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Abstract

AIM: To explore the problems in the screening of colorectal
carcinoma in the elderly.

METHODS: Three models of colorectal cancer prevention
were examined: standard screening, active check-up of
suspected cases and summons to have endoscopic check-
up for previously diagnosed colorectal polyps. The study
was performed among three groups of elderly individuals:
Group 1 (167 cases), hospitalized asymptomatic individuals
without symptoms in large intestines. Group 2 (612 cases):
old individuals at home for the aged, out of which 32 showed
symptoms of colon disorders; Group 3 (44 cases): elderly
people with diagnosed polyps. As a result of 1788
rectosigmoidoscopies, we identified 61 individuals with
polyps, out of which 44 patients were over 65 years old.
However, only 9 of these 44 individuals agreed to have the
endoscopy performed again.

RESULTS: One cancer and 13 polyps were detected in
Group 1, and two polyps in Group 2. However, it should be
noted that only eleven individuals from Group 2 agreed to
have the endoscopy. In Group 3, there were no relapses of
the polyps among the nine individuals who came back for
the endoscopy.

CONCLUSION: Poor understanding of the screening
procedures is one of the greatest problems in early detection
of the cancer in the aged. Paradoxically, the cooperation is
better with hospitalized patients, than with “successfully old”
persons.
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INTRODUCTION

Incidence of colorectal cancer in the world hasincreased over
the past few decades, which isin turn, the cause for the
increased importance of the screening for colorectal carcinoma
(CRC). Theincidence of colorectal cancer increases with age
and doubles every ten years after the age of 40. In USA, the
incidence of CRC is 35/100 000 population, thus one from 20
people will suffer from CRC during their life. High incidence
of CRC has been recorded in Western European countries,
which stands opposed to the numbers from the Far-East
countries and Africawhere the incidence islow, i.e. Nigeria
hastheincidence of 3.4/100 000. The average colorecta cancer

age-adjusted death rates in Serbia from 1971 t01996 were
11.2/100 000 for men, and 8.3/200 000 for woment,

Colorectal cancer screening includesfecal occult blood tests
(FOBT), sgmoidoscopy, air-contrast barium enema examination
and colonoscopy. These methods are recommended for persons
in moderate risk, but its merits and limitations are still under
investigation. Persons at high risk, i.e. family history of
hereditary non-polyposis CRC, patients with ulcerous colitis,
should be screened by colonoscopy. Screening method can
surely have apositive effect on the survival rate of CRC. Since
survival rate of CRC correlates to the anatomical spread of
tumor, as well as to the surgical treatment at the right time,
rectosigmoidoscopy can prevent and disclose the earliest stages
of distal colon carcinoma.

Colonoscopy is certainly the* gold standard” for colorectal
examination, but itisnot most commonly accepted dueto costs,
bowel preparation, sedation and perforation risks (1/2 000
examinations). It is the most efficient method for detecting
adenomas and probably hasgreater significancein the detection
of the advanced tumor than other screening methods.

In carrying out our project on screening rectosigmoi doscopy,
we found two kinds of problems. Likein all screening projects,
one wasthe motivation of the participants (both the researchers
and especially the subjects). The other problem was related to,
what was in the developed countries called the cost/benefit
issue, and in the under-developed countries was simply the
issue of cost, which was extra high.

In the recent “ American Cancer Society Guidelinesfor the
Early Detection of Cancer”?, the prevalence of screening
procedurein American adult population was 19.0 % for FOBT,
and 32.3 % for colonoscopy or sigmoidoscopy. Chinese author
Wan J® claimed that multimorbidity was noted in 87 % of the
investigated elder cases and the incidence of complication was
only 0.05 %.

MATERIALS AND METHODS

Patients

The study was performed among three groups of elderly (from
65 to 80 yr, mean age 74.37) individuals: Group 1 had 167
hospitalized asymptomatic individuals without any symptoms
inthe large intestine, Group 2 consisted of 612 old individuals
at homefor the aged, out of which 32 had symptoms of colon
disordersand Group 3 consisted of 44 individualswith polyps.
Group 3 resulted from 1788 rectosigmoidoscopies, among
which 61 individuals with polyps were found. 44 of these
individualswere over the age of 65, and only 9 agreed to come
back for a check-up of endoscopy.

Endoscopy

In our study, screening rectosigmoidoscopy was used with the
purpose of assessing the importance of the rectoscopic
examination for the early diagnosis and prevention of colorectal
cancer. Rectosigmoidoscopy was performed with OLYMPUS
endoscope after colon cleaning which was usualy with SENNA.

Grouping
We selected three groups of elderly persons. Thefirst one was
the group of asymptomatic individuals (regarding digestive
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tract) hospitalized at our ingtitute. The answer to the screening
was optimal, however it was difficult to obtain such resultsin
the majority of the old population. The second trial was more
selective. We included in our endoscopy proposition only the
persons with digestive disorders. This selection was based on
and followed the assessment procedure in home for the aged.
There was a very low percentage of agreement to the
endoscopy. Finaly, Group 3 was reselected from the elderly
persons with previously diagnosed colon polyps, and invited
for acontrol endoscopy. Only 25 % of the group was available
for the control rectosigmoidoscopy.

RESULTS

Three models of colorectal cancer prevention were examined:
standard screening, active check-up of suspected cases and
summons to endoscopic check-up for previously diagnosed
colorectal polyps.

Group 1 consisted of hospitalized asymptomatic persons
(without symptoms in large intestines).

The second tria (Group 2)was more selective. We included
only the persons with digestive disorders in our endoscopy
proposition, after the assessment procedure in home for the
aged.

Group 3 consisted of the patients who aready had polyps
of the rectum removed and had never reported for endoscopic
follow up although advised to do so. All the subjects were
summoned by phone and letter.

Table 1 Data of three groups

Number of investigated cases  Selection criteria Results

167 Hospitalized 1 cancer and
asymptomatic 13 polyps

612 (32 with symptoms of Home for the aged 2 polyps

colon disorders), 11 agreed

to have the endoscopy

1788 rectosigmoidoscopies With previous 0 relapses

(61 polyps) 44 older than 65y  diagnosis of of polyps

9 agreed on the endoscopy colon polyp

DISCUSSION

Ascolorectal tumor represents acons derable medical problem
in the elderly, early detection of adenomatous polyps, as the
precursors of intestinal carcinomas, isincreasingly important
and relevant to geriatricians.

The incidence of colorectal cancer increaseswith age, and
approximately half of patients who develop it die from it. The
possibility of developing cancer during the lifetime is
approximately 5-6 %. Those that belong to the risk groups are
more in a position to get this disease. In all cases, however,
early diagnosisis decisive.

Sigmoidoscopy studies showed that regarding the possibility
of CRC development, people older than 65 years were equaled
in the incidence with patients having an adenoma of distal
colon for more than 90 % CRC cases were diagnosed after the
age of 55 and the peak of incidence of sigmoidoscopically
discovered adenomas was before 70 years old.

The reason for lack of improvement in survival isthat in
most cases of CRC the disease has already been at an advanced
stage by the time of diagnosis. Therefore, the main goal of
screening isto discover CRC at the early stage when successful
radical treatment is possible. Screening is an examination in
asymptomatic individuals for CRC.

The American Cancer Society’ s (ACS) Colorectal Cancer
Advisory Group recommends FOBT once ayear for people

older than 50, rectosigmoidoscopy every 5 years, barium
enema every 5 years and colonoscopy every 10 year!®.

According to WHO, screening tests must be sensitive,
specific, applicablein the asymptomatic population and it must
aim at lowering morbidity and mortality rate. Although
rectosigmoidoscopy has certain disadvantages (such as being
invasive, unpleasant and expensive compared to FOBT), itis
more reliable than other screening tests in that it is highly
sensitive (no false negative results even for lesionslessthan 5
mm in diameter) and the lesion can be removed during the
screening examination.

In almost all patients with CRC, preceding lesions were
asymptomatic adenoma. Therefore, it is of great importance
to locate and remove adenoma before the development of
dysplasia and the following malignant alterations, which, at
the same time, represents secondary prevention of colorectal
cancer. Thisis also obviousin British National Polyp Study
from 1993, which showed 90 % decline of CC incidencein a
group of 1500 patients who underwent polypectomy and were
followed up for 6-8 yeard®.

There are different problems regarding colorectal screening
in old age: (1) The problem of performing screening or not
seems that consensus was reached that different panel group
and association have agreed that the answer was Y ES™1517;
(2) Recently there were more references that supported
colonoscopy as a choicg*+121617%; (3) Are there any age limits
for the colorectal screening procedure? There were two
opposed opinions; No limits, or regarding biological age, and
individual limit as consequence of the personal expected
survival, on average, 75 to 80 y9; (4) What about national
programs, accepted by the national authority supported by
health funds? There were no such datd*¥; (5) Regarding cost/
benefits ratio, it is rational to invest in screening procedure.
Developing countries are between high standards and low
economies. With minute financial support, the choice is to
modify screening method, to reduce the number of investigated
persons, or to quit the program of prevention; (6) It seemed
very important to have influence on public opinions regarding
screening procedurelts16.19,

The authors do not have any doubts about the justification
of the screening procedure, so an attempt should be made to
find a solution for active prevention. However, in developing
countrieswhich have fewer technological and financial options,
better choice, and the only choice for prevention must be a
less costly one. Therelation of cost and benefit is principally
dependent on the economic possibilities of a country’ shealth
service, within which the priorities of a health system play an
especially meaningful role.

Further, the selection of hospitalized patients with other
diagnosis is not statistically proper for screening of
rectosigmoidoscopy. Hypothetically, optimal way to find
patientsfor screening isto start from the homes for the aged or
with the patients with colon symptoms that are treated at their
homes. This is the best way to find patients when it is not
possible to perform massive screening. Periodica checkup of
the patients with polyipectomy is necessary.

Judging by the commentary'®, theideaon aprior questionnaire
in active search for persons with high risk of contracting
(developing) colon malignome is not recommended. In the
same article, the recommendation of USA on compulsory
screening of persons over 50 is adjusted to the needs of UK
service. If the choiceiseither screening an insignificantly small
population or absolute impossibility of screening or just
screening of the high-risk group, including those actively
detected after the questionnaire, it is highly probable that the
latter solution isthe one that should be chosen.

Results of our investigation showed that the main problem
in the prevention of cancer was the extent of acceptance of



Mladen DM et al. Problems of the colorectal screening with the elderly

2337

this method by the elderly patients. Screening methods for
hospitalized patients (Group 1) were necessary, sincethey were
already motivated for medical treatment. However, the
screening method had the lowest acceptance among the old
persons from the homesfor the aged. A very small number of
patients were going for endoscopic checkups. Those patients
usually conducted controls on repeated doctor’ sinvitations.
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