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Cancer of the Colon and Rectum

Definition

Cancer of the colon and rectum is most often referred to as colorectal cancer. Colorectal cancer is
the uncontrolled growth of cells in the colon or rectum. The majority of colorectal cancers often
begin as a small growth of tissue called an adenoma or polyp on the lining of the colon or rectum.
the adenomas are identified and removed before they turn into cancer, colorectal cancer can be
prevented. If the polyp has already developed into cancer but is detected early, then the cancer can
be removed and treated. If treated at an early stage the five year survival rate is higher than 90%;
however, only 39% of colorectal cancers are diagnosed at any early stage, mostly due to low rates
of screening (2).

Colorectal cancer is the third most common cancer diagnosed and is the second leading cause of
death for men and women in the U.S. for both men and women (1,2,3). Colorectal cancer is a
preventable disease. Incidence increases with age and currently, over 80% of new cases are
diagnosed in individuals aged 55 and above.

Burden including Disparities

United States Incidence
Colorectal cancer is the third most common cancer diagnosed for both men and women. In 2007,
cancer of the colon was expected in 112,340 cases and rectal cancer in 41,420 cases to total 153,760
of colorectal cancer (2). The estimated number of new cases of colorectal cancer in men is 79,130.
For men, colorectal cancer is third (10%) for new cancer cases following prostate (29%) and then
lung and bronchus (15%). The estimated new cases for women are 74,630. The leading site of new
cancer cases for women is breast (26%), lung and bronchus (15%) and then colorectal cancer (11%)
(2). Until age 50 men and women have similar incidence rates, after age 50 men are more
vulnerable (3). One in 18 men and women will be diagnosed with colorectal cancer in their lifetime
(4). African Americans and Whites have higher incidence rates than do Hispanics, Asians or
Pacific Islanders, and American Indians/Alaskan Natives.
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Colorectal cancer incidence rates have been decreasing for most of the last two decades.
Incidence rates have been decreasing at the rate of 1.8% each year since 1985, from 66 to 52 per
100,000 in 2002. The more rapid decrease in the most recent time period (2.1% per year from
1998-2003) partly reflects an increase in screening, which can detect polyps before they progress to
cancer (5).

United States Cancer Statistics: 2004 Incidence
Race/Ethnicity Male Women

White 57 per 100,000 men 41.6 per 100,000 women
Black 67.6 per 100,000 men 50.6 per 100,000 women
Asian/Pacific Islander 42 per 100,000 men 32.1 per 100,000 women
American Indian/Alaska Native 32.6 per 100,000 men 28.7 per 100,000 women
Hispanic 50.3 per 100,000 men 34.2 per 100,000 women

CDC National Program of Cancer Registries (NPRC)

North Carolina Incidence
In North Carolina, the incidence rate of colorectal cancer is higher for men than women. The
estimated number of new colon cancer cases in 2007 is 2,225 for males and 2,200 for females (6).
The incidence rate of colorectal cancer in 2004 for African American men is 75 per 100,000
compared to 61.3 for white men. The rate for African American women is 55.1 per 100,000
compared to 43.1 for white women (7).

2000-2004 Colorectal Cancer Incidence Rates
Whites and Minorities

Colon/Rectum
Cases Rate

All Whites
Males
Female

16,875
8,774
8,101

50.9
61.3
43.1

All African Americans
Males
Females

4,332
2,090
2,301

62.1
75.0
55.1

All Hispanics
Males
Females

187
93
94

36.0
38.5
34.7

All American Indians
Males
Female

148
72
76

41.8
48.5
37.4

All Asians/Pacific Islanders
Male
Female

98
31
67

30.8
19.7
38.6

All Males
All Females

10,985
10,565

62.8
44.9

TOTAL 21,555 52.5
NC Central Cancer Registry (01/2008)
Numbers are subject to change as files are updated
Rates based on counts less than 16 are unstable.
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The columns will not sum to the total because there is some overlap with Hispanic origin.

Incidence Among African Americans
Colorectal cancer incidence in African Americans has stabilized over the past 20 years; however,
incidence rates of colorectal cancer among African American men and women are higher than those
among whites. African Americans are more likely than any other racial group to be diagnosed with
advanced stage disease and have a lower likelihood of surviving five years after diagnosis.

Colorectal cancer is the third most common cancer for African American men and second most
common for African American women.

Leading Types of New Cancer Cases Among African Americans, 2005 Estimates
Cancer Cases by Type and Sex

Males Prostate – 41.8% Females Breast-29.9%
Lung & Bronchus-
14.6%

Colorectal-13.3%

Colorectal- 10.2% Lung & Bronchus-13.2%

2005 American Cancer Society, Inc.,Surveillance Research

In 2007 there will be 16,440 expected cases of colorectal cancer among African Americans (8). The
incidence rate for males is 72.9 per 100,000 and 56.1 per 100,000 for women. The probability of
developing colorectal cancer for men is 5.17% (1 in 19) and for women it is 5.41% (1 in 18) (9).

Incidence Among Hispanics
Colorectal cancer is the second most commonly diagnosed cancer for both Hispanic men and
women. Colorectal cancer incidence rates in Hispanic men and women did not change significantly
from 1994-2003. In 2006 an estimated 4,580 Hispanic men and 3,790 Hispanic women were
diagnosed with colorectal cancer. Comparative incidence rates for Hispanic males (47.3) to Non-
Hispanic White males (62.7) are 0.8. The incidence rate for Hispanic females (32.7) to Non-
Hispanic White females (45.7) is 0.7. Compared to Non-Hispanic Whites, Hispanics have lower
incidence rates of colorectal cancer but the disease is often diagnosed at a more advanced stage.
This disparity may be due to lower rates of screenings and less access to treatment (10).

Incidence among Asian/Pacific Islanders
Colorectal cancer is the second most commonly diagnosed cancer in Asian/Pacific Islander women
and third among men. The incidence has decreased by 1.2% per year from 1995 to 2004 among
men and women combined (11).

Incidence among American Indian/Alaska Natives (AI/AN)
Colorectal cancer data is limited for this population which comprises 1.5% of the total US
population. American Indian/Alaska Natives females have the lowest colorectal cancer incidence
rates of any race/ethnicity in the United States. The incidence has remained level from 1995 to
2004 (11).
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United States Mortality

Cancer continues to be the second most common cause of death in the US, exceeded only by heart
disease; however, cancer is North Carolina’s leading cause of death (12). Colorectal cancer is the
third leading cause of cancer deaths for men and women (2).

Leading Cancer Deaths-2007 Estimate (2)
Males Females

Lung & Bronchus 31% Lung & Bronchus 26%
Prostate 9% Breast 15%
Colorectal 9% Colorectal 10%

The National Cancer Institute estimates that 52,180 men and women will die of colorectal cancer in
2007. This total includes an estimated 26,000 men and an estimated 26,180 women who will die of
colorectal cancer. The average age of death is 75.
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Mortality rates from colorectal cancer have declined in both men and women over the past two
decades. This decrease reflects declining incidence rates and improvements in early detection and
treatment. Mortality rates have declined at a rate of 1.8% per year over the last 20 years. The national
mortality rate (through 2004) is 23.5 for males and 16.4 for females per 100,000 people (4).

When colorectal cancer is detected early and is at a localized stage, the 5-year survival rate is 90%.
However, only 39% are diagnosed at this stage, mostly due to low rates of screening. After the cancer
has metastasized regionally to involve other organs or lymph nodes, the 5-year survival rate drops to
68%. For distant metastases, the 5-year survival is 10% (2). African Americans and Whites have higher
colorectal cancer mortality rates than do Hispanics, Asians or Pacific Islanders, and American
Indians/Alaskan Natives.

United States Cancer Statistics: 2004 Mortality

Race/Ethnicity Men Women

White 21.1 per 100,000 men 14.7 per 100,000 women

Black 30.2 per 100,000 men 21.2 per 100,000 women

Asian/Pacific Islander 13.5 per 100,000 men 9.6 per 100,000 women

American Indian/Alaska Native 16.1 per 100,000 men 9.7 per 100,000 women

Hispanic 15.9 per 100,000 men 10.3 per 100,000 women
CDC-NPCR

North Carolina Mortality
The mortality rate for North Carolina African American males and females in 2004 was 25.2 per
100,000, (31.3 for men and 21.8 for women). The death rate during this time for white males and
females was 17.8 per 100,000 (7). In 2005 the death rate for colorectal cancer was 20.9 per 100,000
for all men and the rate for all women was 14.3 per 100,000 (13). In 2007, the projected total
colorectal cancer deaths in North Carolina was 1,645 for both males and females (6).

Statewide Trends in Colorectal Cancer Mortality
The Historical Trends chart below depicts declining deaths due to colorectal cancer over the past 24
years in the US (red). The chart also shows that Blacks in the US (orange) and in North Carolina
(green) continue to experience higher numbers of deaths than Whites.
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The number of colorectal cancer deaths in 2004 to 2006 in North Carolina demonstrates that the
majority of deaths occur after age 60 (14). It is a disease of the elderly; however, over 1000 young
lives were lost in North Carolina from 2004-2006 due to colorectal cancer (see table below).

North Carolina Colorectal Cancer Mortality
By Age 2004-2006

The North Carolina Central Cancer Registry
December, 2007

Age Group
Ages 0 - 40 106
Ages 41 - 50 259
Ages 51 - 60 644
Ages 61 - 70 985
Ages 71 - 80 1224
Ages 80 and over 1249
Total 4467
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2000-2004 Colorectal Cancer Mortality Rates
Whites and Minorities

Colon/Rectum
Cases Rate

All Whites
Males
Females

5,831
2,922
2,909

17.8
21.6
15.1

All African Americans
Males
Females

1,723
814
909

25.2
31.3
21.8

All American Indians
Males
Females

47
24
23

14.0
15.5
12.5

All Asians/Pacific Islanders
Males
Females

33
12
21

11.6
9.9
12.8

All Males
All Females

3,772
3,863

22.8
16.1

TOTAL 7,635 18.8
NC Central Cancer Registry (01/2008)Numbers are subject to change as files are updated
Rates based on counts less than 16 are unstable.
Does not include variable that allows to distinguish between Hispanic and Non-Hispanic.

Mortality Rates Among African Americans
African Americans have the highest mortality rate from colorectal cancer of any racial or ethnic group
in the US. The mortality rate for African American males is 32.7 and for females it is 22.9 per 100,000.
For both African American men and women colorectal cancer is the third leading cause of cancer
deaths. An estimated 7,070 deaths from colorectal cancer are expected to include 3,420 men and 3,650
women in 2007 (15).

Leading African American Cancer Deaths-2005 Estimates
Males Females

Lung & Bronchus 31% Lung & Bronchus 22%
Prostate 13% Breast 19%
Colorectal 11% Colorectal 12%

2005 ACS Surveillance Research

Over the past 15 years death rates have declined, but the decline has been smaller than in whites, (0.9%
per year versus 1.9%.) This disparity in survival is due partly to later stage at diagnosis. African
Americans are less likely to live 5 years after diagnosis for all cancer sites and at all stages of diagnosis
than whites. This difference reflects disparities in access to and receipt of high-quality treatment, and
differences in tumor biology (8).

Mortality Rates Among Hispanics
In 2006, an estimated 1,350 Hispanic men and 1,010 Hispanic women died from colorectal cancer,
making it the second leading cause of cancer deaths for Hispanic men and the third cause of cancer
deaths for Hispanic women. For men, 11% of all cancer deaths are due to colorectal cancer; lung
cancer accounts for 21% of cancer deaths. For women, colorectal cancer causes 9% of deaths,
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following breast cancer (16%) and lung cancer (14%). The ratio of Hispanic (17.3) to Non-Hispanic
White (23.8) males is 0.7. The ratio for females is 0.7 (Hispanic is 11.3 and Non-Hispanic White is
16.5). Hispanics living in the U.S. have rates of cancer similar to their country of origin. Rates for
colorectal cancer are lower in Puerto Rico, Cuba, and Central and South America compared to rates in
the US. Over the past 10 years death rates from colorectal cancer for Hispanic men in the U.S. have
decreased but have remained the same for Hispanic women in the U.S. (10).

Mortality Rates Among American Indian/Alaskan Natives
Colorectal cancer is the second most common cause of American Indian/Alaska Native mortality;
however, mortality varies by region. Alaska and the Northwestern Plains have the highest mortality
rates (15).

Mortality Rates Among Asian American/Pacific Islanders

Asian/ Pacific Islanders have the lowest colorectal cancer rates of any race/ethnicity (11).

The table below lists the six regions with the counties in each region. Data on the left shows
incidence and mortality rates taken from North Carolina Central Cancer Registry for 2006. On the
right, county data comparing the Healthy People 2010 objective for reducing mortality rates due to
colorectal cancer is shown. This data looks at baseline data from 2000 to 2004.

Data from www.schs.state.nc.us Data from www.statecancerprofiles.cancer.gov
CURRENT DATA BASELINE DATA (2000 to 2004)

6 Regions with
100Counties

Incidence
New Cases
2007
Projected

Mortality
Deaths
2007
Projected

Met
Healthy
People
Objective
of 13.9?

Annual Death
Rate per 100,000
(2000-2004)
Nat. Data

Average
Deaths
per Year
(2000-2004)

US No 19.4(19.4,19.5) 56,042
NC 4,425 1,645 No 19.0(19.4,19.5) 1,530
Western (17 counties)
Avery 10 5 No 22.1 (14.0, 33.5) 5
Buncombe 135 50 No 16.6 (14.5, 19.0) 43
Cherokee 20 10 No 21.1 (14.6, 29.9) 7
Clay 10 5 No 22.7 (12.5, 39.2) 3
Graham 5 0 * * 3 or fewer
Haywood 45 20 No 16.2 (12.4, 20.9) 13
Henderson 70 30 No 18.1 (15.1, 21.6) 27
Jackson 20 10 No 20.1 (14.1, 27.9) 7
McDowell 25 10 No 20.7 (15.3, 27.3) 10
Macon 25 10 No 19.3 (14.0, 26.1) 9
Madison 15 5 Yes 12.5 (7.1, 20.6) 3
Mitchell 10 5 No 21.4 (13.7, 32.5) 5
Polk 15 5 No 14.9 (9.7, 22.8) 5
Rutherford 45 15 No 21.6 (17.2, 26.8) 17
Swain 10 5 * * 3 or fewer
Transylvania 25 10 Yes 12.9 (8.3, 19.3) 5
Yancey 15 5 No 14.7 (8.8, 23.5) 4
North Central (21 counties)
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CURRENT DATA BASELINE DATA (2000 to 2004)
6 Regions with
100Counties

Incidence
New Cases
2007
Projected

Mortality
Deaths
2007
Projected

Met
Healthy
People
Objective
of 13.9?

Annual Death
Rate per 100,000
(2000-2004)
Nat. Data

Average
Deaths
per Year
(2000-2004)

Alamance 75 30 No 17.3 (14.4, 20.6) 25
Alexander 20 5 No 17.1 (11.4, 24.7) 6
Alleghany 10 5 * * 3 or fewer
Ashe 20 10 No 18.9 (13.0, 27.0) 7
Burke 50 20 No 19.1 (15.4, 23.4) 19
Caldwell 45 15 No 19.4 (15.4, 24.1) 16
Caswell 15 5 No 19.6 (12.7, 28.9) 5
Catawba 80 30 No 20.9 (17.7, 24.5) 31
Davidson 85 30 No 18.4 (15.5, 21.7) 29
Davie 25 10 No 17.0 (11.8, 23.8) 7
Forsyth 175 65 No 18.9 (16.8, 21.2) 60
Guilford 220 80 No 17.7 (15.9, 19.6) 73
Iredell 75 25 No 21.0 (17.6, 24.8) 27
Randolph 70 25 No 19.2 (16.0, 22.8) 25
Rockingham 55 20 No 22.7 (18.8, 27.1) 24
Rowan 75 30 No 15.6 (12.9, 18.7) 23
Stokes 25 10 No 20.5 (15.1, 27.3) 10
Surry 45 20 No 14.4 (11.1,18.6) 13
Watauga 20 10 Yes 13.6 (8.9, 20.1) 5
Wilkes 40 15 No 22.4 (17.8, 27.7) 17
Yadkin 20 10 No 16.9 (11.7, 23.6) 7
South Central (10counties)
Anson 15 5 No 20.1 (13.5, 29.0) 6
Cabarrus 75 25 No 16.0 (13.0, 19.4) 20
Cleveland 55 20 No 20.8 (17.1, 25.1) 22
Gaston 105 40 No 19.8 (17.1, 22.9) 39
Lincoln 35 15 No 18.5 (14.0, 24.0) 12
Mecklenburg 310 110 No 1.3 (16.7, 20.0) 99
Montgomery 15 5 No 22.4 (15.4, 31.5) 7
Richmond 25 10 No 26.6 (20.5, 33.9) 13
Stanly 35 15 No 17.8 (13.5, 23.1) 12
Union 65 25 No 18.3 (14.7, 22.4) 19
Central (11 counties)
Chatham 35 15 No 17.0 (12.7, 22.3) 11
Durham 105 40 No 20.8 (17.9, 23.9) 39
Franklin 25 10 No 22.7 (16.8, 30.0) 10
Granville 25 10 No 21.9 (16.2, 28.9) 10
Johnston 60 20 No 16.3 (13.0, 20.1) 17
Lee 30 10 No 21.2 (16.1, 27.6) 11
Orange 50 20 No 17.3 (13.6, 21.6) 16
Person 20 10 No 22.4 (16.4, 30.1) 9
Vance 25 10 No 25.7 (19.3, 33.4) 11
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CURRENT DATA BASELINE DATA (2000 to 2004)
6 Regions with
100Counties

Incidence
New Cases
2007
Projected

Mortality
Deaths
2007
Projected

Met
Healthy
People
Objective
of 13.9?

Annual Death
Rate per 100,000
(2000-2004)
Nat. Data

Average
Deaths
per Year
(2000-2004)

Wake 275 95 No 16.9 (15.2, 18.8) 73
Warren 15 5 No 23.9 (16.1, 34.6) 6
Southeastern (12 counties)
Bladen 20 10 No 18.5 (12.7, 26.1) 7
Brunswick 65 25 No 18.3 (14.6, 22.8) 18
Columbus 30 10 No 18.7 (14.1, 24.3) 11
Cumberland 115 40 No 18.7 (16.1, 21.6) 39
Harnett 45 15 No 22.8 (18.3, 28.1) 18
Hoke 15 5 No 19.6 (12.4, 29.1) 5
Moore 65 25 No 21.2 (17.5, 25.6) 24
New Hanover 100 35 No 17.3 (14.6, 20.4) 30
Pender 30 10 No 15.5 (10.9, 21.6) 7
Robeson 55 20 No 20.5 (16.7, 24.8) 21
Sampson 30 10 No 20.2 (15.5, 25.9) 12
Scotland 20 5 No 19.7 (13.6, 27.6) 7
Northeastern (29 counties)
Beaufort 30 10 No 23.4 (18.1, 30.05) 13
Bertie 15 5 No 31.5 (22.1, 43.7) 7
Camden 5 0 * * 3 or fewer
Carteret 45 15 No 18.0 (14.1, 22.9) 14
Chowan 10 5 No 22.6 (14.1, 35.0) 4
Craven 50 20 No 25.0 (20.6, 30.1) 23
Currituck 15 5 No 19.4 (11.6, 30.5) 4
Dare 20 5 No 16.6 (10.8, 24.5) 5
Duplin 25 10 No 18.9 (13.9, 25.1) 10
Edgecombe 30 10 No 20.6 (15.6, 26.7) 11
Gates 5 0 * * 3 or fewer
Greene 10 5 No 19.5 (11.6, 30.9) 4
Halifax 35 15 No 20.2 (15.6, 25.8) 13
Hertford 15 5 No 31.9 (23.2, 44.1) 9
Hyde 5 0 * * 3 or fewer
Jones 5 0 No 3 or fewer
Lenoir 35 15 No 21.9 (17.2, 27.6) 15
Martin 15 5 No 25.4 (18.0, 35.1) 8
Nash 50 20 No 20.9 (16.9, 25.6) 19
Northampton 15 5 No 21.6.1 (14.7, 30.9) 6
Onslow 50 20 No 18.4 (14.3, 23.2) 15
Pamlico 10 5 No 18.7 (10.8, 31.0) 3
Pasquotank 20 10 No 19.5 (13.7, 26.9) 7
Perquimans 10 5 No 25.3 (15.0, 40.5) 4
Pitt 60 25 No 23.1 (19.2, 27.4) 25
Tyrrell 0 0 * * 3 or fewer
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offspring) who had colorectal cancer diagnosed before age 60 or if two or more first-degree
relatives at any age had colorectal cancer.

About 10% of those people diagnosed with colorectal cancer have an inherited genetic
susceptibility. People are at higher risk if they have Familial Adenomatous Polyposis (FAP) or a
family history of Hereditary Nonpolyposis Colorectal Cancer (HNPCC). HNPCC patients have a
few polyps and are associated with other cancers, such as endometrium and ovarian, stomach, small
bowel, pancreas, kidney, ureters, and bile duct. People with FAP develop hundreds of polyps at an
early age, between the ages of 5 and 40 (24).

Personal History

A person with a personal history of Inflammatory Bowel Disease (IBD), ulcerative colitis, or
Crohn’s disease is at an increased risk of colorectal cancer. IBD is different than Irritable Bowel
Syndrome (IBS) which does not increase the risk of this cancer.

Patients with a personal history of adenomatous polyps are at greater risk of developing colorectal
cancer, especially if the polyps are large or occur in greater quantity.

Patients with a personal history of colorectal cancer are at risk for new cases of colorectal cancer at
some other site in the colon or rectum, especially if the first cancer occurred at age 60 or younger.

Modifiable Factors That are Lifestyle Related

Obesity

Physical inactivity and excess body weight are reported to account for about a fourth to a third of
colon cancers (25). Men and women who are overweight are more likely to develop and die from
colorectal cancer. ACS estimates “that current patterns of overweight and obesity in the United
States could account for 1 in 7 cancer deaths in men and 1 in 5 in women.” The association seems
to be stronger in men. In premenopausal women, obesity has been linked to an increased colorectal
cancer risk.

Physical Inactivity
People who are physically active can reduce their risks of developing colon cancer by 40 percent to
50 percent with the greatest reduction in risk among those who are most active. Physical inactivity
is more consistently associated with increased risk of cancer of the colon than cancer of the rectum.
Many researchers believe physical activity aids in regular bowel movements that may decrease the
time the colon us exposed to potential carcinogens (29).

Eating Red or Processed Meat
Over time eating a lot of red and processed meats can increase colorectal cancer risks. A JAMA
report in 2005 strengthened the evidence that prolonged high consumption of red and processed
meat may increase the risk of cancer in the distal portion of the large intestine (26).

Eating Foods Lower in Total Fat

Diets that are high in fat and low in fiber are associated with increased risk of cancer of the colon
and rectum but there is no clear evidence yet that modifying the diet to reduce fat content or
increase fiber content reduces the risk of colorectal cancer. Following an eating pattern lower in
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People with a single, small
(< 1 cm) adenomas

3-6 years after the
initial
polypectomy

Colonoscopy1 If the exam is normal, the
patient can thereafter be
screened as per average
risk guidelines.

People with a large (1 cm +)
adenoma, multiple adenomas,
or adenomas with high-grade
dysplasia or villous change.

Within 3 years
after the initial
polypectomy

Colonoscopy1 If normal, repeat
examination in 5 years; If
normal then, the patient
can thereafter be screened
as per average risk
guidelines.

Personal history of curative-
intent resection of colorectal
cancer

Within 1 year after
cancer resection

Colonoscopy1 If normal, repeat
examination in 3 years; If
normal then, repeat
examination every 5
years.

Either colorectal cancer or
adenomatous polyps, in any
first-degree relative before age
60, or in two or more first-
degree relatives at any age (if
not a hereditary syndrome).

Age 40, or 10
years before the
youngest case in
the immediate
family, whichever
is earlier

Colonoscopy1 Every 5-10 years.
Colorectal cancer in
relatives more distant than
first-degree does not
increase risk substantially
above the average risk
group.

HIGH RISK

Family history of familial
adenomatous polyposis (FAP)

Puberty Early surveillance
with endoscopy,
and counseling to
consider genetic
testing

If the genetic test is
positive, colectomy is
indicated. These patients
are best referred to a
center with experience in
the management of FAP.

Family history of hereditary
non-polyposis colon cancer
(HNPCC)

Age 21 Colonoscopy and
counseling to
consider genetic
testing

If the genetic test is
positive or if the patient
has not had genetic
testing, every 1-2 years
until age 40, then
annually. These patients
are best referred to a
center with experience in
the management of
HNPCC.

Inflammatory bowel disease
Chronic ulcerative colitis
Crohn's disease

Cancer risk begins
to be significant 8
years after the
onset of pancolitis,
or 12-15 years
after the onset of
left-sided colitis

Colonoscopy with
biopsies for
dysplasia

Every 1-2 years. These
patients are best referred
to a center with
experience in the
surveillance and
management of
inflammatory bowel
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Insurance, Medicaid Coverage, Costs of CRC Screening 2007

Test Private Insurance Medicare

Fecal occult blood test
(FOBT)

Many plans cover this test. Covers this test once a year.

Flexible

sigmoidoscopy
(flex sig)

Many plans cover this test every
4 to 5 years beginning at age 50

Covers this test every 4 years. Pay
20% of the Medicare-approved amount
after the yearly Part B deductible.*

Combination FOBT
and flex sig

Many plans cover this test every
4 to 5 years beginning at age 50.

Covers this test every 4 years. Pay
20% of the Medicare-approved amount
after the yearly Part B deductible.*

Colonoscopy Coverage is variable when
colonoscopy is used for
screening. For a follow-up test or
diagnosing a problem, most
plans cover it.

Covers this test every 10 years if not at
high risk for colorectal cancer, but not
within 4 years of having flexible
sigmoidoscopy.

Double-contrast
barium enema

Many plans cover this test. Doctor may order this test as a
substitute for flexible sigmoidoscopy
or colonoscopy. It is covered every 4
years if not at high risk or every 2
years if at high risk for colorectal
cancer. Pay 20% of the Medicare-
approved amount after the yearly Part
B deductible.

*If flexible sigmoidoscopy or colonoscopy is done in an ambulatory surgical center or at a hospital outpatient
department, pay 25 percent of the Medicare-approved amount (51).

The following chart lists the typical range of rates for costs for colorectal screening tests and may
not include the costs of all elated services:

Test Frequency Cost Range

Fecal Occult Blood Test (FOBT) Yearly $10 - $25

Flexible Sigmoidoscopy Every 5 Years $150 - $300

Double Contrast
Barium Enema Every 5-10 Years $250 - $500
Colonoscopy Every 10 Years $800 - $1600

CDC Publication # 099-6487, July 2000

Financial Impact if Screening Rates Increased
A population-based method of medical decision making was applied to colorectal cancer screening.
Researchers concluded and recommended that primary screening for colorectal cancer be based on
yearly six-window, rehydrated FOBT. Colonoscopy due to cost and access issues should be
relegated to secondary screening and case finding. The results are quoted here:

Screening for colorectal cancer with yearly, six-window, rehydrated FOBT for all normal-
risk individuals over the age of 50 has the potential to screen 3,813,095 more Americans for
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Radiation
Radiation therapy uses high-energy x-rays or other types of radiation to kill cancer cells.

When Chemotherapy No Longer Works

In fall 2006 the US Food and Drug Administration approved the drug Vectibix (panitumumab) for
patients whose colon cancer has spread to other parts of the body after chemotherapy. Vectibix is a
monoclonal antibody that blocks signals that tell the cancer to grow; however, it is not yet clear if it
helps patients live longer. It is similar to the drug Erbitux (cetuximab) but costs about 20% less
than Erbitux 35).

Guidelines

Advisory Committee Statement – July 2006

The North Carolina Advisory Committee on Cancer Coordination and Control adopted
recommendations on colon cancer screening on July 28, 2006. The statement follows:

“Colon cancer is the second leading cause of cancer death in North Carolina and the US. The
disease affects both men and women and persons of all races/ethnicities. Deaths are higher among
men and African Americans.

Treatment following early detection lowers deaths from colon cancer. Screening also can prevent
colon cancer by finding and removing polyps before they become cancerous. Expert groups (such
as the US Preventive Services Task Force, the American Cancer Society, the American
Gastroenterological Association, and others) recommend periodic colon cancer screening for all
normal risk and asymptomatic persons ages 50 years and older. Persons at higher risk due to family
or personal medical history should consider periodic screening beginning at an earlier age.

Options for colon cancer screening include the Fecal Occult Blood Test (FOBT), endoscopy
(flexible sigmoidoscopy, colonoscopy), and Double Contrast Barium Enema (DCBE). Other tests
(such as fecal DNA tests and virtual colonoscopy) have not yet been demonstrated to be effective.
Evidence suggests that in a long-term screening program no current test option is clearly superior in
benefit and/or cost-effectiveness. The tests differ in terms of invasiveness, frequency, and cost.
Because no single screening test is best, individuals should discuss with their healthcare provider
the options and choose the screening test that best fits their personal preferences.

Overall screening rates in North Carolina are lower than optimal. Rates are even lower among
those without health insurance and with lower incomes. Increasing colon cancer screening in North
Carolina will lower the number of cancer death and new cases. To be effective, however, screening
must be followed by appropriate follow-up of positive test results and treatment for those diagnosed
with colon cancer.

The North Carolina Advisory Committee on Cancer Coordination and Control recommends that
individuals discuss colon cancer screening with their healthcare provider at age 50 or sooner if there
is a personal or family history that increases risk of colon cancer. The public and healthcare
providers should follow current expert group guidelines for colon cancer screening. Further, the
Advisory Committee recommends community, provider, policy, and other efforts to increase colon
cancer screening in North Carolina. Efforts to increase screening should promote and support
informed patient choice of a screening test. Efforts to increase screening should also reach all



NC Cancer Partnership Colorectal Cancer White Paper DRAFT Summer 2007 32

segments of the population and must be accompanied by efforts to assure follow-up and treatment,
particularly among those with lowered access to care because of financial or insurance issues, race
or ethnicity, or disability status.

The Advisory Committee recommends that scientific evidence related to colon cancer screening be
re-examined in five years (2011). If, however, compelling evidence regarding screening becomes
available before the scheduled review, the Advisory Committee recommends immediate review of
the current position statement.”

Clinical Trials

National Databases:
American Cancer Society (free, confidential matching service to national clinical trials)
http://www.cancer.ort/docroot/ETO/ETO
CenterWatch Clinical Trials Listing Service
http://www.centerwatch.com/patient/studies/area12.html
National Cancer Institute
http://www.cancer.gov/clinicaltrials
Colon and Rectal Cancer Trial Results
http://www.cancer.gov/clinicaltrials/colorectal-cancer-updates
National Institutes of Health (clinical trials database)
http://www.clinicaltrials.gov/

North Carolina Databases:
The UNC Lineberger Comprehensive Cancer Center

http://www.cancer.unc.edu/research/programs

The Duke Comprehensive Cancer Center

http://www.cancer.duke.edu/Ctrials

The Comprehensive Cancer Center at Wake Forest University Baptist Medical
http://www.wfubmc.edu/cancer/clinical+trial

East Carolina University Brody School of Medicine

http:www.ecu.edu/cs-dhs/leojenkinscancercenter/clinical_trials
Clinical trials for colorectal cancer occurring in North Carolina cities
http://clinicaltrialssearch.org/North_Carolina

Survivorship

If colorectal cancer is identified at an early, localized stage, the 5 year survival rate is 90.0%.
Unfortunately, due to low rates of screening, only 39% of colorectal cancers are diagnosed at the
localized stage.

Survival rate for all stages of colorectal cancer

1 year 84%

5 year 64%

10 year 57%
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American Cancer Society, 2007

For African Americans males the 5-year survival rate has improved from 44% (1975-1979) to 56%
(1996-2003) and for African American females the survival rate has improved from 47% to 55%.
This improvement was smaller than for whites (6.9% for both white men and women) (54).

SEER 5-Year Relative Survival Rates by Race and Sex
For Colon and Rectum Cancer, All Ages, All Stages
All races White Black

Male Female Male Female Male Female
1975-1979 50.3% 52.4% 50.7% 52.6% 43.8% 47.3%
1985-1989 60.6% 59.9% 61.3% 60.3% 51.0% 53.5%
1996-2003 64.8% 64.9% 65.7% 66.0% 56.4% 55.1%

SEER 9 Registries for 1975-1979, 1985-1989, 1996-2003

Surveillance

In the U.S., there are about 1 million survivors of colorectal cancer. Surveillance for patients with
recent colorectal cancer treatment should include (55):

1. History and physical every 3-6 months for three years and every six months for an additional
2 years.

2. Annual chest and abdomen CT for three years in patients at high risk for recurrence who
would be candidates for surgery if recurrences were found, with pelvic CT in rectal cancer
survivors.

3. Carcinoembryonic antigen (CEA) every three months in patients with stage II or III disease
for at least three years if patients are a candidates for surgical or systemic therapy.

4. Flexible proctosigmoidoscopy in rectal cancer survivors who have not had radiation therapy
every six months for 5 years.

5. Colonoscopy one year following initial surgery, three years later, and every five years
thereafter.

Colostomy With Follow-up Psychosocial Care

An important issue for patients who have had surgery for colorectal cancer is the construction of a
temporary or permanent colostomy. A colostomy is created when a portion of the large intestine is
removed or bypassed. The remaining portion of the functioning large intestine or colon is brought
through the abdominal wall, creating a stoma. This results in a change of normal body function to
allow elimination of bowel contents. Individual reaction may range from considering a colostomy a
life saving procedure to considering it a devastating experience-each person adapts in their own
way.

Permanent and significant changes in the body’s functioning and appearance may have an effect on
body image and self-concept. Self-care concerns and loss of control in managing their situation
may be manifested by symptoms of depression, bitterness, apathy and high anxiety. Patients may
feel their social role has changed and that others may not accept them as they have in the past.
Telling others about their surgery, returning to the workplace and sexuality issues are common
concerns for the new ostomate. An ostomy nurse who has developed an ostomy care plan is crucial
to helping a person regain control of their life. Taking part in an Ostomy support group may help






