
Workshop #3 – Colorectal Cancer Cases 

Case One 

 
A 35 year old woman sees you as she is worried about her risk of colon cancer. She has no symptoms 
(bowel habits regular, no rectal bleeding, no abdominal pain) and is otherwise healthy. She is concerned 
as her father was just diagnosed at age 60. 
 
Discussion Point 1 
 
Is there any further history required? 
 
-Family history of colon cancer? Any other first degree relatives? Age of affected relatives 
-Family history of advanced adenomas? A family history of polyps by themselves is not enough to 
increase risk. Emphasize the most polyps are low risk adenomas or hyperplastic. While it may be more 
difficult to obtain, try and assess whether the family member had advanced adenomas (path and 
endoscopy report). High risk adenomas (>1cm, 3+ adenomas, villous elements, high grade dysplasia) 
-Lynch associated cancers? (Endometrial, ovarian, stomach, small bowel, pancreatic, kidney (renal 
pelvis), hepatobiliary, ureter, or brain, as well as sebaceous gland tumours) 
-Polyposis in family? FAP is possible in this case, especially AFAP (Attenuated FAP). In the affected family 
member, were there 20-100 polyps? Associated cancers are thyroid (papillary), desmoid tumours, 
ampullary, and gastric. Very rarely, adrenal, biliopancreatic, brain/CNS, CHRPE, hepatoblastomas, etc. 
-No personal history of IBD 
 

Discussion Point 2 
 
Should she be screened at this time? What would you recommend for her? 
 
-In this case, given no other high risk family features, the recommendation is colonoscopy starting at age 
40 (given that first degree family member was ≤60 
-Can ask if the group would do a FIT test: Answer is strictly no. Patient should be referred for 
colonoscopy. A FIT would only potentially confuse the issue and delay referral.  
-In Edmonton zone, this referral would be accepted by SCOPE (once she reaches age 40). 
 
Discussion Point 3 
 
What if there was no family history? 
 
-If no family history, then she is average risk 
-Review average risk screening in Alberta (as per AMA TOP guidelines): FIT for ages 50-74, every 1-2 
years. No interval screening. 
-Recent press regarding younger colon cancers? Can refer to 2018 American Cancer Society publication. 
They gave a “qualified recommendation” to start average risk screening age 45. Still “strong 
recommendation” to start at age 50. Based on modeling data. A relative % increase in cancers was seen 
in the 45-49 age group, but the absolute change was still negligible. In Alberta, we are still following the 
AMA TOP guidelines. No GI Society in the world recommends average risk screening under age 50. 



 
Discussion Point 4 
 
What if her father was age 70 at the time of CRC diagnosis? 
 
-If the father was over age 60 at time of diagnosis, she has a lower risk of colon cancer 
-In Alberta, she can start FIT screening at age 40, every 1-2 years if the test is negative 
-FIT screening in age 40-49 should be reserved for this group (First degree relative over age 60) 
-Can discuss if two first degree relatives had CRC - age of these cases does not matter; screening for 
family members should be colonoscopy at age 40 
 
Case Two 
 
An 82 year old male comes to your office requesting colon cancer screening. He has no bowel related 
symptoms (bowel habits regular, no rectal bleeding, no abdominal pain) and only has hypertension. He 
is otherwise fit and well. He had a colonoscopy at age 74 at his request. 
 
Discussion Point 1 
 
What further history, if any, would you like? 
 
-Result of prior colonoscopy? Any screening maneuvers prior to the colonoscopy? Personal history of 
IBD? Polyps?  
-For the colonoscopy-was it high quality (hard for them to assess); in most cases, those colonoscopies 
performed within an organized screening program (SCOPE or CCSC in Calgary) have performance metrics 
captured. Was the bowel prep adequate? Cecum reached? 
-Family history - as in case 1 - Ask about first degree relatives with CRC and advanced adenomas; Can 
review Lynch related cancers. 
 
Discussion Point 2: 
Should he be screened at this time? What would you recommend for him? 
 
-If there is no family history (and no personal history of CRC or polyps), further screening is unlikely to 
benefit him 
-Given that he had prior screening and the result was negative, his chances of death from CRC are lower 
than average risk population 
-In Alberta, we allowed FIT screening in older populations, mainly for the unscreened 
-Review - risk of screening only if reasonable quality of life and life span of at least 10 years;  
-In this case, I would try and recommend no further screening - there are risks to screening (see Question 
#3); review the patients perceptions and concerns; try to assure that risk is extremely low for CRC 
-Tool to recommend to GPs: ePrognosis.org (web based tool to look at risk of screening in older age 
groups) 
 
Discussion Point 3 
 
What are the risks of screening? 
 
-Risks fall in 3 categories: Pre-procedure; Intra-procedure and Post-procedure 



    -Pre-procedure includes taking bowel prep-cases of falls and injury; dehydration; and electrolyte 
imbalances; risk increases in older age groups 
    -Intra-procedure: perforation; post polypectomy bleeding; sedation related 
    -Post-procedure: cardiovascular - increases in elderly age groups 
-Screening after age 75 substantially increases risk of screening-related complication; this is main reason 
guidelines were designed to stop at age 75; for example, risk of complication from colonoscopy almost 
doubles from age 70-74 to the 75-79 age group (5.6 to 10.3 per 1000). Screening with FIT has a higher 
positivity rate (from ~9% in age 50-60) to ~20% in over age 75. 
-Risks increase substantially if there are comorbidities; if there is a history of COPD, cardiovascular 
disease, chance of death from one of these conditions much higher than CRC in most cases 
-risks of colonoscopy related complications and general complications is increased 
-only screen, at any age, if quality of life is good; thus, should not consider long term care patients, etc 
 
Case Three 
 
A 55 year old male comes to your office with a history of rectal bleeding. Over the last 6 months, he has 
seen a few drops of bright red blood drip into the toilet bowl and has seen blood on the toilet paper. His 
stools have been harder of late, but he has not had a change in diet or weight. 
 
Discussion Point 1 
 
What further history would you like? Does he require any examination? 
 
-Can review rectal bleed history - quantity, colour, frequency, pain, duration, etc 
-Exam: Digital rectal exam should be requested from patient and documented 
 
Discussion Point 2 
 
What investigations would you request? 
 
-Bloodwork: CBC at minimum (can expand further as you see fit) 
-FIT? - not indicated in this case - Can review inappropriate use of FIT 
    -Symptomatic patient (bleeding, anemia, pain); history of IBD, proctitis (inflammatory or radiation); 
infectious colitis, etc 
    -False positives: can occur with hemorrhoids, diverticula disease or unknown 
-In this case, given the volume of bleeding and change in bowel habits, patient should be referred for 
colonoscopy (sigmoidoscopy at least) 
-In Edmonton zone, there is a new rectal bleed program (FAST) 
 
Discussion Point 3 
 
What if the patient was age 25? 
 
-in younger patients, think about other causes 
-Risk of CRC in this age group is < 1 in 5000 
-Obtain baseline bloodwork 
-Perianal and rectal examination 
-If bleeding is persistent, consider referral for sigmoidos 


