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ACS 2018 Recommendations for CRC Screening 

w The ACS recommends that adults aged 45 years 
and older with an average risk of colorectal cancer 
undergo regular screening with either a high-
sensitivity stool-based test or a structural (visual) 
exam, depending on patient preference and test 
availability.

w The recommendation to begin screening at age 45 
y is a qualified recommendation.

w The recommendation for regular screening in 
adults aged 50 y and older is a strong 
recommendation.
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ACS 2018 Recommendations for CRC Screening 
w The ACS recommends that average-risk adults in good health 

with a life expectancy of greater than 10 years continue 
colorectal cancer screening through the age of 75 years. 
(qualified recommendation)  

w The ACS recommends that clinicians individualize colorectal 
cancer screening decisions for individuals aged 76 through 85 
years, based on patient preferences, life expectancy, health 
status, and prior screening history. (qualified 
recommendation)

w The ACS recommends that clinicians discourage individuals 
over age 85 years from continuing colorectal cancer 
screening. (qualified recommendation)
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ACS 2018 Recommendations for CRC Screening 

wOptions for CRC screening
• Stool-based tests:

– Fecal immunochemical test (FIT) every year
– High sensitivity guaiac-based fecal occult blood test (HS-gFOBT) 

every year
– Multi-target stool DNA test (mt-sDNA) every 3 years

• Structural (visual) exams:
– Colonoscopy (CSY) every 10 years
– CT Colonography (CTC) every 5 years
– Flexible sigmoidoscopy (FS) every 5 years

wAs a part of the screening process, all positive 
results on non-colonoscopy screening tests 
should be followed up with timely colonoscopy. 
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Recommendations ACS, 2018 USPSTF, 2016
Age to start screening 

S-strong Q-Qualified 

Age 45y
Starting at 45y (Q)                           
Screening at aged 50y and older - (S) 

Aged 50y (A)

Choice of test High-sensitivity stool-based test or a 
structural exam.  

Different methods can accurately 
detect early stage CRC and 
adenomatous polyps. 

Acceptable Test options • FIT annually, 
• HSgFOBT annually
• mt-sDNA every 3y
• Colonoscopy every 10y 
• CTC every 5y 
• FS every 5y                               
All positive non-colonoscopy tests 
should be followed up with 
colonoscopy.

• HSgFOBT annually 
• FIT annually
• mt-sDNA (aka FIT-DNA) every 1 or 3 y
• Colonoscopy every 10y
• CTC every 5y
• FS every 5y
• FS every 10y plus FIT every year 

Age to stop screening Continue to 75y as long as health is 
good and life expectancy 10+y (Q)     
76-85y individual decision making (Q)                                              
>85y discouraged  from screening (Q)                                     

76-85 y individual decision making (C)  

CRC Screening Guidelines for  Average Risk Adults: 
ACS (2018); USPSTF (2016)
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w Quality of evidence
• Evidence on the burden of disease by age and race
• High-quality studies of test performance and effectiveness of 

screening
• Modeling studies ( Same models used by USPSTF)

w Balance between desirable and undesirable effects – for each 
of the included screening modalities, benefits significantly 
exceed harms.

w Values and preferences –Since there is no single test that is 
consistently preferred by adults in the U.S., the GDG 
emphasized the importance of offering choice, rather than 
ranking tests based solely on quality of evidence for individual 
tests.

What Informed the GDG Decisions? GRADE
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The ACS also:
• Examined disease 

burden data & trends in 
incidence in <55yo

• Conducted 
supplemental literature 
reviews to identify:

v New literature since the 
publication of the 
USPSTF systematic 
review

v Literature on risk 
associated with age, 
gender, and racial and 
ethnic subgroups

The ACS relied on two reports commissioned for the 2016 USPSTF 
CRC recommendation update

“For all modalities, strategies with screening beginning at age 45 years predominated on the efficient frontier; that 
is, these strategies generally provided additional LYGs at a lower number of additional colonoscopies than 
strategies with screening beginning at later ages.”  However, beginning screening at age 45 years while 
maintaining the10-year screening interval, resulted in an increase in the estimated lifetime number of 
colonoscopies.   USPSTF judged the additional LYG as “modest”
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Rationale – Disease Burden of CRC by Sex

Source: Wolf AMD, Fontham ETH, Church TR, et al. Colorectal cancer screening for average-risk adults: 2018 guideline update from the 
American Cancer Society. CA Cancer J Clin. 2018; 68: 000-000 [epub ahead of print]. URL to be: 
https://onlinelibrary.wiley.com/doi/full/10.3322/caac.21457

Trends in Colorectal Cancer Incidence Rates by Age and Sex, 1975-2014
From 1994-2014 there is ~50% incidence in CRC in <50yo

Men

Women
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Rationale – Disease Burden of CRC in <50 yo by Race

Source: Wolf AMD, Fontham ETH, Church TR, et al. Colorectal cancer screening for average-risk adults: 2018 guideline update from the 
American Cancer Society. CA Cancer J Clin. 2018; 68: 000-000 [epub ahead of print]. URL to be: 
https://onlinelibrary.wiley.com/doi/full/10.3322/caac.21457

Whites
Blacks
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CRC Incidence Among U.S. Adults Aged 45 & 50 Years, 
SEER, 1975-2015

Age 50

Age 45

Age-specific 
incidence is about 
the same for a 45 
year old in 2015 as 
it was for a 50 
year old in 1993, 
about 30 per 
100,000

Screening effect



13

Some Observations about CRC in Adults aged 45-49

w In	2018,	an	estimated	16,450	new	CRC	cases	
will	be	diagnosed	in	adults	younger	than	50

w In	2014,	approximately	43%	of	CRC	cases	
under	age	50	were	in	ages	45-49

Source: Based on ACS estimated total cases in 2018 (140,250) and the 
proportion of cases < 50 in SEER 9 registries during 2014 (0.117253).
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Percentage of Years of Potential Life Lost Due to Death from Colorectal Cancer by Age 
at Diagnosis (incidence-based mortality 2010-14 with follow-up 20 years after diagnosis)

~ 10 % of all LYL is due 
to a diagnosis of CRC 
between ages 45-49 

vs. 13% for ages 50-54
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Model-estimated Benefit CRC Screening by Starting Age

Source: Wolf AMD, Fontham ETH, Church TR, et al. Colorectal cancer screening for average-risk adults: 2018 guideline update from the 
American Cancer Society. CA Cancer J Clin. 2018; 68: 000-000 [epub ahead of print]. URL to be: 
https://onlinelibrary.wiley.com/doi/full/10.3322/caac.21457

Among 9 efficient and 5 near-efficient colonoscopy strategies, the strategy recommended by the 
model under the increased-risk scenario was screening every 10 years from ages 45 to 75 years, 
which, compared with screening every 10 years from ages 50 to 75 years, had 6.2% more LYGs 
and 17% more colonoscopies per 1000 adults over a lifetime of screening 
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Two CISNET Microsimulation Models (MISCAN & SimCRC) Were Used to 
Examine Outcomes by Age, Race/Ethnicity, and Sex Under Assumptions of 

Stable and Increasing Incidence
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Starting CRC Screening at Age 45: Conclusions

w Modeling convincingly demonstrates that, due to the 
rising incidence of CRC in younger individuals, 
screening all average-risk persons between the ages 
of 45 and 75 reduces mortality from CRC with an 
acceptable risk (as measured by number of 
colonoscopies per LYG).

w The trend of increasing CRC incidence in 
successively younger birth cohorts suggests that 
the recommended starting age of 45 will continue to 
be appropriate.

w The benefit-burden balance strongly favors changing 
the starting age from 50 to 45. 
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Screening for CRCS in <45 yo is cost-effective
w Initiating screening colonoscopies at age 45 years 

averted four CRCs and two deaths due to CRC per 
1,000 persons. It resulted in a gain of 14 quality-
adjusted life years (QALYs) at a cost of $33,900 per 
QALY gained.

w Fecal immunochemical test (FIT), followed by 
colonoscopies for abnormal results, and found that 
initiating FIT at age 45 years instead of 50 years would 
cost $7,700 per QALY gained.

• Ladabaum U. Cost-effectiveness and National Effects of Initiating Colorectal Cancer Screening 
for Average-risk Persons at Age 45 Years Instead of 50 Years.  Gastroenterology 2019, in press.
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Criticism of Reducing the Age to Begin CRCS

Annals.org on 10 July 2018.
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What concerns have been raised about the new guideline?

w CRC is a different disease in adults under 50
w Burden of disease is very small in this age group; high costs and 

many harms for a small benefit
w No empirical evidence; recommendations based on modeling
w Important to concentrate further on adults 50+
w The new guideline will worsen existing disparities
w The new guideline will strain existing capacity
w Insurance coverage may not be available for adults 45-49

wWhat concerns have been raised about the new 
guideline?
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New Decision Aids for CRC Screening
Summary for Clinicians Conversation Cards Patient Decision Aid

https://www.cancer.org/health-care-professionals/colon-md.html
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University of Pennsylvania
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West	Philadelphia	
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West Philadelphia CRCS Patient Navigation Program

wReduce	disparities	in	CRCS	by:
• Hire/train	a	patient	navigator

– Harold	Freeman	Patient	Navigation	Institute,	Bronx,	NY
• Foundation	grants	for	resources	for	program	and	
patient	care	expenses
– cell	phone	and	service,	computer,	printer,	printing,	
stationary,	software,	etc.

– free	prep,	Septa	tokens
– video	colonoscopy	instructions
○ https://www.youtube.com/watch?v=M5t8lhZ-aoY

• Conduct	studies	to	determine	program	feasibility,	
acceptability,	effectiveness
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West Philadelphia Colorectal Cancer Screening Navigation Program

Demographics N=690	(%)
Age	(mean,	s.d.) 60.2,	8.3
Female 427	(61.9)
African	American 621	(90)
Marital	Status

Single
Married

320	(46.4)
178	(25.8)

Education
<High	School
High	School

125	(18.1)
316	(45.8)

Annual	Income
<$10,000

10,000-29,999
240	(34.8)
242	(35.1)

Screening colonoscopy	results (n=763)
Normal/no	pathology	or
hyperplastic	polyp(s)

353	(46.3%)

At	least	one	adenomatous	polyp 327	(42.9%)
Adenocarcinoma 5	(0.7%)
Repeat	 16	(2%)
Other 30	(4%)
Pending	scheduling 32	(4%)

CRC	Stage N

Stage	I
Stage	II
Stage	III
Stage	IV
Total

1
0
3
1
5

Program	participation N	(%)

No.	patients	contact	
attempted

Agreed	to	participate
Declined	participation

Unable	to	contact	after	3-6	
calls

2440
980	(40.2%)
739	(30.3%)
721	(29.5%)
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Financial Sustainability
HUP PPMC UPHS Total

Volume 80 40 120
Outpatient Net 
Revenue

$84,401 $59,557 $143,958

Direct Expenses $91,955 $45,114 $137,089

Contribution 
Margin

($7,555) $14,444 $6,869

Indirect 
expenses

$30,251 $11,653 $41,904

Net gain (loss) ($37,806) $2,791 ($35,015)
Downstream 
Contribution 
Margin

$115,004 ($947) $114,057

Total Gain/Loss 
including 
Downstream

$77,198 $1,843 $79,042
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Sustainability	of	cancer	screening	programs
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