WISADVANTAGES

requires an orally administered bowel

The exam takes about 30 minutes plus additional
covery time.

tients need to be escorted home and are advised not
0 back to work the same day if sedation is given.

nlike home stool testing and sigmoidoscopy, no
domized trials of colonoscopy have shown benefit in
easing CRC mortality. Observational studies show
a benefit of ~50 percent decrease in mortality that is
similar to randomized studies of sigmoidoscopy.

= Mortality from proximal colon cancer, as compared to
left-sided colorectal cancer, may be affected to a lesser
degree by the performance of screening colonoscopy.



Detye e—contrast Barium Enema

ontrast' refers to the use of
Jative contrast agents to
lvity of the examination.

positive contrast: barium or barium-like
igent, e.g. Gastrograffin

egative contrast: air or CO2

= The double contrast study Is sensitive to
~ visualize mucosal irregularities.



atient Preparation

mmonly includes restricted

oducts and a liquid diet for 24

| t, In addition to drinking
amounts of water or clear liquids 12-24

before the test.

ts may also be given laxatives, and
to give themselves a cleansing enema.




= DCBE showing carcinoma confined to
muscularis propria.




aindications

us colitis

y within 7 days of
Ire or within



mplications

e colon

Inflamed nodules)



Advantages

olon can be visualized during double-

ermits visualization not only of the
Inner lining of the colon on x-ray, but also detects any
bnormalities within the wall of the colon as well as in
e abdomen.

elps to differentiate colorectal cancer from other
onditions affecting the colon like diverticulitis.

IS more cost-effective as compared to colonoscopy.

Ike procedures like flexible sigmoidoscopy and
colonoscopy, there is minimal risk of perforation with
this procedure.

= No need for concious sedation

= QOperator has a more accurate idea of how far up the
bowel the barium had progressed

= Greater chance of viewing the caecum



Disadvantages

exposes the person to radiation
) with diet and laxatives is required

the test detects any abnormality, the individual has to
ergo a colonoscopy to obtain a biopsy and/or

Ise the lesion. Thus, doing two procedures instead
e increase the cost and inconvenience of the
Ividual. This may be avoided in case a colonoscopy
ne as the first choice

- = Severe allergic reactions could rarely occur in patients
‘ allergic to barium

= Cannot get tissue for diagnosis
= Cannot remove polyps
= False-positive results are possible.






EVIDENCE

ymptomatic adults, CT colonographic
led 90 percent of patients with colon
ancer or adenomas 10mm or larger in diameter.

ative-free colonography has been reported, but is
t routinely available.

colonography does not offer the abllity to remove
lyps and prevent cancer.

olonography should not be a modality of choice for

'. high-risk patients with polyp syndromes or
Inflammatory bowel disease given its inability to detect
flat lesions with accuracy or to remove polyps.

= Recently MR colonography has also been shown to
detect colon cancers and polyps with accuracy.



=TT

dechnique

paration

al Image quality, the colon should be
ompletely distended

and fluid may lead to a false
negative or ' positive diagnosis

residual stool may be “tagged" using oral contrast
agents such as Gastrografin

el distension

optimal colonic distention Is critical to technical
success for proper intraluminal evaluation of the
large bowel

v' distension can be achieved via a pressure-
regulated device with carbon dioxide or room air

= [ntravenous contrast
v" not necessary although it is used in some centres




uisition and analysis

IS ideally performed on a multi-

“a thin collimati

Interpretation with the use of two-
sional (2D) and three-dimensional (3D)
yS are mandatory for proper evaluation






ontraindications

atory conditions such as acute
Ive stage of ulcerative colitis or

ent abdominal or pelvic surgery

cannot be performed if a colostomy is
ent as there Is no natural sphincter
nism to retain the tube

- General CT contraindications such as
- pregnancy, claustrophobia, etc.



Advantages

eyond the obstruction or

tion of some significant extra-colonic
INngs (mostly abdominal aortic aneurysms
2nal cell carcinomas)

- Some patients find CT colonography to be
more acceptable than standard colonoscopy.



IDISAPNVANTAGES

ecal material can give rise to wrong

cannot be taken at the time of the
ure '

IS @ screening procedure, if there is any positive
ding with virtual colonoscopy, conventional
noscopy Is required for confirmation of diagnosis

sure to ionising radiation

lability in sensitivity based on technique and
rience of the radiologists

lires bowel preparation similar to colonoscopy (at
present)

= Regquires a rectal tube to insufflate air into the colon,
which can cause cramping

= Can miss small and flat adenomas.



FERre O ccultBlood Test (guaiac FOBT
Aol immunochemical test [FIT])

)ased fecal occult blood test

ne chemical guaiac to detect

e In the stool. At home, you use a stick or
sh to obtain a small amount of stool. You

rn the test kit to the doctor or a lab, where
stool samples are checked for the presence
0od.

- = The fecal immunochemical test (FIT) uses
antibodies to detect blood in the stool.




FOBT (Fecal Occult Blood Test) Instructions

When caught early enough, colorectal cancer is curable
in 9 out of 10 people. Since there are no visible signs or
symptoms in the early stages, this simple and easy test
could help save your life.

Please read these instructions fully.

A. Before You Start

L[] Important: You must send in
sirlshifulnly the test card as soon as the 3
EMEETEY flaps have been completed but
:'" :': 22" no later than 10 days after

EECN collecting your first stool.
Avoid vitamin C supplements and
citrus fruit and juices for three

b days before the test and during

gé\../ the stool sample collection period.
fivs
o0,
smcf

Otherwise, continue to eat your
normal diet and take your regular
prescribed medications.

B. Filling out the Test Card

« Using a ballpoint

TR
DO NOT OPEN F) “_.  pen, print your name
o um wet. nddateofbirthon
T mma = 7 the test card, as they
B b & Clmh ] Cmka appear on your
health card.

* You will collect stool samples on three
different days within a ten day period.

 The test card has three flaps - one for each day.
Open only one flap at a time.

» Under each flap there are two small areas on
which to smear your samples.

(. Doing the Test

1. Write the date (yyyy/mm/dd)
t-  and time of your first sample
+ collection on flap 1. Peel back
flap 1 to apply the first sample.

2. Flush the toilet to clear the
bowl. Do not use toilets with
bowl cleaners such as bluing
agents.

3. To collect stool, use a clean,
disposable container or place
several layers of toilet paper in
the toilet bowl to support the
stool.

4. Use the applicator stick to collect
a small sample of the stool. Apply
a very thin smear to Areal.
Use the same stick to collect and
smear a second sample from a
different location of the stool in

Area II. Close and secure the flap.

| | 5. Wrap a piece of toilet paper

around the applicator stick and
discard. Flush the toilet. You are
done the first sample!

6. Place the test card in the foil-lined envelope and
store at room temperature until your next bowel
movement. Do not seal the envelope until you

have finished all 3 days.

7. Repeat steps 1-6 to collect and smear samples on
two additional days under flaps 2 and 3
accordingly.

D. After the Test

Requistion
Form = ==

== s wFoil-Lined
- “ Envelope

+/ Place only the test card inside the
foil-lined envelope and seal tightly.

/' Place the foil-lined envelope and the
completed requisition form from your
health care provider in the envelope
provided.

/ Mail or drop off envelope at a community
laboratory collection centre.




2

R - 4 ¢

/ \
C : / ‘
[ Collection
- S
‘ ,//Z//'

;/

After an evacuati_on- wipe Unscrew cap from buffer tube Collect a small sample of feces

normally and retain a small Do not empty liquid from tube. onto the grooves of the wand

amount of feces on toilet paper

=

!

:

Return wand to tube Shake tube for three (3) seconds Unscrew smaller, clear cap

-

)
—

w =y T

o)

Squeeze 3 drops here. ’

Results Window: Do not put drops here.l

Negative Positive Positive Invalid
Apply 3 drops from buffer tube to Interpret results after five minutes. Do not read results after
sample well. 10 minutes.

Steps of fecal iImmunochemical test







Fecal immunochemical test




EVIDENCE

al occult blood test (FOBT) is 24 percent
dvanced adenomas or colorectal cancer.

munochemical tests (FITs) use
antibodies to detect human hemoglobin, and are not
ffected by diet or medications.

T significantly improves the sensitivity and specificity
91 percent and 88 percent respectively for colorectal

ncer detection. Change to FIT slightly increased
on cancer screening rates.

= The rate of positive results from FIT does not decrease
after repeated colorectal cancer screening, but the
positive predictive value of the FIT for advanced
neoplasia and for colorectal cancer is significantly
lower among second-round participants who tested
negative in the first round.




IWVANTAGES

venient

cancer and advanced
sed sensitivity compared

. heat stabllity i1s excellent and cost is less
ed to other methods.



DISADVANTAGES

not detect some polyps and cancers.

st results are possible (that is, the
n abnormality when none is

ditional procedures, such as colonoscopy, may
eeded if the test result shows blood in the

\ S
B .

FIT Vary In sensitivity and specificity.

= Requirement for three day testing with FOBT Is
less convenient than the single day for FIT.



I“-DNA test

est (also referred to as the stool
Ines the FIT with a test that

In the stool. For this test,

el movement and

It to a lab to be checked for cancer cells.




Stool DNA test



vantages

f the colon is necessary.
lons are needed before the

ation Is needed.



Pisadvantages

iIgher than that of gFOBT or FIT.
adenomas is low.

ults are possible (that is,
1 abnormality when

e-positive te
st may suggest
IS present).

tional procedures, such as colonoscopy,

e needed if the test result is positive for
blood or abnormal DNA.




EHEecoTascreening Intervention on

|’('.(,|IJ(..iI’|_(,j Viortalit \/ from Colorectal Cancer

Screening Study Design Internal Validity Consistency Magnitude of External
Intervention Effect Validity

Fecal Occult RCTs Good Good 15%-33% Fair
Blood Test (randomized
(guaiac-based) controlled trial)

Sigmoidoscopy RCTs Good Good About 25%; 50% Fair
for left colon

Digital Rectal Case-control Fair Good No effect Poor
Exam studies

Colonoscopy Case-control Poor Poor About 60%-70% Fair
studies; for left colon;
observational uncertain for
cohort studies right colon
that use
historical / other

controls; RCTs in
progress




DETEGHONIOIESUogate Outcomes at One Point in
NENEompared With Reference Standarc
(@olonoscopy.

Screening
Intervention

Barium Enema

Colonoscopy

Stool DNA Mutation
Tests

Study Design

Cross-sectional and
descriptive studies

Cross-sectional and
descriptive studies

Cross-sectional and
descriptive studies

Cross-sectional study
descriptive studies

Cross-sectional descriptive
studies

Internal Validity

Fair

Fair

Good

Good

Good

Consistency

Poor

Poor

Good

Unknown

Good

Magnitude of Effect on
Surrogate Endpoints

Barium enema detects about
30%-50% of cancers detected
by colonoscopy

About 3% of patients with no
distal adenomas have advanced
proximal neoplasia; patients
with distal adenomas have a
threefold increase in this rate

Sensitivity of CTC may be
similar to colonoscopy in
certain centers

Detects 92% of CRC and 42% of
large adenomas (=1cm) at one
application

FIT detects about 70% of CRCs
at one examination (and more

with repeated use over time)
and 25% of advanced

of

External Validity

N/A

N/A

N/A

Unknown

Good
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