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Abstract
AIM: To find out whether there are differences in at-
titudes about colorectal cancer (CRC) screening among 
gastrointestinal (GI) specialists and general practitio-
ners (GPs) and which method is preferred in a national 
screening program

METHODS: Four hundred and twenty Dutch GI special-
ists in the Netherlands and 400 GPs in Amsterdam were 
questioned in 2004. Questions included demographics, 
affiliation, attitude towards screening both for the general 
population and themselves, methods of screening, family 
history and individual risk.

RESULTS: Eighty-four percent of the GI specialists 
returned the questionnaire in comparison to 32% of the 
GPs (P  < 0.001). Among the GI specialists, 92% favoured 
population screening whereas 51% of GPs supported 
population screening (P  < 0.001). Of the GI specialists 
95% planned to be screened themselves, while 30% 
of GPs intended to do so (P  < 0.001). Regarding the 
general population, 72% of the GI specialists preferred 
colonoscopy as the screening method compared to 
27% of the GPs (P  < 0.001). The method preferred for 
personal screening was colonoscopy in 97% of the GI 
specialists, while 29% of the GPs favoured colonoscopy (P  
< 0.001).

CONCLUSION: Screening for CRC is strongly supported 
by Dutch GI specialists and less by GPs. The major health 
issue is possibly misjudged by GPs. Since GPs play a crucial 
role in a successful national screening program, CRC 
awareness should be realized by increasing knowledge 
about the incidence and mortality, thus increasing 
awareness of the need for screening among GPs. 

© 2006 The WJG Press. All rights reserved.

Key words: Colorectal cancer; General practitioner; 
Screening; Colonoscopy; Awareness

Terhaar sive Droste JS, Heine GDN, Craanen ME, Boot H, 
Mulder CJJ. On attitudes about colorectal cancer screening 
among gastrointestinal specialists and general practitioners 
in the Netherlands. World J Gastroenterol 2006; 12(32): 
5201-5204

 http://www.wjgnet.com/1007-9327/12/5201.asp

INTRODUCTION
Colorectal cancer (CRC) is the second leading cause of  
cancer-related death in the Western world, with over 4400 
deaths per year in The Netherlands and 500 000 deaths 
per year worldwide[1]. Due to the aging population and 
population growth, the expected number of  CRC patients 
will increase in the forthcoming years[2]. CRC is suitable 
for screening. Pre-malignant lesions can be identified and 
removed, and in case of  detection in an early stage, its five 
year survival rate exceeds 90%[3]. 
    The call for a national screening program in the Neth-
erlands is increasing and implementation of  the faecal 
occult blood test (FOBT) as a method of  screening is 
planned within 2-3 years[4]. A meta-analysis of  results from 
four randomised controlled trials showed that screening 
reduces mortality of  colorectal cancer patients by 23% 
of  those who have been actually screened[5]. However, a 
recent study has shown a moderate sensitivity (12%) in 
detecting CRC with FOBT and patient compliance of  only 
40%-60%[6]. Mortality reduction by means of  endoscopic 
screening is expected to be 15%-20% higher, but evidence 
from prospective randomized trials is lacking[7]. 
    The Netherlands rank the lowest public awareness re-
garding CRC among countries in Europe[8]. In some coun-
tries feasibility and implementation studies of  nationwide 
screening programs, together with capacity inventories, are 
ongoing, while Dutch reports are still awaited[9-11].
    A high participation level of  the general population is 
essential for a national screening program to succeed. The 
key to achieving adequate compliance is informing the 
community through an educational campaign about the 
nature and extent of  the disease, as well as education re-
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garding the method of  screening to be used. Involvement 
of  the general practitioners (GPs) is crucial in increasing 
the yield of  a CRC screening program with FOBT[12-14]. 
    There is ongoing debate among physicians and politi-
cians on the necessity of  CRC screening and which screen-
ing modality is to be used. This study was to inquire into 
the attitudes regarding screening among Dutch gastroenter-
ologists, gastrointestinal (GI) surgeons and GPs.

MATERIALS AND METHODS
During a biannual meeting in 2004 in the Netherlands, 
addressing all general topics in gastroenterology, all the 
attending Dutch gastroenterologists and gastrointestinal 
surgeons were questioned (n = 420). The same 17-item 
questionnaire was sent to all GPs in Amsterdam (n = 
400) in fall, 2004. In an attempt to achieve a comparable 
sample size between GI specialists and GPs, only GPs 
from Amsterdam were asked to return the questionnaire. 
Questions included demographics, affiliation, attitude 
towards screening both for the general population and 
themselves, methods of  screening, family history and 
individual risk.

Statistical analysis
SPSS for Windows version 11.0 was used for the 
descriptive statistical analysis. The Fisher exact test was 
used for the comparison of  proportions. P < 0.05 was 
considered statistically significant.

RESULTS
Responses were obtained from 354 of  the 420 GI 
specialists (84%) who were questioned. Among the 
GI specialists 82% were gastroenterologists and 18% 
gastrointestinal surgeons. Eleven percent of  the GI 
specialists worked in an academic setting and 89% in a 
community hospital. The mean age of  GI specialists was 48 

years (range 28-71 years). The response rate among the 400 
potentially eligible GPs was 32% (126). All GPs worked in 
Amsterdam. The mean age of  the GPs was 49 years (range 
32-69 years). 
    A highly significant difference in appreciation of  
population and personal screening was found between 
GI specialists and GPs (P < 0.001, Table 1). Moreover, 
significant differences were found in the preferred 
screening method. Colonoscopy was considered the 
primary population screening tool by the majority of  GI 
specialists, while FOBT, sigmoidoscopy and colonoscopy 
were almost equally supported by GPs (Table 2). Personal 
screening with colonoscopy was favoured by 97% and 
27% of  GI specialists and GPs, respectively (P < 0.001). 
Forty-two percent of  GI specialists considered 55 years 
as the proper age to start personal screening, whereas 
the age of  50 years was chosen by GPs (Table 3). Four 
percent of  GI specialists and 25% of  GPs reported a 
familial predisposition to CRC. Nevertheless, within the 
latter two groups only 50% and 33% regarded themselves 
at a higher risk of  developing CRC (Table 4). Finally, 
a subgroup analysis was performed on the GPs with 
familial predisposition to CRC, regarding their opinion 
on population screening. In this group 61% preferred 
population screening, compared to 51% in the total group 
of  GPs (P = 0.32).

DISCUSSION
Population screening for CRC is strongly supported by 
Dutch GI specialists. In their opinion benefits definitely 
outweigh the drawbacks and their discussion focuses on 
how to implement a national CRC screening program and 
which method should be used. Unfortunately, the above-
mentioned results suggest that GPs are more reluctant to 
speak out in favour of  a CRC population-based screening 
program than GI specialists. Only 51% of  responding GPs 
are in favour of  population screening. A challenging task 
is reserved for the GI specialists to convince GPs of  the 
need for screening. It has been shown that by increasing 

Table 1  Population and personal screening

GI specialists (%) GPs (%) Fisher exact test

In favour of 
population screening

92 51 P < 0.001

In favour of personal 
screening

95 30 P < 0.001

Table 2  Favoured method of population screening

GI specialists (%) GPs (%) Fisher exact test

FOBT 0 26        P < 0.001
Sigmoidoscopy 0 18        P < 0.001
Combination FOBT
+ sigmoidoscopy

12 0        P < 0.001

Colonoscopy 72 27        P < 0.001

Fecal DNA test/
CT-colonoscopy

16 19 NS (P = 0.49)

Indifferent/Unknown 0 10        P < 0.001

Table 3  Age at initiation of screening

GI specialists (%) GPs (%) Fisher exact test

50 yr 37 29 NS (P = 0.39)
55 yr 42 18         P = 0.005
60 yr 21 13 NS (P = 0.29)
Unknown 0 40        P < 0.001

Table 4  Familial predisposition to CRC and personal judgment 
of increased risk of developing CRC

GI specialist (%) GPs (%) Fisher exact test

Familial predisposition 
for CRC1

4 25 P < 0.001

Personal judgment of 
increased risk for CRC

2 8 P = 0.006

1 Defined as one or more first degree relatives diagnosed with CRC.
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knowledge about the incidence and mortality of  CRC, as 
well as the possibility for early detection, the attitudes of  
GPs will change[15].
    There is a remarkable difference in returned questionnaires 
between GI specialists and GPs. It can be hypothesized that 
completing a short questionnaire on a meeting is less of  a 
burden than during daily routines, where other priorities 
may prevail. However, the response rates differ significantly, 
suggesting that GPs are ignorant of  the CRC screening 
issue or are in a low state of  awareness of  the problem’
s magnitude. These findings correspond to the previous 
reports stating a lack of  interest and knowledge in the 
definition of  the high risk population among GPs[16,17]. 
    Another argument may be that only half  of  all GPs 
favour population screening and only 30% intend to be 
screened themselves. In the present study, no significant 
difference was observed in preference of  population 
screening (61% vs 51%; P = 0.32) even between a subgroup 
of  GPs with a familial predisposition to CRC which results 
in an increased risk of  developing CRC and the total 
group of  GPs. In contrast, 92% of  all the GI specialists 
supported such a nation-wide CRC screening program 
and 95% planned to undergo personal screening. In this 
context, it can be put forward that knowledge of  the 
natural course of  CRC, its pre-malignant precursor lesions 
and therapeutic options in case of  early detection, might 
explain the large differences in opinion. Since GPs play 
a crucial role in achieving a successful national screening 
program, the latter suggestion should be a concern to GI 
specialists and central government. On the other hand, 
GPs are subjected to a continuous barrage about the 
different types of  screening (lung, breast, prostate, CRC, 
cervix) and they might have a wider view on priorities and 
cost-efficiency in the health sector.
    Regarding the screening modalities for both personal and 
population screening, a clear preference to colonoscopy 
was observed among GI specialists. 
    Colonoscopy is the method of  screening preferred by GI 
specialists. In the present study, 97% of  the GI specialists 
preferred this method for their personal screening, and 
72% for population screening. The higher preference to 
alternative methods for population screening presumably 
reflects concerns regarding the capacity and logistics (Table 
2). 
    Among GPs, population screening with FOBT or 
colonoscopy was equally supported (respectively 26% 
and 27%). A rather surprising finding is that none of  the 
GI specialists preferred FOBT as a screening method, 
since there is evidence in terms of  cost-effectiveness and 
mortality reduction[18-20]. Nevertheless, the fact that GI 
specialists agree with and encourage the implementation 
of  FOBT for nationwide screening can be explained by 
the fact that FOBT is the only screening method accepted 
by the central government at this moment. Furthermore, 
there is a convincing mortality reduction using FOBT as 
a method of  screening and in this perspective screening 
with FOBT is better in any case than no screening[5,18]. 
In addition, an ongoing screening program allows future 
alternatives to be implemented more easily, when they are 
proven superior to FOBT.
    Finally, a large proportion of  GI specialists plan to start 

personal screening at the age of  50-55 years, even though 
only 4% are found at a high risk of  developing CRC. In 
40% of  responding GPs in favour of  personal screening, 
the age at which screening should be initiated is unknown 
(Tables 3 and 4). This emphasises the importance of  edu-
cation about this disease since one out of  20 people will 
develop CRC during a lifetime, with advancing years of  
age as the foremost risk factor for CRC development. The 
highest mortality rate for CRC appears to be around the 
age of  60 years, the time interval in which a precursor le-
sion develops into an invasive cancer is 10-15 years[21]. 
    In conclusion, the findings of  our study are relevant to 
GPs in Amsterdam. However it is unknown whether GPs 
in other parts of  the Netherlands have similar attitudes. 
Nonetheless, this inquiry clearly indicates the urgent need 
for GI specialists and GPs to solve the ongoing debate on 
CRC screening. Education of  all parties involved should 
lead to an increased knowledge about the magnitude of  
the CRC problem. An unambiguous policy stressing the 
crucial role of  GPs in a CRC screening program, may im-
prove patient compliance, thereby reducing the mortality 
of  CRC. More studies are mandatory to draw firm conclu-
sions.
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