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Fast Facts: Colon Cancer 

Refer Your Patients - Your Way:
Save time and refer your patients directly through your EMR system, 
online at oregonclinic.com/refer, or by phone.

March is colon cancer awareness 
month, and it is always helpful to 

review the recommendations for colon 
cancer screening and surveillance. 

The currently available methods for 
colon cancer screening include cancer 
detection tests and cancer prevention 
tests. Cancer detection tests include 
annual fecal immunochemical testing 
(FIT), annual guaiac-based hemoccult 
(FOBT), and fecal DNA testing. Cancer 
detection tests have a lower sensitivity for 
polyps and for colon cancer. 

Colon cancer prevention tests include 
colonoscopy, flexible sigmoidoscopy, and 
CT colonography. Colonoscopy is the 
preferred method of screening for colon 
cancer prevention since it is the only 
modality that allows both identification 
and removal of precancerous colon 
polyps with a single exam.  

Over the last decade, there has 
been a 25% decline in colon cancer 

death rates mainly due to increased 
utilization of colonoscopy. The adenoma 
detection rate (ADR) has become an 
important metric in determining the 
quality of a colonoscopic exam and the 
colonoscopist. The ADR is the proportion 
of screening colonoscopies with the 
detection of one or more adenomas. ADR 
is inversely associated with the risk of 
interval CRC, advanced-stage CRC, and 
fatal interval CRC. 

The Oregon Clinic Gastroenterology 
specialty group has been collecting 
data on all of the established key 
measurements in improving the quality 
and performance of colonoscopy for  

 

the last several years, and is pleased to 
report that we well exceed the national 
benchmarks.
 
The best way to reduce your patients’ 
risk of developing CRC is to follow the 
recommended guidelines for colon 
cancer screening. Colonoscopy is 
the preferred method of screening for 
colon cancer prevention. The National 
Colorectal Cancer Roundtable (NCCRT) 
has proposed 80% CRC screening by 
2018. With this initiative, it is estimated 
that 277,000 new cases of CRC and 
203,000 deaths may be prevented over 
the next two decades.  

1. American Cancer Society (cancer.org): Colorectal 
cancer facts & figures.
2. Rex et al.  Am J Gastroenterol 2009; 104: 739-750. 
3. Whitlock et al.  Ann Intern Med 2008; 149(9): 638-658
4. Reiner et al. Cancer 2015

 
These screening guidelines help you 
guide your patient and prevent colon 
cancer.

Preferred CRC Screening 
Recommendations: 

 » Colonoscopy every 10 years 
beginning at age 50

 » Begin at age 45 in African Americans
 » Cancer detection test:  
Patients who decline colonoscopy or 
other prevention test should have an 
annual fecal immunochemical test

Alternative CRC Prevention Tests
 » Flexible sigmoidoscopy every 5-10 
years

 » CT colonography every 5 years

Alternative CRC Detection Tests
 » Annual Hemoccult Sensa Fecal DNA 
testing every 3 years 

    

Family History Positive  
(not Lynch syndrome)

 » Single first-degree relative with CRC 
or advanced adenoma, age ≥ 60.  
Recommended screening:  
Same as average risk.

 » Single first-degree relative with CRC 
or advanced adenoma age < 60 
years or two first-degree relatives 
with CRC or advanced adenoma.  
Recommended screening: 
Colonoscopy every 5 years 
beginning at age 40 or 10 years 
younger than the age at diagnosis of 
the youngest affected relative

Personal History of CRC  
(Post-colon cancer surveillance)

 » Colonoscopy at time of diagnosis 
of CRC: Remove synchronous 
adenomas

 » Obstructed CRC pre-operatively: 
Colonoscopy 6 months after surgery

 » Initial surveillance colonoscopy at 1 
year, then at 3 years, and then every 
5 years if normal (no adenomas)

Personal History of adenomas  
(polyp surveillance)

 » Short colonoscopy interval: numerous 
adenomas, malignant polyp, large 
sessile adenoma (piecemeal 
resection), incomplete colonoscopy

 » 3 year interval: Advanced adenoma 
(≥ 1 cm, villous, high grade dyplasia) 
or multiple polyps ≥ 3)

 » 5 year colonoscopy interval: 1 or 2,  
< 1 cm adenomas

When to Stop CRC Screening or 
Surveillance

 » Screening for CRC should cease 
when the risk of screening outweighs 
any potential benefit, for patients 
with < 10 year survival, when test is 
unlikely to prolong patient survival

 » US Preventive Task Force: 
Recommends against routine 
screening in age 76-85.  
Recommends not screening in  
age > 85

Colonsocopy Screening  Methods

Measure The Oregon 
Clinic

National 
Benchmark

ADR 52% 25%
Cecal 

Intubation 99% 95%

Withdrawl 
Time

>10 
minutes

>6 
minutes

Dr. Viju Deenadayalu 
is a board-certified 
Gastroenterologist.
(503) 963-2707

Recommended Screening Guidelines



Equally
likely to occur in 
men & women

$2.6 billion is 
spent annually on 
treatment

Increased 
prevalence in older 
aged patients

Diverticular Disease Stats
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A major shift in the landscape of 
understanding diverticular disease 

(DD) is taking place. As we begin to 
realize how little we fundamentally know 
about this condition, we are also learning 
about the expanding spectrum of DD. 
Whereas DD was previously perceived 
as abrupt attacks interspersed by a 
period of quiescence, it is now viewed 
as a condition that can evolve into a 
chronic illness with overlapping features 
of irritable bowel syndrome (IBS) and 
inflammatory bowel disease (IBD). 
These new discoveries have led to novel 
management views.

Identifying DD
The mechanisms proposed to explain the 
chronic symptoms patients experience 
in DD include low grade inflammation, 
abnormal colon motility, alterations 
in the gut microbiome, and visceral 
hypersensitivity. Chronic symptoms may 
be seen in symptomatic uncomplicated 
diverticular disease (SUDD) and 
segmental colitis associated with 
diverticulosis (SCAD). An important 
feature that discerns SUDD from SCAD 
is the presence of inflammation. SUDD 
is not characterized by any overt 
diverticulitis or inflammation, whereas 
SCAD falls under the broad category of 
chronic diverticulitis and does manifest 
with signs of visible inflammation or 
colitis.

SUDD & IBS
The overlap of symptoms in SUDD 
and IBS is apparent. Both conditions 
can present with abdominal pain 
or discomfort, gas and bloating, 
diarrhea and constipation. It has been 

demonstrated that patients may develop 
IBS symptoms after an episode of acute 
diverticulitis, similar to what we now 
recognize as post-infectious IBS which 
can be elicited by an episode of acute 
gastroenteritis. 

However, the specific pain characteristics 
should help the clinician differentiate 
SUDD from IBS. Abdominal pain in IBS is 
typically more diffusely located, improves 
with defecation, and is typically less 
severe and shorter in duration. In SUDD, 
the pain tends to localize more to the left 
lower quadrant, does not improve with 
defecation, is more severe, and can last 
for more than 24 hours.

SCAD & IBD
SCAD is likely a subset of IBD and shares 
many of the endoscopic features we 
describe in IBD. Differentiating SCAD 
from IBD requires careful inspection of 
the distribution of the inflammation. By 
strict definition, SCAD is characterized 
by inflammation occurring only in the 
interdiverticular areas, not involving 
the diverticular orifices nor other parts 
of the colon that are unaffected by 
diverticulosis. Furthermore, the rectum is 
always spared in SCAD.

Treatment
Finding management solutions for 
chronic symptoms in DD has been an 
area of challenge, owing partly to the 
variations in terminology and definition 
used across different studies. The non-
absorbable antibiotic, rifaximin, has 
been shown to be a promising agent 
for treating chronic symptoms in DD 
by altering the gut flora and correcting 

dysbiosis. Mesalamine compounds, 
commonly used to treat IBD, have also 
yielded positive results in several studies. 
Probiotics and antispasmodics, although 
widely used in the clinical setting, are still 
under debate given the lack of robust 
data. Finally, recent studies have shown 
that a diet low in fiber is not associated 
with the development of diverticulosis, 
but fiber intake may improve symptomatic 
DD and complications from DD.

As we gain further understanding of 
DD and its underlying pathogenic 
mechanisms, we will hopefully 
improve our recognition of the various 
presentations, unify diagnostic criteria, 
and define targeted treatment strategies.

Identifying Chronic Diverticular Disease

Dr. Amy Zhu is a board-
certified Gastroenterologist. 
(503) 963-2707
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Save time and refer your patients directly through 
your EMR system, online at oregonclinic.com/refer, 
or by phone.

Refer Your Patients - Your Way

Please take our Satisfaction Survey:
oregonclinic.com/physician-
feedback

Help Us Improve
We are always looking to improve 
the way we connect with our 
referring providers and create a 
better referral process.

NEW 
PROVIDERS

Would you like additional information on our new providers? 

Visit oregonclinic.com/GI to see areas of interest, video interviews, and referral information.

Asuka Murata, PA-C Christina Thompson, PA-C
Asuka graduated from 
Midwestern University with her 
master’s degree in Physician 
Assistant Studies. She will be 
serving patients at our Tualatin 
and Oregon City locations.

Christina graduated from 
Massachusetts College with her 
master’s degree in Physician 
Assistant Studies. She will be 
serving patients at our Gateway 
location.

That is a sentence most internists and 
gastroenterologists never thought they 

would read, but it is true. Recent work 
has suggested an etiologic sequence 
for the most common variant of Irritable 
Bowel Syndrome (IBS), the diarrhea 
predominant type (IBS-D). Not only 
that, but for the first time there may be 
a biomarker available for the diagnosis 
of IBS-D. And perhaps most important 
of all, there could be evidence that IBS 
and especially IBS-D, is an organic, 
measurable and identifiable condition like 
any other “real disease”.

It was established some years ago that 
IBS symptoms may follow an enteric 
infection, perhaps suggesting a role for 
some sort of immune process triggered 
by that infection.

The model goes like this: 
• Certain bacterial infections of the 

gut like Campylobacter, E coli and 
Shigella, produce a toxin called 
Cytolethal distending toxin B (CdtB) 
that stimulates a host antibody 
response. 

• That antibody response may cross 
react with a host protein known as 
Vinculin, which plays a role in both 
mucosal integrity and gut motility via 
the Interstitial cells of Cajal. 

• Through the destruction of Vinculin, 
intestinal motility and mucosal 
integrity alterations may set the stage 
for bacterial overgrowth, dysbiosis 
and abnormal motility. 

• This could be the underlying 
explanation for the dominant 
symptoms in IBS of altered bowel 
habits and bloating. 

A test to measure antibodies to CdtB and 
Vinculin is commercially available, though 
the role of such testing in IBS is not yet 
known. It’s possible that if further studies 
confirm this association, a simple blood 
test could provide a positive diagnosis 
of this common condition in the future, 
forestalling the need for invasive testing 
to exclude other conditions, especially 
Inflammatory Bowel Disease. 

But what might be more important is 
that such insights may allow better 
therapeutic strategies. There is 
already evidence that selective gut 
decontamination may improve bloating 
and diarrhea, possibly through treating 
Small Intestinal Bacterial Overgrowth; 
though that concept remains 
controversial. 

And equally important, we have come 
a long way from the days of blaming 
the patient, through the misguided 
assumption that since we could find 
nothing wrong with the gut, the symptoms 
must be in the patient’s head. Perhaps 
now we can be more sympathetic to IBS 
sufferers, as this common and debilitating 
condition is found to have a cause that 
we can understand and identify.

1. Marshall JK, Thabane M, Garg AX, Clark WF, Salvadori 
M, Collins SM, Gastroenterology. 2006;131(2):445.
2. Pimental, M et al PLOS ONE 10(5):e0126438

Dr. Harry Bray is a board-
certified Gastroenterologist.
(503) 963-2707

Understanding IBS How IBS Develops
A bacterial infection of the gut 
produces toxins

The toxins cross react with 
proteins in the gut, destroying 
the proteins

X

This allows for bacterial 
overgrowth, dysbiosis, and 
abnormal motility

Symptoms of IBS are seen, such 
as altered bowel habits and 
bloating

“These are exciting times for those of us interested in Irritable Bowel Syndrome.”


