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Summary of recommendations for population screening

Population screening for colorectal cancer (CRC) is primarily directed at middle-aged people in
good general health, with no symptoms that might indicate CRC, so that preventative measures
or early treatment may be offered to improve health outcomes. Risk assessment methods to
determine targeted screening strategies are addressed in the chapter on Risk and screening

based on family history (hyperlink to be included).

These recommendations are intended to guide decision-making in determining who should take
part in population screening for colorectal cancer. All recommendations and practice points

included should be considered for implementation in practice.

Principles of clinical judgement and shared decision-making, using a culturally sensitive and

safe approach, apply when implementing these guidelines.

These guidelines include evidence-based recommendations (EBR) and practice points. For
each EBR except those based on modelling evaluation, the Working Party assigned a strength
(weak or strong) in support of the EBR, after considering the volume, consistency,
generalisability, applicability and clinical impact of the body of evidence using the NHMRC

evidence statement form.

A strength was not assigned (N/A) to recommendations based on mathematical modelling
evaluation because GRADE methodology does not cover this type of evidence.
Recommendations and practice points were developed by Working Party members. The choice
of recommendation and wording reflects the certainty of evidence (Refer development of

recommendations and practice points, Appendix A).

The summary of recommendations for population screening can be downloaded as a separate

document.



Colorectal cancer screening benefit

Evidence-based recommendation Strength

The recommended strategy for population screening in Australia, directed
at those at average risk of colorectal cancer and without relevant
symptoms, is immunochemical faecal occult blood testing every two years,
starting at age 45 years and continuing to age 74 years. (Atkin, et al 2017,
Holme, et al, 2018, Senore, et al, 2022, Miller, et al, 2019, Bretthauer, et
al, 2022, Juul, et al, 2022)

Weak

Evidence-based recommendation Strength

The use of flexible sigmoidoscopy as a primary screening test is not
recommended for population screening in the average-risk population.
(Atkin, et al 2017, Holme, et al, 2018, Senore, et al, 2022, Miller, et al,
2019, Juul, et al, 2022).

Weak

Evidence-based recommendation Strength

The recommended age range for organised population screening is 45-74
years.

N/A

Evidence-based recommendation Strength

Although modelling indicated that it may be cost-effective, starting
screening at age 40 is not recommended for population screening
because at this age range there is a less favourable benefits to burden
balance compared to screening for 45-74 years.

N/A

Evidence-based recommendation Strength

Extending the upper limit of the age range from 74 to 79 or 84 years is not
recommended for population screening, because the likely benefits do not
outweigh the burden (number of colonoscopies and associated risk),
compared with screening for people aged 45-74 years.

N/A

Practice Point

For people aged 75-85 years who are fit, well and healthy, who request screening after a
discussion with their health care professional about the benefits and potential harms of
testing, health care professionals could consider offering an immunochemical faecal occult
6 | blood test.

#Screening offered to people not eligible to screen under the National Bowel Cancer Screening Program

means that screening tests are provided by private pathology, screening status is not centrally recorded and
follow-up for future screening is not centrally provided.

Practice Point

In people aged 40-44 years who request screening after a discussion with their health
care professional about the benefits and potential harms of testing, health care




professionals could consider offering an immunochemical faecal occult blood test” every
two years during the lead-up to the first routine National Bowel Cancer Screening Program
invitation.

#Screening offered to people not eligible to screen under the National Bowel Cancer Screening Program

means that screening tests are provided by private pathology, screening status is not centrally recorded and
follow-up for future screening is not centrally provided.

Practice Point

Every effort should be pursued to ensure equitable participation and ongoing quality
improvement initiatives in population screening for colorectal cancer in the target age
group of 45-74 years and ensure equity of access to culturally safe health care, including
access to diagnostic assessment for National Bowel Cancer Screening Program
participants with a positive screening test.

Colorectal cancer screening accuracy

Evidence-based recommendation Strength

An immunochemical faecal occult blood test is recommended as the
screening modality for the detection of colorectal cancer in the average-risk | Weak
population. (Burén et al, 2019, Chang et al, 2017, Brenner et al 2018,
Digby 2016, Kim et al, 2017, Ribbing et al 2022, Shapiro et al, 2017, Zorzi
et al, 2018)

Evidence-based recommendation Strength

10

The emerging faecal, blood or serum tests for cancer-specific biomarkers
such as DNA are not recommended as population screening modalities for | Weak
colorectal cancer at this time. (Bosch et al, 2019, Bretagne et al, 2021,

Chiu et al, 2016, Imperiale et al, 2021, Jin et al 2022, Shapiro et al, 2017)

Evidence-based recommendation Strength

11

Population screening for colorectal cancer using immunochemical faecal
occult blood testing every two years is recommended. It is not Weak
recommended that the frequency of screening within the National Bowel
Cancer Screening Program be increased to yearly. (Bretagne et al, 2021,
Burdn, et al, 2019, Dighy et al, 2016, Jensen et al, 2016, Ribbing et al,
2022)

Practice Point

12

Participation in a population screening program is not recommended for people with
symptoms such as rectal bleeding or persistent change in bowel habit or with iron-
deficiency anaemia, nor for those who should be having regular surveillance or screening
based on colonoscopy (e.g., for past colorectal cancer or adenoma, chronic inflammatory




bowel disease, a strong family history of colorectal cancer, or a high-risk genetic cancer
syndrome). (Chiu et al, 2016, Kim et al 2017)

Practice Point

13

It is important that individuals undergo a high-quality diagnostic colonoscopy after a
positive immunochemical faecal occult blood test. (Aniwan et al, 2017, Njor et al, 2022,
Chiu et al 2016, Digby et al 2016, Ribbing et al, 2019). A colonoscopy which does not
meet the clinical care standard warrants a repeat procedure usually initiated by the
proceduralist. A high-quality colonoscopy is defined as adequate bowel preparation,
complete intubation, as documented and made available in the proceduralist’s report. The
proceduralist should ensure that the colonoscopy aligns with the colonoscopy clinical
care standard from the Australian Commission on Safety and Quality in Health Care (see

ACSQHC).

Practice Point

14

If a diagnostic colonoscopy after a positive immunochemical faecal occult blood test
(iFOBT) is performed and its findings do not require further colonoscopy follow-up, the
National Bowel Cancer Screening Program (NBCSP) participant should skip the next
round of iIFOBT screening through the NBCSP (in line with the Colonoscopy Surveillance
Guidelines). Colorectal cancer will rarely occur within that interval.

Practice Point

15

Participants with positive immunochemical faecal occult blood test (iFOBT) results should
have follow-up investigation with the sole exception of cases in which there was a clear
breach in sample collection protocol (i.e., menstrual blood contaminating the sample at
collection). If there is a clear breach of protocol, repeat iFOBT testing is suggested within
six weeks. However, this approach carries the risk of a misleading negative test result
because low levels of bleeding from a cancer or adenoma may be intermittent, or
unevenly distributed in the stools.

Practice Point

16

To minimise the risk of psychological harm, colonoscopy should be performed promptly
after a positive immunochemical faecal occult blood test. (Kirkgen et al, 2016)

Practice Point

17

There is evidence that colonoscopy should be done within 120 days from the day of the
positive immunochemical faecal occult blood test to minimise risk of advancing the
severity of disease if cancer is present.



https://www.safetyandquality.gov.au/standards/clinical-care-standards/colonoscopy-clinical-care-standard

Participation in population screening for colorectal cancer

Practice Point

18

Encouragement by health care professionals (including general practitioners (GPs),
Aboriginal Health Workers (AHWSs), Aboriginal Health Practitioners (AHPs), nurses and
other primary health care professionals substantially boosts participation in colorectal
cancer screening. Health care professionals play a key role in providing patients with
screening advice. GP or clinic endorsement messages in advance of receiving a test kit,
the use of GP or clinic reminder systems, leadership of AHWs and AHPs in health
promotion activities and practice audits can improve participation rates (Dodd et al
2019, Goodwin et al 2020, Lee et al 2021). Increased participation in the National Bowel
Cancer Screening Program (NBCSP) through encouragement and access through a
variety of NBCSP kit distribution avenues will increase the program's effectiveness and
cost-effectiveness.

Practice Point

19

Health care professionals (including general practitioners, Aboriginal Health Workers,
Aboriginal Health Practitioners, nurses and other primary health care professionals)
have a very important role in managing the interface between population screening and
personalised care (Dodd et al 2019, Goodwin et al 2020, Lee et al 2021). This role
includes identifying and advising those who should opt out of the National Bowel Cancer
Screening Program (NBCSP) because of the known elevated risk of colorectal cancer,
presence of major comorbidities and limited life expectancy, those who should defer
participation for several months because of recent surgery or major illness and the most
appropriate avenue of NBCSP kit distribution available.

Practice Point

20

Health care professionals (including general practitioners, Aboriginal Health Workers,
Aboriginal Health Practitioners, nurses and other primary health care professionals)
have a key role in advising patients who are at average or slightly above average risk
that immunochemical faecal occult blood test is the preferred method of screening. They
can advise on the various avenues of kit distribution through the National Bowel Cancer
Screening Program. They should also discuss the relative harms and benefits of and
discourage inappropriate use of colonoscopy as a screening method.

Practice Point

21

Ongoing efforts to identify methods to improve colorectal cancer screening participation,
access to screening kits through various distribution avenues, modify testing strategies
and evaluate existing and new population screening modalities are needed and should
be informed by real-world data and other well-designed local and international research,
as appropriate.




Colorectal cancer screening for Aboriginal and Torres Strait Islander peoples

Practice Point

22

Local access to culturally safe, targeted advice and support for colorectal cancer
screening, diagnostic services and treatment should be provided through health care
professionals to improve equity for Aboriginal and Torres Strait Islander peoples.

Practice Point

23

Health care professionals must be adequately supported to provide culturally safe and
sensitive information, verbally and in written form, about colorectal cancer screening
and local services (including colonoscopies) to promote engagement in the complete
colorectal cancer screening pathway.

Practice Point

24

Ongoing efforts to improve engagement of Aboriginal and Torres Strait Islander peoples
in colorectal cancer screening must continue and occur in partnership with Aboriginal
and Torres Strait Islander peak health bodies to ensure equitable access to colorectal
cancer screening services is achieved, as well as build community awareness of the
importance of screening.
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