
COLON CANCER 

SCREENING AND 

MINORITY HEALTH
Amita Vasoya DO, FACOI, FCCP, FAASM

ACOI Minority Health Committee 

ACOI Annual Scientific Convention 2016



Outline

• Facts and Figures

• 2016 Recommended Colon Cancer Screening Guidelines

• US Preventive Services Task Force Recommendation Statement 

June 2016

• Barriers to Screening

• Solution



Facts and Figures

• Colorectal cancer is the SECOND leading cause of 

cancer death in the United States

• Fourth most common type of cancer affecting men and 

women (breast, lung, prostate)

• 2016 estimates:

• 134,000 will be diagnosed

• 49,000 will die

• Colorectal cancer is most frequently diagnosed among 

adults 65-74y; median age at death is 68y

• SCREENING SAVES LIVES!





Facts and Figures



Facts and Figures - Incidence



Facts and Figures - Mortality





CRC: 

American College of Gastroenterology
• Colonoscopy, beginning at age 50 and performed every 

10 years, is the “preferred” screening test for colorectal 
cancer.  They recommend that physicians first offer this 
test alone rather than a menu of options

• However, if patients are not willing to have a colonoscopy, 
they support offering:
• Preferably, a cancer prevention test: Either flexible sigmoidoscopy 

every 5 to 10 years  or CT colonography every 5 years

• A test primarily for cancer detection: Preferred test is fecal 
immunohistochemical test for blood (FIT)

• They further recommend that African Americans begin 
testing at 45 rather than 50

Rex, et al. Am J Gastroenterol 2009;104:739–750



CRC Changes from 2000 Guidelines

American College of Gastroenterology
Screening tests are divided into cancer prevention and cancer 
detection tests.  Cancer prevention tests are preferred over tests that 
primarily detect colorectal cancer.

• Screening is recommended for African Americans beginning at age 
45.

• CT colonography every 5 years replaces double contrast barium 
enema as the radiology screening alternative when patients decline 
colonoscopy.

• FIT (fecal immunohistochemical testing) replaces older guaiac-based 
fecal occult blood testing.  FIT is the preferred cancer detection test.

• Annual Hemoccult SENSA and fecal DNA testing every three years 
are alternative cancer detection tests.

• A family history of only small tubular adenomas in first-degree 
relatives (parents, children, siblings) is not considered to increase the 
risk of colorectal cancer.

• Individuals with a single first-degree relative with colorectal cancer or 
advanced adenomas diagnosed at age 60 or older can be screened 
like average risk people.

Rex, et al. Am J Gastroenterol 2009;104:739–750



Recommended Colon Cancer Screening

• US Preventive Services Task Force Recommendation 

Statement June 2016

• Risk:

• Average (no personal or family hx)- age 50

• High (personal and/or family hx)- age 40 or 10y prior to 1st degree 

family member dx

• Symptoms- any age

• CRC Screening start at age 50y, continue to age 75y

• Individualized decision for ages 76-85y, and those at high 

risk or with symptoms

• African Americans start at age 45y (American College of 

Gastroenterology)
JAMA. 2016;315(23):2564-2575. 

doi:10.1001/jama.2016.5989.



Risk Factors



CRC Screening Tests



CRC: Direct Visualization Tests









CRC Screening

SEER 9 Incidence and US Mortality 1975-2012



Barriers to Screening among Minorities

• Health Literacy
• Not informed about colon 

cancer and importance of 
screening

• Low income individuals
• Fear of cost

• Lack of access to 
healthcare
• Rural areas

• Lack of health insurance

• Access/Scheduling

• Language and culture

• Differences in provider and 
patient testing preferences



Patient Reported Barriers to Screening

• Fear

• Lack of knowledge

• Bowel prep

• Pain

• Cost

• Afraid of results

• Fear of procedure

• Time

• Embarrassment

• Lack of symptoms

10.1%

7.9%

7.9%

7.6%

6.0%

5.4%

4.4%

4.4%

4.1%

4.1%

Jones et al. Patient-reported barriers to colorectal cancer screening: a mixed-

methods analysis. Am J Prev Med. 2010 May; 38(5):508-516



Solution

• Personal v Automated Phone Call Reminders

• Reaching the Patient

• Reaching the Provider 

• Photo Booklet – easy to understand

• Multimedia 

• Physician EMR

• Patient Education

• Culturally targeted patient navigator

• Peer navigation: patients helping patients



Solution



Solution

• In February 2013, the federal government issued an 

important clarification on preventive screening benefits 

under the Affordable Care Act. 

• Patients with private insurance will no longer be liable for 

cost sharing when a precancerous colon polyp is removed 

during screening colonoscopy. 

• This ensures that colorectal cancer screening is available 

to privately insured patients at no additional cost, as 

intended by the new healthcare law. 

• Patients with Medicare coverage must still pay a 

coinsurance when a polyp is removed as a result of the 

screening colonoscopy. 

www.congress.gov



Solution – in the works

• Removing Barriers to Colorectal Cancer Screening Act of 

2015

• This bill amends title XVIII (Medicare) of the Social 

Security Act to waive coinsurance for colorectal cancer 

screening tests (in order to cover 100% of their cost under 

Medicare part B [Supplementary Medical Insurance 

Benefits for the Aged and Disabled]), regardless of the 

code billed for a diagnosis as a result of a test, or for the 

removal of tissue or other procedure furnished in 

connection with, as a result of, and in the same clinical 

encounter as the screening test.

US Representative Charlie Dent (R-PA) and US Senator Sherrod 

Brown (OH)



Solution – in the works

• Benefits of the Removing Barriers to Colorectal Cancer 

Screening Act of 2015 include: 

• Lifting a financial burden for people living on a fixed income, 

allowing men and women on Medicare to receive these important 

screenings without risking coinsurance

• Increasing screening rates and reducing the incidence of colorectal 

cancer



Solution

• CDC Colorectal Cancer Program

• American Cancer Society-Cancer Action Network

• NCCRT (National Colorectal Cancer Round Table)

• Goal of 80% by 2018







An Amazing Problem

Watson Ducatel D.O., M.P.H.

Prostate Cancer & 

American Black Men



Second leading cause of cancer death in men in the U.S. 

In the United States, it's estimated there will be 180,890  new cases and 26,120 deaths in 2016.

An estimated 1 in 7 men in the U.S. will have prostrate cancer in their lifetime.

86% of the new cases between 2009-2013 were in men 55-84.

Most common diagnosed tumor in U.S. Men except for non melanoma skin cancer. 



American Black men have one of 

the highest incidence of prostate 

cancer in the world!
Incidence 

rate is more 

than 1.7 

times higher.

Death rate is 

more than 2 

times higher 

compared to 

american white 

men.



Incidence Rates by Race/Ethnicity

“Incidence rate” means how many men out of a given number get the disease each year. The 

graph below shows how many men out of 100,000 got prostate cancer each year during the 

years 1999–2013. The year 2013 is the most recent year for which numbers have been 

reported. The prostate cancer incidence rate is grouped by race and ethnicity.

The graph below shows that in 2013, black men had the highest rate of getting prostate 

cancer, followed by white, Hispanic, American Indian/Alaska Native (AI/AN), and 

Asian/Pacific Islander (A/PI) men.

Sources: CDC’s National Program of Cancer Registries and National Cancer Institute’s Surveillance, 

Epidemiology, and End Results program.

*Rates are the number of cases per 100,000 persons and are age-adjusted to the 2000 U.S. standard 

population (19 age groups – Census P25–1130). For more information, see the USCS technical notes.

†Race categories are not mutually exclusive from Hispanic origin. Rates are not presented for persons of 

unknown or other race. Data for specified racial or ethnic populations other than white and black should be 

interpreted with caution. For more information, see the USCS technical notes.

¶ Data are compiled from cancer registries that meet the data quality criteria for all invasive cancer sites 

combined for all years, 1999–2013 (covering approximately 92% of the U.S. population). See registry-specific 

data quality information for all years, 1999–2013. Use caution when comparing incidence and death rates 

because of potential differences in population coverage.

§Invasive cancer excludes basal and squamous cell carcinomas of the skin except when these occur on the 

skin of the genital organs, and in situ cancers except urinary bladder.

Behavior recode for analysis used for 1999–2013 individual years.

http://www.cdc.gov/cancer/prostate/statistics/race.htm

cases per 100,00 2009-2013 SEER Data

203.5 (Black men)

121.9 (White men)

106.9 (Hispanic men)

68.9 (Asian/Pacific Islander men)

63.9 (American/Alaska native men)

http://www.cdc.gov/cancer/npcr/uscs/technical_notes/
http://www.cdc.gov/cancer/npcr/uscs/technical_notes/interpreting/race.htm
http://www.cdc.gov/cancer/npcr/uscs/data/00_data_quality.htm
http://www.cdc.gov/cancer/prostate/statistics/race.htm


Death Rates by Race/Ethnicity
From 1999–2013, the rate of men dying from prostate cancer has varied, depending on their 

race and ethnicity. The graph below shows that in 2013, black men were more likely to die of 

prostate cancer than any other group, followed by white, Hispanic, American Indian/Alaska 

Native, and Asian/Pacific Islander men.

*Rates are the number of deaths per 100,000 persons and are age-adjusted to the 2000 U.S. standard population 

(19 age groups – Census P25–1130). For more information, see the USCS technical notes.

†Race categories are not mutually exclusive from Hispanic origin. Rates are not presented for persons of 

unknown or other race. Data for specified racial or ethnic populations other than white and black should be 

interpreted with caution. For more information, see the USCS technical notes.

§Data are from the National Vital Statistics System (NVSS). Data for death rates cover 100% of the U.S. 

population. Use caution when comparing incidence and death rates because of potential differences in population 

coverage.

http://www.cdc.gov/cancer/prostate/statistics/race.htm

cases per 100,000 2009-2013  SEER Data

44.2 (Black men)

19.1 (White men)

17.1 (Hispanic men)

9.1 (Asian/Pacific Islander men)

19.1 (American/Alaska native men)

http://www.cdc.gov/cancer/npcr/uscs/technical_notes/
http://www.cdc.gov/cancer/npcr/uscs/technical_notes/interpreting/race.htm
http://www.cdc.gov/cancer/prostate/statistics/race.htm








What Can Internists Do?

Discuss and Complete screening in higher risk men.

Discuss the possible risk factors.

Refer to a urologist when PSA level is persistently elevated.



Associations for Higher Risk 

Obesity

Smoking

High Fat diet

High Red Meat Intake

Agent Orange Exposure

Established Risk Factors

Age

Being an American Black Man 

Prostate Cancer in Father or Brother



Prostate Cancer Guidelines 

The U.S. Preventive Services Task Force (USPSTF) 

recommends against prostate-specific antigen 

(PSA)-based screening for prostate cancer.

Majority of men diagnosed with prostate 

cancer underwent biopsy because an 

abnormal PSA.

But



ERSPC VS PLCO

Both resulted in little or no affect on 

prostate cancer specific mortality.

Fight for Screening



2013 Guideline Statements 

1: The Panel recommends against PSA screening in men under age 40 years. (Recommendation; Evidence Strength 

Grade C)

• In this age group there is a low prevalence of clinically detectable prostate cancer, no evidence demonstrating 

benefit of screening and likely the same harms of screening as in other age groups.

Guideline Statement 

2: The Panel does not recommend routine screening in men between ages 40 to 54 years at average risk.

(Recommendation; Evidence Strength Grade C)

• For men younger than age 55 years at higher risk (e.g. positive family history or African American race), decisions 

regarding prostate cancer screening should be individualized.

Guideline Statement 

3: For men ages 55 to 69 years the Panel recognizes that the decision to undergo PSA screening involves weighing 

the benefits of preventing prostate cancer mortality in 1 man for every 1,000 men screened over a decade against the 

known potential harms associated with screening and treatment. For this reason, the Panel strongly recommends 

shared decision-making for men age 55 to 69 years that are considering PSA screening, and proceeding based on a 

man's values and preferences. (Standard; Evidence Strength Grade B)

• The greatest benefit of screening appears to be in men ages 55 to 69 years.

Guideline Statement 

4: To reduce the harms of screening, a routine screening interval of two years or more may be preferred over annual 

screening in those men who have participated in shared decision-making and decided on screening. As compared to 

annual screening, it is expected that screening intervals of two years preserve the majority of the benefits and reduce 

overdiagnosis and false positives. (Option; Evidence Strength Grade C)

• Additionally, intervals for rescreening can be individualized by a baseline PSA level.

Guideline Statement 

5: The Panel does not recommend routine PSA screening in men age 70+ years or any man with less than a 10 to 15 

year life expectancy. (Recommendation; Evidence Strength Grade C)

• Some men age 70+ years who are in excellent health may benefit from prostate cancer screening.

Carter, HB at el Early detection of prostate cancer: AUA Guideline. JUrol. 2013 Aug;190(2):419-26.



The ACS recommends that asymptomatic men who have at least a 10-year life expectancy have an 

opportunity to make an informed decision with their health care provider about screening for prostate cancer 

after they receive information about the uncertainties, risks, and potential benefits associated with prostate 

cancer screening. Prostate cancer screening should not occur without an informed decision-making process. 

Men at average risk should receive this information beginning at age 50 years. Men in higher risk groups 

should receive this information before age 50 years. Men should either receive this information directly from 

their health care providers or be referred to reliable and culturally appropriate sources. Patient decision aids 

are helpful in preparing men to make a decision whether to be tested. CA Cancer J Clin 2010;60:70–98. © 

2010 American Cancer Society, Inc.

Guidelines 2016



1.PSA screening should not occur unless a man with a 10 year life expectance has given informed consent after discussing their 

prostate cancer risk and risks and benefits of PSA screening with their healthcare provider.

2.Discuss the risks and benefits of PSA screening with men older than 50 and men less than 50 with high risk of prostate cancer. 

For men who choose to be screened for prostate cancer after considering the possible benefits and risks:

• Screening is recommended with PSA with or without DRE.

• Screening should be conducted yearly for men whose PSA level is 2.5 ng/mL or greater.

• For men whose PSA is less than 2.5 ng/mL, screening intervals can be extended to every 2 years.

• A PSA level of 4.0 ng/mL or greater historically has been used to recommend referral for further evaluation or 

biopsy, which remains a reasonable approach for men at average risk for prostate cancer.

• For PSA levels between 2.5 ng/mL and 4.0 ng/mL, health care providers should consider an individualized risk 

assessment that incorporates other risk factors for prostate cancer, particularly for high-grade cancer, that may be 

used to recommend a biopsy. Factors that increase the risk of prostate cancer include African American race, family 

history of prostate cancer, increasing age, and abnormal DRE. A previous negative biopsy lowers the risk. Methods 

are available that merge this information to achieve an estimate of a man's overall risk of prostate cancer and, more 

specifically, of his risk of high-grade prostate cancer (see “Beyond Prostate-Specific Antigen: Individualized Risk 

Assessment,” below).

Guidelines 2016



New Horizons

• Low Risk: 4Kscore result <7.5%

• Intermediate Risk: 4Kscore result 7.5-19% 

• High Risk: 4Kscore result ≥20%

LIMITATIONS AND EXCLUSIONS:

Do not use the 4Kscore Test for a patient:

• With a previous diagnosis of prostate cancer.

•  That has received a DRE in the previous 96 hours (4 days) before phlebotomy. A DRE performed after

the phlebotomy is acceptable.

•  That has received 5-alpha reductase inhibitor (5-ARI) therapy, such as Avodart® (dutasteride) or

Proscar® (finasteride), within the previous six (6) months.

•  That has undergone any procedure or therapy to treat symptomatic BPH or any invasive, urologic

procedure that may be associated with a secondary PSA elevation prior to phlebotomy within the previous six (6) months.

Suspicion of 

malignancy 

based on 

abnormal 

PSA or DRE.

Low Risk 4Kscore 

Result of <7.5%

Moderate or High 

Risk 4Kscore Result 

of ≥7.5%

Continue to follow.

Consult or refer 

to urologist for 

biopsy.

PHI, p2PSA, Free PSA,  4 kallikrein assay



Prostate cancer incidents rates can vary among all men according to geography and 

culture.

It is not Scientific Fact that Darker skin innately increases the risk of Black American 

men developing prostate cancer.

Biological Distinct Human Races Do Not Exist. 

Black Americans in the U.S. have higher incidence and mortality in a 

variety of cancers.

Public health data and other studies suggest cultural and environmental causes 

may be responsible for much of the disparity.

The genes of American Black men are not predominantly responsible for the 

disparity in cases of prostate cancer. 

Keep this in Mind

Don't believe the hype!

Conclusion 

DO NOT TELL YOUR BLACK MALE PATIENTS THAT THEIR DNA IS THE PROBLEM.



=

Assuming 

because your 

patient is born

Pseudoscience 

Higher incidence 

Prostate Cancer 

and Cancer 

Mortality

Destined

Prostate Cancer risk is mostly acquired.



Men

=

Increased risk of prostate cancer and poor health outcomes

American

Dark Skin

Consequences Cultural/Social Position and Environmental Exposures

Disparities in health and health outcomes. 



• Prostate Cancer is prevalent and American Black men are diagnosed and die with prostate cancer disproportionately.

• We can have a great impact now by treating patients as individuals while assessing and discussing their risk. 

• Do not assume nor treat Black men like the increased risk of prostate cancer is mostly due to their DNA, it's most likely due

to the affect of the environment and society/culture on their bodies.

Focus on decreasing possible acquired risk factors.

Discuss screening with those at high risk.

Test high risk patients per AUA/ACS guidelines.

Refer them to urology as soon as possible if needed.



Don't Miss It.

to have an impact



Disclosures

NONE
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