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How can we screen for colorectal
cancer?

 Tests for blood In faeces

* Lower Gl Endoscopy

* Novel tests ?



Torshavn
6 5 \‘- Faroe Islands

DENMARK

SHETLAND
ISLANDS

ORKNEY
H\\‘k:m ISLANDS .

HEBRIDES 5"

1:&".‘»30\\
*Edinburgh

2 LUNITED

.
Y ncd«

- .!nt ster
H\upoo

"d:'" “am «\mslc'd

Rotte rdam
london

o= Bruss
Lille® L

Paris LUX

Guermsey

Jersey K ) «

*

F‘\lCE

\ MASSIF |
*Bordeaux CENTRAL

,\lr.\sbourg'

I Nantes
~e

Bilbao ]
- < JToulouse

Andorr.

|-| \tﬂa \|J!\glllt

s
4 Portb "05*5

£ Zaragoza,
PORTUGAL ;. ‘"’,‘,

*Lisbon SPAIN

mmw,

*Rarcelona

Valencla

BALEARIC
ISLANDS

Mediterranean

.Sc\'ma

J0Ibralyar Maloga
184

* Luxembourg 7

JLIECH
Iurl\.h V. ,.,,,, -
W

(‘cnc\a

-
Lyow

NORWAY

>
.-
o

Trond Gt 7 y
SWEDEN *

Gavley

S!ockholm*;

L

1
Goreborg

-

N/\Rl§
Lopenhagcn

Oland

Malmu

ey Bornholm
- B A
A\ Hamburg

* Bremen
JEssen

Lolog,

B«‘nno

Leipzig

ANY

furt
*am Main

Prague

JStuttgart
Mumch

- “suwmm e
Mllan\,m o

o 3 o MARRY &
-
! Iilon:nqp
“Rome#® |
Lk 3

Naplegs

Cagliarl
Palermo
-

Sictly

m;ku

Kahr_nngrtq RUSSIA

"t Gdansk'|

B"f‘l}“ . Poznafy

REPUBLIC
rnoe

‘m

o 4Fubljana
* Zagreh

B Murin a
- y J
A ,y.‘":"‘;’ atn (.l«\/\ ’

MONACH P

“ rat 2 A

*
BOSNIA AND, :
HERZEGOVINA Belgrade

FI*HD

'T.\mpr:rc

}
.
St. Petersburg

1 \\'uﬂ 7.* ' RUSSIA

A
ISLANDS ¢ Tallinn
T ESTONIA

O

LITHUANIA
Vilnius, Mahilyow
*  Mi :sk

.. BELARUS

Hrodna

Ilclsinlgl' ’
*

Moscow
Riga*

\'It.\ychsk. *Smolensk

-
Homyel'

Warsaw = Brest
*

Lodz _Rlvnr

UKRAINE

« Wroclaw

4 , *L'viv
Krakow

Lhcmh'&sl kaohxi\‘

Chisinau
lasi*
MOLDOVA

il
Y 2
\)ﬂ.\ p4

Z . <
Clijs v JOdesal
gudapcsl Napoca 7%
A

ROMANIA *

Buc:an:st JConstanta |

/.
\.amﬂ'

BULGARIA
*Sofia

* Skopje
L RYROM S

> Serbia
z- :

£ b Vigmein.

ok e
Podgorica,

Tirana® Tl.\usn!';-mkn ’
FALES "
V'GREECE -

4

National
program

Regional
programs




Screening Tests Used

gFOBt o0
EIT 000000
Flex-Sig oo

Colonoscopy



Invitation methods used

* Direct invitation from central agency
using national registers

* Invitation by General Practitioner

» Self referral encouraged by central
agency



UK National Screening
Committee (NSC)

 Advises ministers and NHS

— Starting, changing and stopping
screening programmes

« Monitors new evidence

o Advises all four countries of
the UK




Proving Screening Works
Population RCT

7/ \

NO screening Screening
offered Offered

(including those who
choose not to participate
and those developing
Interval disease)

Compare numbers of deaths or adverse
outcomes from disease



Tests for Blood In Faeces



Gualac Faecal
Occult Blood
(gFOBT) Trials

Reduction In
death from
CRC of

16%




gFOBT vs FIT

- gFOBT

— Based on Gualac reaction
— Not specific for haemoglobin
— Inconvenient to do

. FIT

— Immunological

— Specific for human haemoglobin
— Easy to do

— Quantitative




Lower Gl Endoscopy



What are the options?

» Colonoscopy
— Very sensitive and 100% specific
— Expensive
— No RCTs (4 in progress world-wide)

 Flexible Sigmoidoscopy
—Misses R-side disease
—RCT evidence (UK, Italy, Norway, US)



UK Flexible Sigmoidoscopy Trial
Mortality from CRC

Proximal

s
. ’lv.’ < Distal bowel

I) (site of more than half of bowel cancers)

rolorectal cancel

mortality (%)

Cumul ative

Time from rRndomisation (years)

Mumber at risk
Contred 112939 111321 109319 106907 104196 100597 18748
ntervention 57009 CH3D0 GCC32C L4164 GC2809 GCOO72 9539



UK Flexible Sigmoidoscopy Trial
Incidence of CRC

Control and intervention groups

Control
Intervention
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Colorectal Screening
In Scotland

Everyone aged 50-74 invited centrally every two
years

Based on biennial gFOBT 2000-2017

No flexible sigmoidosopy

Changed to FIT at 80ug/g in November 2017



Challenges for FIT

1. Uptake

2. Lowering the threshold



Uptake - gFOBT and FIT

Uptake, by level of deprivation and gender

O Males
® Females

3

1 most deprived 2

5 least deprived




Quantitative FIT — changing the
threshold

/ Sensitivity Specificity \
tCancer False
\ detection positives /




Faecal
haemoglobin
concentration

(ng Hb/g CRC CRC % CRC

faeces) Positivity rate detected missed missed PPV
80 3.1% 711 - 5.2%
100 2.6% 671 40 5.6% 5.7%
120 2.3% 629 82 11.5% 6.1%
140 2.1% 598 113 15.9% 6.4%
160 1.9% 572 139 19.6% 6.7%
180 1.8% 549 162 22.8% 7.0%

200 1.7% 529 182 25.6% 7.2%



Challenges for Flexible

Sigmoidoscopy
1. Uptake
2. Delivery

3. Quality



Problems with current flexible
sigmoidoscopy programme In
England

« Uptake poor (~40%)
 Yield of pathology low
« Delivery difficult

« Unpopular with endoscopists



Uptake



Why don't people accept CRC
screening?

* Not invited

* Financial barriers
* Apathy / fatalism
* Fear

* |gnorance

* Disgust

* Informed choice



What can we do to increase
uptake?

* Direct invitation

 Remove financial barriers

* Modifying the test

* Pre-notification

» Psychological Intervention

* National Publicity Campaigns
* Engaging with Primary Care



Delivery



UK NSC Recommendation

» Cost-effectiveness analysis
 FIT a threshold of 20 ug Hb/g faeces

* Age range 50 - 74



Positivity at Different Thresholds
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Challenges for Europe

* Population coverage
— Direct invitation of entire eligible population
— Removal of financial barriers

» Delivery of the most effective test
— Low FIT threshold
— Investment in colonoscopy



