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Colorectal Cancer Screening
(Continued from page 1)

cancers, when they are curable. “If we
can find it early, we can cure it,” said
Stanley Hamilton, M.D., a professor and
head of M. D. Anderson’s Division of
Pathology and Laboratory Medicine.

The biology of colorectal cancer
makes it particularly amenable to
screening: colorectal cancers are
associated with a low probability of
metastasis in early-stage disease, and a
variety of effective screening tools can
be employed to detect polyps and early-
stage cancer. “It is therefore frustrating
to see patients present with metastatic
colorectal cancer who have never been
screened,” Dr. Hamilton said.

The screening tools of today
Current recommendations call

for colorectal cancer screening in the
general population after age 50 using
flexible sigmoidoscopy and a fecal
occult blood test (FOBT), double-
contrast barium enema, or colonoscopy.
Medically, all of these tools are very
effective, but they are not ideal, and
compliance is difficult to achieve.

Colonoscopy has some advantages
over other methods because it provides
direct visualization of the entire colon,
along with the opportunity to sample
or remove significant lesions. However,
colonoscopy is more expensive and more
invasive than many other screening
methods, and it carries a higher risk of
complications. Moreover, it is not covered
by many health insurance plans as a
primary screening device. “So, should
we be doing it? Yes,” said Dr. Hamilton,
“because this is one of the cancers where
screening will make a difference in the
number of deaths today.”

But the fact is that most people are not
eager to undergo any of the colorectal
cancer screening procedures currently
available. Therefore, in addition to efforts
to encourage screening by raising aware-
ness of its benefits, research is under way
to find screening tools that will be better
accepted and more readily used.

A better FOBT
FOBT is the least invasive of

the screening methods, but it must
be used in combination with other
screening tests. A new type of FOBT—

an immunochemical method—employs
antibodies to detect hemoglobin in stool
and has significant advantages over the
traditional guaiac-based method. One
advantage is that it does not react with
ingested food, vitamins, or drugs to cause
false-positive test results. Another is that
the specimen is collected from the surface
of the stool with a brush and transferred
to a card, a much easier collection method
than that required for guaiac-based
testing. Data from trials in large screening
populations are not yet available, but
based on the known enhanced sensitivity
and specificity and other advantages of
this method, the “American Cancer
Society Guidelines for the Early Detection
of Cancer, 2004” now recommends its
use over guaiac-based testing.

New visualization tools
Two new visualization techniques

have attracted the attention of the public
and the medical community, but neither
is ready for use as a large-scale screening
test. Computed tomographic (CT)
colonography, popularly known as
“virtual colonoscopy,” is an imaging
procedure in which a series of helical CT
scans of the patient’s colon are rendered
by computer into slices that can be
visualized as still, rotatable images or
serially combined to provide a three-
dimensional tour of the colon. So far, this
technique has been evaluated only in
small trials, mostly conducted in diagnos-
tic (rather than screening) settings in
higher-risk patients. The results of those
studies indicate that CT colonography is
comparable to conventional colonoscopy
for the detection of neoplasms and polyps
larger than 10 mm but may be less
effective at detecting smaller polyps.

Although CT colonography may
eventually become an important
and widely used screening tool, a few
obstacles must be overcome first. The
amount of irradiation required for CT
colonography is a concern, and the
technique requires bowel preparation
and insufflation (the two factors that
account for most of the objections to
colonoscopy) but does not allow for
removal of polyps during the procedure,
as does colonoscopy. In addition, CT
colonography requires a radiologist

experienced with the technique (and the
learning curve is somewhat high), and no
standards exist for performing or inter-
preting the scans. CT colonography is
performed at M. D. Anderson as part of
research studies, but according to Dr.
Levin, it is not ready to be used as
standard care. “It is not specific enough
in differentiating between significant and
nonsignificant lesions inside and outside
of the colon and therefore may prompt
additional, unnecessary testing,” he said.
“Nevertheless, the technique is evolving
rapidly and may become much easier
to perform and thus more acceptable
to the public.”

Capsule video endoscopy—the
“camera-in-a-capsule” technique—has
also attracted a good deal of attention.
When swallowed, the capsule provides
approximately eight hours of videography
of the digestive tract. To date, the battery
life of the device is one of its limiting
factors: it usually runs out before the
capsule reaches the lower intestinal tract.
Nevertheless, it has been shown to be
safe and effective in animal and clinical
studies. The wider lumen of the colon
poses additional challenges in visualiza-
tion, so major refinements in equipment
and technique will be needed before
capsule video endoscopy can be consid-
ered for the screening or diagnosis of
colorectal cancer.

Genetic and proteomic
tumor markers

In the near future, testing stool for
tumor DNA may prove more effective
than testing for occult blood. Tumors
bleed intermittently, but they shed
DNA constantly, so markers would be
present in any stool sample. Researchers
are still determining the best set of
markers to include in a test to screen
the general population. For more than
a decade, Dr. Levin has been collaborat-
ing with scientists at The Johns Hopkins
University to develop a method for
molecular testing.

Yet another area of promise and
intense research is serum proteomics—
the study of protein patterns circulating
in the blood. Such patterns can have a
high predictive value, and researchers
are working to identify these patterns
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On Being a Volunteer 

Anderson Network volunteer 

I was diagnosed with 
adenocarcinoma of the 
duodenum in the summer 
of 1999 and underwent 
a Whipple procedure at 
M. D. Anderson Cancer
Center. As I was recover­
ing from my surgery, a
volunteer entered my room and asked if I
was feeling up to a conversation. I quickly
said no, and she told me that she was a
20-year breast cancer survivor and could
certainly understand where I was at that
moment, and then she left. Even in my
drugged state, her words "20-year survivor"
played over and over in my mind as a
delightful vision. To this day, I do not
know who she was, but she made a huge
impact on me.

"Those who bring sunshine to the 
lives of others cannot keep it from 
themselves." 

- Sir James Barrie

Today, I am a four-year survivor and a 
volunteer at M. D. Anderson. Where else 
in this world could I make faces light up by 
simply walking into a room and saying, "I 
was in one of these beds four years ago"? 
The most frequent response I get is, "You 
look good!" These patients are receiving the 
same inspiration that I did four years ago 
from that unnamed volunteer and from the 
Anderson Network volunteers who coached 
me through my experience by phone and 
in person. 

In a world in which many of us feel that 
we can be easily replaced in our day jobs, this 
position of survivor/volunteer is one that I am 
uniquely qualified to fill. When people ask me 
why I volunteer, I am likely to tell them that 
I am "turning lemons into lemonade." I am 
hoping to make a difference as so many have 
done for me these past few years. As an added 
benefit, I also am reminded weekly of how 
blessed I am to continue to experience a full 
and healthy life. 

"We make a living by what we get, 
but we make a /if e by what we give. "

- Winston Churchill

I have been delighted by the profession­
alism of the Anderson Volunteer Services 
organization: they are dedicated to making 
sure that every patient has the experience 
of being in a caring place each and every 
day and night. The doctors and nurses at 
M. D. Anderson also volunteer their care
and concern every day. There was my
surgeon, who returned my call to his pager
while taking his daughters to a record store
on a Saturday; my radiation oncology nurse,
who offered me her home phone number
to call if I needed her after hours (and
I really did); and many others who took
just a moment to give a smile or an under­
standing response to a question. They all
made a big difference during this ordeal
of mine.

My efforts as a volunteer are dedicated 
to all of you who have made such a differ­
ence in my life! 
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