Heiken, M.D.,
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CT Colonography (“virtual®)

m CT use to create 2D and 3D images, including 3D
endoscopic view

B 1 mm to 2 mm slices

m Prep as in colonoscopy

m Rectal catheter insufflates room air or CO,
® No |V contrast

® 10 minutes in CT

m Extracolonic findings
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Lung Cancer Screening

® NIH: Screening for Lung Cancer with Chest X-Ray
and/or Sputum Cytology

- Benefits Based on fair evidence, screening does not reduce
mortality from lung cancer.

= Harms Based on solid evidence, screening would lead to false-
positive tests and unnecessary invasive diagnostic procedures
and treatments.

www.cancer.gov/cancertopics/pdg/screening/lung/HealthProfessional/page2 AMERICAN COLLEGE OF PHYSICIANS
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Lung Cancer Screening

® NIH: Screening for Lung Cancer with Low-Dose
Helical Computed Tomography (LDCT)

-= Benefits The evidence is inadequate to determine whether
screening reduces mortality from lung cancer.

= Harms Based on solid evidence, screening would lead to false-
positive tests and unnecessary invasive diagnostic procedures
and treatments.

www.cancer.gov/cancertopics/pdg/screening/lung/HealthProfessional/page2 AMERICAN COLLEGE OF PHYSICIANS
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Lung Cancer Screening

m ACCP Guidelines

= We do not recommend that low-dose CT be used to screen for
lung cancer except in the context of a well-designed clinical
trial. Grade of recommendation, 2C

= e recommend against the use of serial chest X-rays to screen
for the presence of lung cancer. Grade of recommendation, 1A

= e recommend against the use of single or serial sputum
cytologic evaluation to screen for the presence of lung cancer.
Grade of recommendation, 1A

Bach PD, et al, Chest 2007 132(3 Suppl): 69S-77S AC P AMERICAN CoLLEGE OF PHYSsICIANS
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