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Summary statement

Bowel cancer (also know as colorectal cancer) is the second most common cause of
cancer-related death in Australia®, yet it is highly curable if found early®. The Australian
Government completed a feasibility study in 2004 to determine whether it will be possible
to introduce a national bowel cancer screening program using faecal occult blood tests
(FOBTS). It appears likely that a national screening program will be introduced gradually
over the next few years. In the meantime, several tests are being used in Australia to
screen for bowel cancer.

Recommendations:

= People aged over 50 years, without symptoms and without a strong family history of
bowel cancer, are encouraged to do an FOBT every two years. If the result is positive
(blood is found), a follow-up investigation will be needed, most commonly by
colonoscopy.

= People with any of the following symptoms should see their doctor:
0 bleeding from the back passage or any sign of blood in a bowel motion
0 an unexplained and persistent change in bowel actions. For example, looser or
more frequent bowel motions or becoming severely constipated
0 unexplained tiredness
o0 lower abdominal pain or a persistent feeling of fullness.

= People with a strong family history of bowel cancer should discuss screening options
with their doctor.

= All people undergoing screening tests should be made aware of any costs, limitations
and risks involved.

= The Cancer Council Australia supports the implementation of a national bowel cancer
screening program.

The problem

As the most frequently occurring cancer in Australia for men and women combined,
bowel cancer is a major health problem. One in 22 Australians are likely to develop bowel
cancer by the age of 853. In 2004, there were over 12,977 new cases of bowel cancer
and over 4068 deaths from the disease®.

The risk for developing bowel cancer increases with age. Most people who develop this
type of cancer are over the age of 50 years’. It is thought that up to 75% of bowel
cancers could be prevented by changes in diet and physical activity and other lifestyle
factors®.(See National Cancer Prevention Policy 2004—06 for more information®.)

Most bowel cancers are slow growing and start as polyps (small growths) on the inside of
the bowel wall. Blood in a bowel motion can be a sign of early bowel cancer as some
early bowel cancers bleed from time to time. There are other symptoms to look out for
(see recommendations) although many bowel cancers grow without symptoms.
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When bowel cancer is detected and treated at the earliest stage, the cure rate is around
90%?. Screening involves testing people without any obvious symptoms of the disease.
Screening tests can help prevent bowel cancer deaths by finding precancerous polyps
and early cancers, when treatment works best.

There are several screening tests available although, to date, not all have been shown to
reduce deaths from bowel cancer in population screening trials. It is generally accepted
that:

= screening tests should be safe
= appropriate and timely follow-up investigation should be available

= adequate information should be provided about the reliability, risks and benefits
of both screening tests and follow-up investigations

= the benefits of screening should considerably outweigh any harms.

The solution
Faecal occult blood tests (FOBTS)

People aged over 50 years, without symptoms and without a strong family history of
bowel cancer, are encouraged to take an FOBT every two years.

An FOBT is a simple test that looks for tiny amounts of blood in a bowel motion. It can be
done at home and involves taking samples from two or three bowel motions using a test
kit. The samples are then sent to a laboratory for testing.

Two main types of FOBT are available’ — guaiac and immunochemical tests. A few days
before completing a guaiac test you must change your diet to avoid certain foods
(including red meat) and stop taking certain medication. No changes are needed for
immunochemical tests. Studies have shown that people generally find immunochemical
tests more acceptable®.

Key points about FOBTs

= Not all polyps or cancers bleed. An FOBT may produce normal results even when
cancer is present.

= If an FOBT finds blood, further tests are needed to find out what has caused the
bleeding. Most commonly, those with positive FOBTSs are referred to have a
colonoscopy.

= The main harm identified with use of FOBT is anxiety after a false positive test (when
the FOBT detects blood from causes other than cancer)®.

International research has shown that population-based screening programs using
FOBTs with people over 50 years can reduce bowel cancer deaths by 30—40% among
those who do the test™®**.

Pending a decision on a national screening program, people over 50 years, without
symptoms and without a strong family history of bowel cancer, are encouraged to talk to
their doctors about doing an FOBT every two years.



Currently FOBT screening tests are not Medicare rebatable. They cost around $25-30. If
an FOBT is positive, follow-up investigations may be needed for which Medicare rebates

apply.

Sigmoidoscopy

Sigmoidoscopy may be considered as an option for bowel screening, either alone or with
FOBTSs.

Unlike a colonoscopy, which examines the entire bowel, a flexible sigmoidoscopy only
explores the lower part of the bowel, where cancer is more likely to develop™?. If
precancerous polyps are detected during flexible sigmoidoscopy, a full bowel examination
by colonoscopy is usually needed*?.

Evidence from several case-control studies has shown that flexible sigmoidoscopy
appears to reduce deaths from bowel cancer,**** but results from randomised controlled
trials will not be available for several years®® 7 18-,

With screening by flexible sigmoidoscopy, there is a small risk of puncturing the bowel
(occurs in 1 in 40,000 tests™), although this is less common than with colonoscopy.

Colonoscopy

Colonoscopy is not currently recommended as a screening test for the general
population. It is the recommended follow-up investigation for positive FOBTSs or screening
sigmoidoscopy.

A colonoscopy is a test that allows the doctor to look at the inside of the bowel. If a polyp
or early bowel cancer is found, the doctor can remove it during the examination.
Colonoscopy is usually performed as a day procedure.

Colonoscopy is used to investigate bowel symptoms and as a follow-up test for positive
FOBTs and sigmoidoscopy. It is also used as a screening test for people at increased risk
of bowel cancer.

Key points about colonoscopy

= Colonoscopy services in Australia are currently expensive and limited.

= Patients must drink a bowel preparation liquid the day before the procedure to empty
their bowel. Some people find the bowel preparation procedure difficult to complete.

= With colonoscopy there is a small risk of puncturing the bowel, or causing internal
bleeding (occurs in less than 1 of every 1,000 colonoscopies®®). There is also a very
small risk of death with a colonoscopy (occurs in fewer than 1 in 10,000
colonoscopies™).

= As yet, there is no convincing evidence to support the use of colonoscopy as a
screening test in the general population?.

For these reasons, colonoscopy is not considered an appropriate screening test for the
general population who are at average risk of bowel cancer. The preferred approach is to
use FOBT to decide who should have a colonoscopy.

Barium enema



Barium enema is not recommended as a screening test for the general population. It is an
appropriate follow-up test when the full length of the bowel cannot be examined during
colonoscopy.

During a barium enema, liquid which can help show abnormalities under x-ray is run into
the bowel. Barium enema is good at detecting large cancers and large polyps, but may
miss small or flat lesions. If a polyp or cancer is found, a follow-up colonoscopy will be
needed.

This procedure also carries risks, including bowel perforation.

There is no evidence to support the use of barium enema in population screening®.
However, it has an important role in testing patients not able to have a complete
colonoscopy.

Virtual colonoscopy

Virtual colonoscopy is not currently recommended as a screening test for the general
population.

Virtual colonoscopy—also called computed tomographic (CT) colonography—uses
computer images to build up a picture of the inside of the bowel. The day before the
procedure, the patient must take a preparation to completely empty their bowel. The
bowel is inflated with air via a tube inserted through the back passage to make viewing
the bowel easier. A CT scanner is then used to take hundreds of pictures of the bowel
(from the outside). If a polyp or cancer is found, a follow-up colonoscopy will be needed.

The effectiveness of virtual colonoscopies is still being evaluated.

People at above-average risk
People with a strong family history of bowel cancer should discuss screening options with
their doctor.

People with a strong family history of bowel cancer are at increased risk of developing the
disease. The number of people in a family who have had bowel cancer and their age at
diagnosis, helps determine the level of risk for family members. Most people with
relatives who have had the disease are not at increased risk.

People with a moderately increased risk of bowel cancer are those who:

= Have a close relative (parent, brother, sister or child) who developed bowel cancer at
an early age (under 55 years).

= More than one close relative on the same side of the family (eg: a parent and a
grandparent) who has had bowel cancer.

People with a potentially high risk of developing bowel cancer are those who:

= Have three or more close relatives with bowel cancer on the same side of the family.

= Have two close relatives with bowel cancer as well as any other high risk feature that
may suggest a faulty gene in the family. They include:

» bowel cancer before the age of 50 years

» multiple bowel cancers in one family member
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» multiple polyps within the bowel (Familial adenomatous polyposis (FAP) is a
rare, inherited condition that leads to the development of hundreds or
thousands of polyps in the bowel, usually at a young age).

» afamily member with HNPCC related cancers (Hereditary non-polyposis
colorectal cancer, or HNPCC, is a condition in which people tend to develop
bowel cancer at a young age, without having many polyps. Uterine, ovarian,
stomach, ureteric and other cancers are also common in people with HNPCC).

Although important causes of bowel cancer in people aged under 50 years, FAP and
HNPCC account for less than 5% of all bowel cancers % 2.

Other people at above average risk include those who have had bowel cancer or certain
types of bowel polyp in the past and some people with ulcerative colitis?'.

All people at above average risk of bowel cancer should talk to their doctors about
relevant screening options. These may include colonoscopy on a regular basis.

For further information

e The Cancer Council Australia — www.cancer.org.au

e The Cancer Council’s Cancer Helpline — 13 11 20 (cost of a local call)
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