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Educational Objectives: 
 
1. Review the commonly recommended screening guidelines and options for colorectal 

cancer (CRC) and understand the advantages and disadvantages of each 
2. Counsel patients on CRC screening while adhering to the principles of shared decision-

making  
3. Identify patients with increased CRC risk who may benefit from earlier initiation of CRC 

screening 
4. Interpret findings on screening colonoscopy and review recommendations for timing of 

interval surveillance based on screening results 
 
 

CASE ONE: 

 
Ms. Wolf is a 52-year-old new patient who comes to see you to discuss colon cancer 
screening. She has a history of hemorrhoids but is otherwise healthy and does not take any 
medications. She has no known family history of cancer or colonic polyps. She shares that 
her previous provider had done a stool test to screen for colon cancer when she turned 50, 
but she isn’t sure which test type it was. The test was negative. She has heard things about 
different screening test types but isn’t sure what to do because she has seen news about new 
guidelines and tests. 
 

 
Questions: 
 

1. Describe major CRC screening guidelines, highlighting their similarities and 
differences. 
There are three major CRC screening guidelines used in the U.S.: United States 
Preventive Services Task Force (USPSTF) (USPSTF, 2016), American Cancer Society 
(ACS) (Wolf, 2018), and the U.S. Multi-Specialty Task Force on Colorectal Cancer 
(MSTF) (Rex, 2017). Each is discussed in brief below. 
 
USPSTF: 
The USPSTF released an updated recommendation statement for CRC screening in 2016 
(USPSTF, 2016). It issued an “A” grade for screening average-risk, asymptomatic adults 
starting at age 50 years and continuing until age 75. It issued a “C” grade for screening 
adults 76-85 years of age, stipulating the greatest benefit in this age group would be for 
those never screened before and stating that the decision should be an individual one 
based on a patient’s health and prior screening history. In a departure from its typical 
approach of writing guidelines, USPSTF did not promote any one screening modality, 



instead summarizing that “Multiple screening strategies are available to choose from, 
with different levels of evidence to support their effectiveness, as well as unique 
advantages and limitations, although there are no empirical data to demonstrate that any 
of the reviewed strategies provide a greater net benefit” (USPSTF, 2016).  
 
USPSTF divides screening tests modalities into two groups: stool-based tests and direct 
visualization tests. Stool-based tests include: guaiac-based fecal occult blood test 
(gFOBT) every year, fecal immunochemical test (FIT) every year, or a multitargeted 
stool DNA test (FIT-DNA) every one or three years.  As of November 2018, 
Cologuard® is currently the only FDA-approved FIT-DNA test. Direct visualization test 
includes: colonoscopy every 10 years, CT colonography every five years, flexible 
sigmoidoscopy every five years, and combined flexible sigmoidoscopy every 10 years 
with FIT every year. Of note, it concluded that there was not enough evidence to include 
the serological circulating methylated SEPT9 (Septin9) DNA test. USPSTF also excluded 
in-office digital rectal exam, double contrast barium enema (DCBE), capsule endoscopy, 
and magnetic resonance colonography; the last two were excluded because much of the 
existing research pertains to the test as a diagnostic test as opposed to a screening test 
(Lieberman, 2012). Screening in-office digital rectal exam and DCBE are not 
recommended due to concerns with inadequacy of evaluation of the colorectal tract with 
the former and poor sensitivity for the latter compared with CT colonography. 
 
ACS: 
ACS released updated CRC screening guidelines in 2018 (Wolf, 2018). The organization 
issued a “qualified recommendation” to start screening for asymptomatic, average risk 
adults at age 45, and a “strong recommendation” for adults 50 years and older.  
Additional “qualified recommendations” include: average-risk adults in good health with 
a life expectancy of more than 10 years continue CRC screening through the age of 75 
years; individualized decisions for adults 76-85 years based on patient preferences, life 
expectancy, health status, and prior screening history; and discouraging individuals older 
than 85 years from continuing screening. To arrive at a “qualified recommendation” to 
begin at 45 years old, researchers for the ACS used the three Cancer Intervention and 
Surveillance Modeling Network (CISNET) CRC microsimulations that the USPSTF used 
to inform its 2016 CRC screening guidelines; however, ACS updated two of those 
models with more recent data than USPSTF had in 2015, new data that showed 
increasing CRC incidence in adults under 55 years. ACS notes that a “qualified 
recommendation indicates there is clear evidence of benefit (or harm) but less certainty 
either about the balance of benefits and harms or about patients’ values and preferences, 
which could lead to different individual decisions.” 
 
Limited data on screening test performance among those 45-49 years old and nuances in 
microsimulation model assumptions are among the reasons the 45- to 49-year-old 
screening age was “qualified.” Readers are encouraged to read these guidelines (Wolf, 
2018) for a more in-depth discussion. 
 
Similar to USPSTF, ACS recommends the same CRC screening modalities for average-
risk, asymptomatic adults and places them into two categories: stool-based tests and 
structural examinations. For stool-based tests, it recommends FIT every year, high-



sensitivity, guaiac-based fecal occult blood test every year, or multitarget stool DNA 
(FIT-DNA) test every three years. For structural examinations, it recommends 
colonoscopy every 10 years, CT colonography every five years, or flexible 
sigmoidoscopy every five years. 
 
MSTF: 
The MSTF, representing the American College of Gastroenterology, the American 
Gastroenterological Association, and The American Society for Gastrointestinal 
Endoscopy, released updated CRC screening guidelines in 2017 (Rex, 2017). This task 
force recommended that screening start at age fifty in asymptomatic, average-risk adults 
(strong recommendation, high-quality evidence), “except in African Americans in whom 
limited evidence supports screening at 45 years” (Rex, 2017). MSTF also recommends 
that reasonable approaches to offering screening to patients include sequential offers of 
screening tests, offering multiple screening options, and risk-stratified screening (weak 
recommendation, low-quality evidence). An example of sequential offering would be to 
offer FIT to someone who declines colonoscopy and offer options from Tier 1 (below) 
before Tier 2, etc. They termed “risk-stratified screening” as screening that takes into 
account known CRC risks among the “average population” that include obesity, 
increasing age, and cigarette smoking, but they note that risk stratification has limited 
accuracy for screening decisions based on limited data and is not clinically feasible to 
implement currently. 
 
MSTF created a three-tiered ranking of acceptable CRC screening tests based on a 
modified GRADE (Grading of Recommendations, Assessment, Development and 
Evaluations to assess quality of evidence) framework without formal meta-analysis. Tier 
1 includes colonoscopy every 10 years or FIT every year. Tier 2 includes CT 
colonography every five years, FIT-fecal DNA every three years, or flexible 
sigmoidoscopy every 10 years (or every five years). Tier 3 includes capsule 
colonoscopy every five years. MSTF does not recommend using the Septin9 test for 
CRC screening. The published recommendation provides limited discussion on its 
evaluation of test choices. Regarding the tier 2 option of flexible sigmoidoscopy, MSTF 
favors 10-year intervals over five-year intervals applying the rationale that colonoscopy 
visualizes the colon every 10 years. The difference between the two tests is that flexible 
sigmoidoscopy is limited to evaluating the left side of the colon, and since visualization 
between the two tests is of similar modality, added evaluation of the left side of the colon 
every five years is not of clear advantage to the authors. Although it recommends capsule 
endoscopy as a tier 3 option, the FDA does not currently approve it for primary 
screening.  

  



 Key Items Common Across 
USPSTF, ACS, and MSTF 

Screening Guidelines 

Key Items Different Across 
USPSTF, ACS, and MSTF 

Screening Guidelines 

Screening Age 

All average-risk, asymptomatic 
adults 50-75 years old should 
receive a recommendation to 
undergo CRC screening at test-
specific intervals. 

 

 
ACS recommends starting 
screening at 45 years old for 
average-risk, asymptomatic 
adults, and the three guidelines 
differ as to what age to stop 
regular screening. 
 

Screening Test 
Selection 

 

Recommended screening tests 
across guidelines include: 
colonoscopy, flexible 
sigmoidoscopy, FIT, FIT-DNA 
(Cologuard®), high-sensitivity 
FOBT, or CT colonography. 

 
MSTF alone offers capsule 
endoscopy as a screening test 
option and USPSTF alone offers 
a combined flexible 
sigmoidoscopy + FOBT 
screening test option. MSTF 
ranks preferred tests in a tiered 
system while the other two 
guidelines do not rank order 
tests. 
 

Screening Test 
Interval (assuming 

normal results) 

 
Colonoscopy every 10 years, 
annual FIT or FOBT, FIT-DNA 
(Cologuard®) every three years, 
and CT colonography every 5 
years are common intervals across 
guidelines. 
 

There are slight variations on 
intervals for flexible 
sigmoidoscopy across guidelines 
and USPSTF also states FIT-
DNA (Cologuard®) every year 
or every three years. 

 
 
Additional guidelines: 
Although the USPSTF, ACS, and MSTF CRC screening guidelines are the most 
prominently used and discussed CRC guidelines, additional CRC screening guidelines 
include the American College of Physicians 2012 and the National Comprehensive 
Cancer Network 2018, which can be found through their respective organizational online 
search engines. 

 
2. Discuss the different test modalities mentioned in evidence-based screening 

guidelines. How might you counsel this patient about which CRC screening test to 
choose? 
In the public health community, a common saying about choosing CRC screening options 
is the following: the best test is the one that gets done. Colorectal cancer (CRC) is the 
fourth most common cancer site with an estimated 140,250 new cases and second leading 



cause of cancer death with an estimated 50,630 deaths in 2018 (Noone, 2018). Partially 
due to enhanced screening programs over several decades, overall incidence and 
mortality rates have decreased in recent years (Noone, 2018); however, racial/ethnic 
disparities persist (Jackson, 2016). Additionally, a 2017 study using the National Cancer 
Institute’s Surveillance, Epidemiology, and End Results (SEER) Program data has shown 
a small, but consistently rising increased absolute risk among adults 20-54 years of age 
(Siegel, 2017). Lifestyle behaviors, inherited conditions, and certain chronic diseases that 
elevate CRC risk incompletely explain this increase in early adult-onset (EAO) CRC 
cancers. These statistics lend themselves to at least two important clinical points. First, 
for adults of any age, including younger adults, CRC should be high on a differential 
diagnosis with compatible signs and symptoms. Second, for asymptomatic, average-risk 
adults, timely screening at the first available opportunity for guidelines-based CRC 
screening is essential. 
 
A number of overarching principles should frame a clinical approach to discussing 
options with the patient in this case study. First, an accurate family history should be 
obtained as early as possible paying particular attention to age of occurrence for familial 
cancers and polyp removals; it should be periodically updated (e.g., yearly); and patients 
should be primed and encouraged to take note of and share information proactively with 
their providers when a change in family history occurs. The goal of obtaining accurate 
family and personal health history is to determine who is at average risk versus at 
increased risk for CRC. Until we determine better models that more accurately 
incorporate behavioral health risks for now “increased risk” includes family history of 
CRC, genetic syndromes conferring additional risk, and inflammatory bowel diseases. 
With the information presented in this case, the patient could be presumed to be at 
average-risk, although the history of hemorrhoids might prompt further questioning as 
delays in CRC diagnosis have occurred when rectal bleeding is presumed to be due to 
hemorrhoids by either patient or clinician. Next, clinicians might decide on which 
guideline to generally adhere to for age of screening initiation for average-risk adults. 
Using shared-decision making, a reasonable approach might be to talk about 
USPSTF/MSTF and ACS recommended starting ages with patients. Regardless of the 
decision of when to start screening, all average-risk patients should be screened by or 
promptly at age 50 years old. After age of screening initiation has been chosen, the next 
step is to discuss test options.   
 
Common to the three screening guidelines discussed above, the following tests are 
discussed in more detail here: colonoscopy, fecal immunochemical test (FIT), guaiac-
based fecal occult blood test (gFOBT), flexible sigmoidoscopy, multitargeted stool DNA 
(FIT-DNA), and CT colonography. For detailed performance data on these 
aforementioned tests, readers are encouraged to review the USPSTF evidence synthesis 
prepared for its 2016 CRC screening recommendation (Lin, 2016). Three tests are not 
discussed. Double-contrast barium enema is no longer recommended as a screening 
strategy due to poorer specificity and sensitivity compared to other tests. Due to poor test 
performance, the serological test Septin9 is not recommended by any of the three main 
guidelines discussed in this chapter due to poor sensitivity. Capsule endoscopy, while 



FDA-approved for CRC screening only after an incomplete colonoscopy, is not a primary 
screening strategy at this time. 
 
Direct visualization tests such as colonoscopy and flexible sigmoidoscopy offer the 
opportunity for both prevention and early detection of CRC through polyp removal, 
although flexible sigmoidoscopy is confined to evaluating the left side of the colon and is 
increasingly less used in the United States. A small risk of perforation or infection from 
these tests should be shared with patients. For patients, preparing for these tests impose 
varying degrees of difficulty depending on life factors such as employment, childcare, 
transportation, temporarily discontinuing medications, and ability to tolerate a bowel prep 
regimen the night before the exam. These factors should be discussed during a discussion 
about test preference. Yet, these tests also allow for a longer interval between tests if 
results are normal. CT colonography is another option with similar sensitivity to 
colonoscopy. Less invasive than colonoscopy or flexible sigmoidoscopy, CT 
colonography involves a higher risk of extra-colonic findings and radiation exposure.  It 
is also important to note that a positive scan result will prompt a follow-up colonoscopy 
for further evaluation. Bowel preparation is still required. 
 
There are three categories of stool-based tests: FIT, gFOBT, and FIT-DNA. A few 
important points about stool-based testing are important to mention. First, FITs identify 
blood in the stool but are not impacted by food or medication, unlike gFOBTs. Second, 
many institutions still use low-sensitivity gFOBT tests, and this is not recommended as a 
test option. Be sure to check that the test is a high-sensitivity gFOBT if your institution 
uses gFOBT. Food and medication may result in false positive test results for gFOBT. 
The only FDA-approved FIT-DNA test currently is Cologuard®, and the test evaluates 
for altered DNA markers. FIT-DNA currently has similar sensitivity but lower specificity 
than FIT and gFOBT; however, it is completed once every three years instead of yearly. 
As a reminder, in-office gFOBT testing is no longer recommended as a CRC screening 
method. For patients to benefit from a stool-based testing strategy, it is important that 
tests are completed regularly and at the appropriate interval (annually for FIT and 
gFOBT; every three years for FIT-DNA). Please review the helpful and succinct 
summary on available stool-based tests put together by the National Colorectal Cancer 
Round Table (NCCRT, 2017). A positive stool-based test should not be repeated, and a 
follow-up screening colonoscopy should be recommended promptly.  
 
Be sure to discuss multiple screening options with Ms. Wolf and do not assume that 
because she had a stool-based test at age 50 that this is the only test that she would 
consider again. Effective office-based population-level CRC screening programs require 
a systematic approach: from test selections offered to a plan for acting on positive test 
results and also ensuring correct intervals for follow-up. While any test is better than no 
test, the benefits of screening are maximized when testing intervals are adhered to. 
Patient preference, patient supports, and an office-based screening protocol are among 
the tools to achieve a successful program in your practice and for patients like Ms. Wolf.  
 
 



3. If Ms. Wolf chooses a stool-based test and has a positive result, what should her 
clinician recommend next? 
Ms. Wolf should be referred for a screening colonoscopy next. In a 2017 paper, 
researchers conducted a retrospective analysis with data from 70,124 people and found 
that colonoscopy follow-up within 10 months compared to within eight to 30 days after a 
positive FIT was not associated with a significant risk of colorectal cancer or advance-
stage colorectal cancer (Douglas, 2017). However, colonoscopy follow-up after 10 
months from a positive FIT result was significantly associated with increased risks of 
both. There is not consensus in the U.S. clinical community about how soon a follow-up 
colonoscopy should be scheduled with regards to mortality benefit.  
 
Some health care systems recommend 60 days currently but evidence on risk/benefit for 
that time frame is insufficient. Be sure that your clinical practice protocol takes into 
account timely scheduling and following up with patients for screening colonoscopy after 
a positive stool-based test result. A positive stool-based test should not be repeated a 
second time for the purposes of determining whether a follow-up screening colonoscopy 
is warranted. All positive stool-based tests should prompt follow-up colonoscopy. 
 

4. What are potential insurance and patient cost considerations based on testing 
strategies chosen? 
Under the Patient Protection and Affordable Care Act of 2010, USPSTF A and B 
recommended preventive services, such as CRC screening, are mandated to be covered 
by insurers without cost-sharing. However, there are widespread discrepancies in 
coverage for certain situations in CRC screening. CT colonography and FIT-DNA tests 
are not universally covered at this time by insurers. Some patients may receive a bill for 
cost-sharing if a positive stool-based test preceded the colonoscopy. They may also 
receive a cost-sharing bill if polyps were removed during the screening colonoscopy 
depending on how the procedure was coded. Some patients may receive a bill for cost-
sharing if the colonoscopy was coded as “diagnostic” or “surveillance” and not 
“screening.” A “surveillance colonoscopy” occurs after a patient previously had a 
diagnosis of polyps on a prior colonoscopy. Some coding manuals consider it a subset of 
screening and other not; hence, in terms of billing, this is a grey area. Patients, primary 
care physicians, and gastroenterologists may consider looking closely at how coding was 
done in these cases and choose to advocate for patients in certain cases as the argument 
can be made that the colonoscopy following a positive stool-based test and surveillance 
colonoscopies after polyps were found on a previous colonoscopy are primarily examples 
of screening. There is ongoing lack of transparency among insurance markets nationwide 
on coverage principles using the codes related to “surveillance” vs. “screening” for 
intervals less than 10 years due to the presence of polyps on an initial or subsequent 
screening colonoscopy, and certain groups, such as the National Colorectal Cancer 
Round Table are evaluating policies and procedures in this area.  
 
Understanding the cost to patients for CRC screening tests is essential, not only because 
of the “surprise” such a bill may provide but also because of the potential impact to 
patient health if they decline subsequent screening due to cost fears. According to the 
Health Bluebook™ for U.S. zip code 06511, colonoscopy without biopsy ranges from 



$1,418 to over $5,000 and stool testing for blood from $26 to over $130. The 
Cologuard® (FIT-DNA) test is listed at $649 on the manufacturer’s website and may not 
be covered or only partially covered by insurance. For more information, talk not only 
with your patients but also coders and billers within your organization for more 
information on patients’ insurance experiences.  
 
 

CASE TWO: 

 
Mr. B is a 42-year-old man, who presents to you to establish care. He is asymptomatic and 
has no significant PMH. He tells you he is worried about his risk for colon cancer since his 
father, who is 64, was just diagnosed with colon cancer. He asks you whether he can be 
tested for colorectal cancer today. 
 

 
5. How would you advise Mr. B about when to initiate colorectal cancer screening, and 

what type of screening is most appropriate? What patient factors influence age of 
initial CRC screening and frequency of screening? 
All persons with a family history of colorectal cancer or advanced adenoma (which 
includes adenomas that are 10 mm or larger in size, contain villous elements, show high 
grade dysplasia, or any combination of these features) in a first-degree relative are at 
increased risk for colorectal cancer. That said, earlier age at diagnosis also conveys an 
even greater risk. The age cut-off used to stratify this risk is 60 years, based on 
population studies.  

• For persons with one first-degree family member diagnosed with cancer or 
advanced adenoma (based on colonoscopy or pathology report) before age 60 or 
two first-degree family members with colon cancer or advanced adenoma 
diagnosed at any age, the MSTF recommendation is to begin CRC screening at 
age 40 or 10 years earlier than the age at which the family member was 
diagnosed, whichever comes first. The recommended frequency of screening is 
every 5 years.  

• For persons with a first-degree family member diagnosed at age of 60 years or 
older, the MSTF recommends beginning CRC screening at age 40, and continuing 
screening at a routine frequency of every 10 years.  
 

It is important to assess for the possible presence of hereditary cancer syndromes in 
patients with a FH of colorectal or other cancers. Presence of familial adenomatous 
polyposis (FAP), hereditary non-polyposis colorectal cancer syndrome (HNPCC or 
Lynch syndrome), or MUTYH-associated polyposis (MAP) should guide the age and 
frequency at which CRC screening is performed. 
 
Chronic inflammation of the GI tract related to ulcerative colitis or Crohn’s disease also 
increases the risk for colorectal cancer. In persons with inflammatory bowel disease, 
CRC screening should begin eight years after disease onset and should be repeated every 
one to three years, depending on the extent and severity of disease. 



 
The screening test of choice for patients with a family history of colon cancer is 
colonoscopy. However, a recent randomized controlled trial comparing colonoscopy to 
yearly FIT testing in patients with a first-degree family member with colorectal cancer 
did not show a statistically significant difference in detection rates for advanced adenoma 
or CRC (Quintero, 2014). Thus, FIT testing should be offered to those who decline 
colonoscopy. 
 
In this case, Mr. B has a first-degree family member who was diagnosed with colon 
cancer at the age of 64. Based on the 2017 MSTF guidelines, Mr. B should have begun 
colorectal cancer screening at age 40 years. He should be encouraged to schedule a 
screening colonoscopy after a discussion of the risks and benefits. FIT testing could be 
offered as an alternative if he is not amenable to colonoscopy. 

 
 
CASE THREE: 

 
Mr. Yip is 54 years old. He returns to your office after his screening colonoscopy. The 
procedure summary cites adequate bowel preparation, cecal intubation, and successful 
removal of three polyps. The pathology report describes a 6 mm villous adenoma, 7 mm 
hyperplastic polyp, and a 4 mm sessile serrated polyp. The patient asks you what the 
pathology report means and adds, “You’re not going to make me repeat that bowel prep 
anytime soon, are you?” 
 

 
6. How would you counsel him about the colorectal cancer risk associated with 

different polyp types? What time interval would you recommend for repeat 
(surveillance) colonoscopy? 
Colonic polyps can be categorized into two main types:  

• Adenomatous polyps are the most prevalent. Histologically, they appear as 
collections of dysplastic crypts. Dysplasia can be characterized as low grade or 
high grade. Adenomatous polyps are further classified into tubular, tubulovillous, 
and villous categories based on the prevalence of elongated glandular structures, 
which form villi. Importantly, villous adenomas impart an increased risk of 
colorectal cancer compared to tubular adenomas. Overall, adenomatous polyps 
are estimated to be the precursor lesion for 70% of colorectal cancers (Baron, 
2013). 

• Serrated polyps are characterized by saw-tooth shaped crypts on histologic exam 
and are not inherently dysplastic. They typically occur proximal to the sigmoid 
colon. The molecular mechanism by which serrated polyps become neoplastic is 
thought to be hypermethylation and associated microsatellite instability, a pattern 
of molecular behavior more commonly seen in interval cancers (cancers that 
develop between screening colonoscopy and first surveillance colonoscopy). This 
raises the question of whether missed serrated polyps on screening may be 
responsible for a significant portion of interval cancers. Sessile serrated polyps (or 



SSPs) may be distinguished from traditional serrated adenomas. SSPs are attached 
directly at their base, without a stalk, and therefore have a flatter shape and may 
be more challenging to identify on endoscopic exam. Hyperplastic polyps are a 
subtype of serrated polyps that occur more distally in the colon and do not carry 
malignant potential.  
 

In addition to the histologic type, other factors that contribute to colorectal cancer risk 
include polyp size, number, and the presence or absence of dysplasia. The MSTF 
guidelines for colonoscopy surveillance provide clear recommendations for the timing of 
interval surveillance based on the findings on screening colonoscopy and can be found in 
Table 1 (Lieberman, 2012). 
 
For Mr. Yip, his highest risk finding is the villous adenoma. Despite its relatively small 
size (< 10 mm), the histologic pattern is concerning, and thus surveillance colonoscopy 
should be performed in three years. While the serrated polyp also conveys malignant 
potential, given its smaller size and the absence of dysplasia, this finding alone would 
warrant repeat colonoscopy in five years. His hyperplastic polyp is not considered to be 
premalignant. 
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CME Questions: 
 
1. You are seeing a 51-year-old man for the first time. He has never had any colorectal 

cancer screening. He reports no family or clinical history to suggest increased risk. 
What tests might you offer him? Choose the best answer: 
 

a. Colonoscopy 
b. Fecal immunochemical test (FIT)  
c. Septin9 
d. a and b 
e. All of the above 

 
 

2. You are seeing a 37-year-old healthy woman for the first time. She provides a 
detailed family history, which includes colorectal cancer in her mother and father. 
Her mother was diagnosed at age 68 years old and her father was diagnosed at age 
62. Both of her parents are still living. What CRC screening schedule would you 
recommend? 
 

a. Annual FIT testing starting at age 40 
b. Annual FIT testing starting at age 50 
c. Colonoscopy every 10 years starting at age 40 
d. Colonoscopy every five years starting at age 40 
e. Colonoscopy every five years starting at age 50 

 
 

3. Screening colonoscopy with adequate bowel preparation reveals a total of three 
polyps: a 6 mm tubular adenoma in the transverse colon, a 5 mm villous adenoma in 
the descending colon, and an 8 mm hyperplastic polyp in the sigmoid colon. Which 
of these lesions confers the highest risk for colorectal cancer? 
 

a. 8 mm hyperplastic polyp 
b. 6 mm tubular adenoma 
c. 5 mm villous adenoma 
d. None of these polyps have malignant potential 

 
  



Answers: 
 
1. d Septin9, although currently approved by FDA to look for a CRC serologic marker, is 

not recommended as a CRC screening test. The other two choices are currently 
recommended by the USPSTF, ACS, and MSTF CRC screening guideline bodies.     

2. d For patients with a family history of CRC, the first-line screening test is colonoscopy. 
This patient has two first-degree family members with colorectal cancer. The MSTF 
recommendation in this case is to begin screening at age 40 years or 10 years before 
the age of the family member’s diagnosis, whichever comes first. Additionally, 
because she has two first-degree family members affected, the screening interval 
should be every five years rather than every 10 years.    

3. c  Villous adenomas convey a higher risk of colorectal cancer than tubular adenomas. 
Though larger polyp size is also associated with an increased risk of CRC, the 
histologic findings in this case outweigh the size differential. To demonstrate this, the 
recommended surveillance interval for one villous adenoma of any size is the same as 
that for one tubular adenoma > 10 mm. Hyperplastic polyps are not considered to be 
pre-malignant. 


