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o Colorectal cancer is a major cause of morbidity and mortality
in Australia

o Second most common cancer diagnosed in both men and
women — 17004 cases for 2018

o Second most cancer deaths —4129 in 2018

o Incidence of Colorectal cancer in persons younger than 50
years
o 10.5% of new cases

o 15% increase from 2000-2002 to 2014-2016 in adults aged 40 to
49yo




Benefits of early detection and treatment
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Clinical Review & Education US Preventive Services Task Force USPSTF Recommendation: Screening for Colorectal Cancer

Figure 3. Harms and Burden of Colorectal Cancer Screening
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Revised Australian national guidelines for
colorectal cancer screening: family history
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1 Risk of colorectal cancer based on family history: examples of estimates from cohort studies published since 2005

Coalaractal cancer risk ralative ta Ineraass or decrases in rak
Family history of colorectal cancer the average population risk for colorectal cancer References
Mo farnily history 0.83 179 decrease 21
One or more first degree relative diagnosed at any 14-21 A0-1M0% increase 18.20.21
Age
One first degree relative diagnosed before age 50 33 230% increase 21
years
One first degree relative diagnosed betweean ages 50 22-25 120-150% increase 202
and 60 years
Two first degree relatives 3.0 200% increase 21
Mo first degree relative, at least one second degree 11-1.5 10-50% increase 21

relative




o Screening straofeqgies for people w
cancer - Cancer Guidelines Wik

o hitp://wiki.cancer.org.au/australia/Guidelines:Colorectal cancer/S
creening based on family history

Category 1 — Those near average risk

Category Family history Screening recommendation

MNo first- or second-degree relative with colorectal cancer
One first-degree relative with colorectal cancer diagnosed at 55 years or older IFOBT every 2 years

1 from age 50 to age 74
One first-degree and one second-degree with colorectal cancer diagnosed at 55 years or older

Category 2 — Those at moderately increased risk

Category Family history Screening recommendation

One first-degree relative with colorectal cancer diagnosed under 55 years

Two first-degree relatives with colorectal cancer diagnosed at any age IFOBT every 2 years from age 40 to age 49.

> Colonoscopy every five years from age 50 to age
One first-degree relative and at least two second-degree relative with colorectal cancer diagnosed at T4
any age

Category 3 — those at potentially high risk

Category Family history Screening recommendation
At least three first-degree or second-degree relatives with colorectal cancer, with at least one diagnosed IFOBT every 2 years from age 35 to age 44
5 under 55 years Colonoscopy every five years from age 45 to

At least three first-degree relatives with colorectal cancer diagnosed at any age age 74.



https://wiki.cancer.org.au/australia/Guidelines:Colorectal_cancer/Screening_based_on_family_history
http://wiki.cancer.org.au/australia/Guidelines:Colorectal_cancer/Screening_based_on_family_history

Young patient asking for

colorectal screening

# Persistent Abdominal pain, weight loss,
nocturnal symptoms, iron deficiency in
males, bloody or nocturnal diarrhoeaq,
rectal bleeding, Gl mass on clinical
examination

Red flag GI symptoms®

Colonoscopy or GE &valuation

*IFOBT — reasonable to repeat every 3 -5
years

Reassurance




Young patient asking for

colorectal screening

Case #1

o 26yo female - accountant

o IBS like symptoms with alternating
diarrhoea and constipation

o Family friend was diagnosed with
colorectal cancer in their 30s so
would like to know more about
Colorectal cancer surveillance

Reassure and sent home

Sent straight to GE/colonoscopy
Check for red flag symptoms
Discuss her family history
Consider iFOBT

moQo® >



Young patient asking for
colorectal screening

Case #2

o 37yo male, home builder

o PR bleeding - bright red haematochezia.
Rectal examination revealed small non-
bleeding haemorrhoids

o Impression — most likely haemorrhoidal PR
bleeding

o No significant family history

Reassure and sent home
Sent straight to GE/colonoscopy

Consider iIFOBT
Start on high fibre diet and review 3 mont

o0 ® >



Case #3

o Asymptomatic 32yo female

o Want to learn about colorectal
cancer screening after learned tha
colleague was recently diagnosed
with CRC

Reassure and sent home

Sent straight to GE/colonoscopy
Check for red flag symptoms
Discuss her family history
Consider iIFOBT

moQo®>



IFOBT

o Using the threshold recommended by the manufacturer (20ug per
gram of stool)

o In 9 studies (N=34352), Sensitivity was 0.74 (95% Cl, 0.64-0.83; 9 studies;
Nn=34352), specificity was 0.94 (95% ClI, 0.93-0.96; 9 studies; n=34352)
o For colorectal cancer

o In 4 studies (n=12424), Sensitivity was 0.93 (95% ClI, 0.87-1.0), specificity was
0.84 (95% CI, 0.84-0.86)

o For advanced adenoma

o In 4 studies (n=12424), Sensitivity was 0.43 (95% Cl, 0.40-0.46), specificity was
0.82 (95% CI, 0.86-0.92)

o For sessile serrated adenomas

o Patient with large SSLs were less likely to have positive result from iIFOBT than
patients with advanced adenoma from a single study




Serrated polyposis syndrome

o Two colorectal cancer pathway
o 85-90% arise from conventional adenoma pathyway
o 10-15% from serrated pathway
o Genetic mechanism unknown
o Prevalence of Serrated polyps
o 15.1 to 32.4%
o Prevalence of Serrated polyposis syndrome
o Ranges 0.014 to 0.66% (the latter in positive iIFOBT cohort)




DIagNosis of S

o WHOQO criteria

o 5 serrated lesions proximal to the rectum, all being 5mm in size with
2 being 10mm in size

o >20 serrated lesions throughout the colon, with § being proximal to
the rectum

o This condition should not be confused with familial
adenomatous polyposis

o SPS only affects the colon with a much more favourable clinical
outcome

o Usually doesn’t have an autosomal dominant inheritance pattern
o Much more common than FAP (1 in 8000 to 1 in 18,000)




Management of SPS

o Yearly to 2 yearly colonoscopy

o All first degree relatives should have a baseline
colonoscopy at 40years old or 10 years younger than the
iIndex case when he/she was diagnosed

o No need for extra-colonic survelillance




Thank you!




