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ABSTRACT

Colorectal cancer is a leading cause of morbidity and mortality in the United States. Family physicians

play anintegral role in educating patients about the current screening recommendations and modalities

Osteopathic
treatment models

Cancer screening

of available screening to improve early detection and allow treatment at its earliest stages. Family
physicians must have the tools to minimize barriers to screening, alleviate patient concerns about
screening modalities available, and educate patients on lifestyle modifications that have the potential

to significantly lower the risk of developing colorectal cancer. Osteopathic physicians should consider
the five osteopathic treatment models when developing an individualized plan for each patient.

INTRODUCTION

Colorectal cancer is the third leading cause of cancer death in
the United States among both men and women." Approximately
4.1% of adults will be diagnosed with colorectal cancer within their
lifetime, with an estimated 153,000 new cases in 2023 alone.?
There are 36.6 new cases per 100,000 adults per year, with a death
rate of 13.1 per 100,000. In 2023, it is projected that 7.8% of all
new cancer diagnoses are colorectal cancer, and 8.6% of cancer-
related deaths are attributed to colorectal cancer. Despite these
statistics, only 72% of US adults are up to date with colorectal
cancer screening, with screening rates dropping significantly to
less than 62% for Asian, American Indian, and Alaskan Native
individuals.?

If colorectal cancer is detected in the early stages, the 5-year
survival rate is 90% for those diagnosed with localized disease.*
To improve early disease detection, in 2021, the United States
Preventative Service Task Force (USPSTF) updated its guidelines
to recommend that healthy individuals with average risk begin
screening for colorectal cancer at age 45 years rather than 50
years, as previously recommended.®

There are numerous risk factors, both modifiable and
nonmodifiable, for the development of colorectal cancer, and
family physicians need to discuss these risk factors with their
patients when developing a plan for screening.
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MODIFIABLE RISK FACTORS FOR
COLORECTAL CANCER

While genetic risk factors are nonmodifiable, numerous
lifestyle choices have a dramatic impact on a person’s risk of
developing colorectal cancer. About 55% of all colorectal
cancers in the United States can be attributed to lifestyle
choices.* Current cigarette smoking carries a 59% increased risk
of colorectal cancer. An elevated risk persists through 20 years’
postcessation. Moderate alcohol consumption of 25 grams
of ethanol per day increases colorectal cancer risk by 30%.°
Obesity carries an increased risk of colorectal cancer in both
men and women. Diets high in fats and processed meats, along
with diets low in fiber, fruits, and vegetables, carry an increased
risk of colorectal cancer. A sedentary lifestyle also carries an
increased risk of colorectal cancer, but this can be lowered with
increased activity.*

GENETIC RISK FACTORS FOR
COLORECTAL CANCER

There are several genetic factors and chronic disease processes
that carry an increased risk for the development of colorectal
cancer, and each of these has slightly different recommendations
for screening.

History of a first-degree relative with colorectal cancer carries a
2- to 4-fold increase in an individual's risk of developing colorectal
cancer.* Surveillance screening with direct visualization should
begin at age 40 years or 10 years before the family member's age
at diagnosis.”

Inflammatory bowel disease is an independent risk factor for
colorectal cancer, with patientrisk increasing with the duration and
severity of the disease. It is estimated that the colorectal cancer
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risk 10 years after diagnosis is 2%, but it increases to 8% and 18%
after 20 and 30 years' postdiagnosis, respectively. Screening by
direct visualization is recommended beginning 8 to10 years after
initial diagnosis and is continued every 1 to 2 years.®

Familial adenomatous polyposis (FAP) is an autosomal dominant
disorder in which individuals develop hundreds to thousands of
polyps, thus increasing the risk of early-onset colorectal cancer,
typically by ages 30 to 40 years.’ These individuals are also at risk
of cancers of the stomach, small intestine, pancreas, bile duct,
liver, adrenal gland, thyroid, and brain. Direct visualization is
the recommended screening, starting at ages 10 to 12 years and
repeating every 1 to 2 years.”

Lynch syndrome, also known as hereditary nonpolyposis
colorectal cancer, is an inherited disorder in which gene mutations
primarily increase the risk of colorectal, endometrial, and ovarian
cancers. These gene mutations also increase the risk of brain,
urinary tract, stomach, small intestine, pancreas, and bile duct
cancers. For patients with Lynch syndrome, colorectal screening
via direct visualization is recommended starting at the ages of 20
to 25 years or 2 to 5 years earlier than the age of the youngest
family member diagnosed with colorectal cancer and repeating
every 1 to 2 years. This condition is estimated to affect between
1in 280 to 440 individuals and accounts for approximately 3% of
colorectal cancers.

SCREENING MODALITIES FOR COLORECTAL
CANCER

Early detection through screening is important in preventing
the development of advanced life-threatening colorectal
cancer. Family physicians play a vital role in health maintenance
screenings. Numerous factors impact patient compliance with
colorectal cancer screening, including anesthesia risks, the
necessity for bowel prep, and confusion with the available
screening modalities. Many patients are unaware that the
recommended age for colorectal cancer screening has been
lowered from 50 to 45 years in recent years. Many are averse to
aspects of colonoscopy screening and are unaware of alternative
options. Frequently, patients do not see the need for screening if
they are asymptomatic and have no family history. Other times,
patients fail screening due to fear of the cost and effort (time off
work, procuring a driver, expense of the bowel prep). Some simply
fail to have screening performed due to procrastination.

The USPSTF recommends grade A for colorectal screening in
patients ages 50 to 75 years, grade B for patients ages 45 to 49
years, and grade C for ages 76 to 85 years.'? Multiple screening
modalities are available. Family physicians must explain the risks,
benefits, and individualized patient screening options based on
their personal and family history.

A colonoscopy is an endoscopy procedure that visualizes the
rectum, colon,and partoftheileum. Thisisthe mostcomprehensive
colorectal screening modality; therefore, it is performed under
anesthesia after bowel preparation. It is recommended every 10
years by the USPSTF if the results are benign.®

Sigmoidoscopy utilizes a scope to visualize the rectum, sigmoid
colon, and descending colon. Thus, only left-sided polyps can
be identified and removed. Patients do have to undergo bowel
prep; however, screening can be performed in an office setting
without anesthesia. This screening modality is limited to the left
hemicolon, thus the USPSTF recommends screening every 5 years
if screening is negative.

Computed tomography (CT) colonography uses CT imaging to
evaluate for polyps in the colon or rectum. Bowel prep is required
before imaging. CT colonography is recommended every 5 years
by the USPSTF when results are benign. While CT colonography
is considered a direct visualization modality, only the
colonoscopy and sigmoidoscopy allow for polypectomy at the
time of evaluation.®

Stool-based tests allow patients to collect a stool sample at
home and return it for processing at a laboratory facility. Fecal
Immunochemical test (FIT) analyzes a stool sample for traces
of blood. For this modality, the USPSTF recommends yearly
screening. Multitarget stool DNA with FIT additionally analyzes the
sample for DNA mutations using molecular assays to assess for
biomarkers of any colorectal neoplasia. The USPSTF recommends
this testing modality every 3 years, at minimum.®

It is important to note that an abnormal stool-based test or CT
colonography necessitates a colonoscopy for further evaluation.

SYMPTOMS OF COLORECTAL CANCER

While the purpose of colorectal cancer screening is for early
detection and treatment of localized disease, it is essential to
discuss the common signs and symptoms of colorectal cancer.
Bowel habit changes include new-onset constipation or diarrhea,
“pencil thin” stools, bright red blood per rectum, or black, tarry
stools. Patients may also report the sensation of incomplete
bowel emptying with defecation, abdominal pain, or cramping.
Unintended weight loss or changes in appetite without a clear
etiology may also be present.'?

STAGING OF COLORECTAL CANCER

When colorectal cancer is detected, it is important to obtain
staging of the disease, as treatments will be guided by the
stage present at diagnosis.

» Stage 0 is carcinoma in situ, localized to the colonic
mucosa.

+ Stage | and Stage Il involve cancers that have grown into
or through the wall of the colon/isolated surrounding
tissues but not to surrounding lymph nodes.

+ Stage lll involves cancers that have spread to nearby
lymph nodes but not other parts of the body.

» Stage IV is advanced colorectal cancer involving the spread
to distant organs outside of the colon. Frequent sites of
metastases include the liver, lungs, brain, or peritoneum."?
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TREATMENT OF COLORECTAL CANCER

Treatment of colorectal cancer varies depending on stage at
diagnosis, location, patient age, patient preference, and genetic
factors. Standard treatment includes removing or destroying
lesions via surgery, radiofrequency ablation, or cryosurgery.
Chemotherapy, radiation, targeted therapy, and immunotherapy
are frequently employed adjunctive therapies. It is important to
discuss with patients that surgical intervention may result in

» Stage 0: Local excision/polypectomy and/or resection/
anastomosis

» Stage | and Stage Il: Mainstay is resection and anastomosis
with case-dependent adjuvant chemotherapy

» Stage lll: Resection and anastomosis combined with
chemotherapy regimens

» Stage IV: Local excision of associated tumors with
colon resection is typically recommended and may
involve surgery to resect metastatic lesions. This stage
typically includes chemotherapy before, during, and/or
after surgery. For those who cannot undergo surgery,
radiofrequency ablation or cryotherapy may be an
option. Case-dependent protocols may include radiation,
chemotherapy, targeted therapy, immunotherapy, and
clinical trials

Family physicians should assist patients in navigating the
various treatment options established by their oncology team.
Chemotherapy regimens often come with numerous unintended
systemic side effects, which may necessitate co-management
by their family physician. Side effects may include nausea/
vomiting, diarrhea, mucositis, fatigue, peripheral neuropathy, and
immunosuppression. Effective management of these side effects
is a primary factor contributing to a patient’s ability to tolerate
and continue treatment. Targeted therapies have been developed
to avoid systemic side effects and offer a more direct approach
to treatment. These therapies typically involve monoclonal
antibodies, angiogenesis inhibitors, and protein kinase inhibitor
therapies. Immunotherapy is a biologic therapy that utilizes
immune checkpoint inhibitor therapy to enhance the body's
ability to target and kill cancer cells. Thus, it is often used in the
setting of metastatic disease.''>

OSTEOPATHIC CONSIDERATIONS

With training in whole-patient care and a focus on the body, mind,
and spirit connection, osteopathic family physicians are poised to
educate patients on the importance of colorectal cancer screening
while helping each patient decide which screening method is best
for their health and wellness goals. Since many of the risk factors
for colorectal cancer are modifiable, family physicians can look
to the five osteopathic treatment models for guidance in helping
patients navigate these decisions. The metabolic-energetic model
can address risk reduction strategies that target dietary and
physical activity changes. The behavioral-biopsychosocial model
can be employed to address some of the harmful lifestyle choices,
such as cigarette smoking and excessive alcohol consumption,

that increase colorectal cancer risks. It can also address some
barriers to screening, such as social support, misconceptions or
fear about the screening process, and time constraints of the
screening modality employed.’®’

CONCLUSION

Since colorectal cancer is the third leading cause of cancer death
in the United States among both men and women, early detection
through screening is vital to preventing the development of
advanced life-threatening disease." While there are some genetic
risk factors for the development of colorectal cancer, most risk
factors are related to lifestyle. Family physicians play an integral
role in educating their patients in ways to minimize these risks.
In addition, family physicians must educate their patients on the
available screening modalities, risks and benefits of each, and
appropriate clinical indications for each test based upon each
individualized patient’s risk factors.
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