TO THE EDITOR:

I was happy to see that in the March issue your publica-
tion addressed the issue of screening for colorectal cancer
in asymptomatic patients.' Now that the new legislation is
in place, it is important that people know the facts about
screening options.

The one very disappointing aspect of the article was the
information on page 433. Table 1 indicates that for asymp-
tomatic patients, the only options are fecal occult blood
testing every year, flexible sigmoidoscopy every five years,
and a colonoscopy for a positive screening test. This table
leaves out the double contrast barium enema (DCBE) as a
screening alternative. The new legislation clearly states
that the only way to visualize the entire colon in asympto-
matic patients is with a DCBE. A physician can order a
flexible sigmoidoscopy or a DCBE, not both. Colonoscopy
is not indicated for asymptomatic patients. The American
Cancer Society and the US Preventive Services Guidelines
include the DCBE for asymptomatic patients. For any
screening program to be effective, physicians must have all
the information. You do your readers a disservice by not
giving all the available options.

It would be very helpful if a letter to the editor or clinical
note is published informing your readers on all of the
options available.

Steve Carden
Director, Professional Relations

International Academy of Digestive Health
New York, NY

1. Bond JH, Levin B. Screening and surveillance for colo-
rectal cancer. Am J Man Care 1998;4:431-437,

AUTHOR’S REPLY:

We appreciate Mi. Carden’s comments about our re-
view,' and we agree that it is important that people know
the facts about screening options. Mr. Carden incorrectly
states, however, that the recommendations for screening
for colorectal cancer of the average-risk population listed in
Table 1 are the “only options for screening” provided by
our review. We designed this table to present only the
first-line strategy for screening that is recommended in all
three of the cited evidence-based guidelines. These rec-
ommendations are suppoited by direct evidence in the
form of either prospective randomized controlled trials or
high quality case-control studies. He is correct that screen-
ing by barium enema or colonoscopy are included as op-
tions in the guidelines developed by both the GI Societies
Consortium and the American Cancer Society.”* He is
incorrect, however, in stating that the US Preventive Serv-
ices Guidelines include a recommendation for double con-
trast barium enema screening of asymptomatic patients.”

Our review does recognize the other options for screen-
ing discussed by Mr. Carden. The text that accompanies
Table 1 states that “other recommended screening alter-

Jokn H. Bond, MD

natives that currently are supported only by indirect evi-
dence may be offered to patients as an option. These
include colonoscopy every 10 years or double contrast bar-
ium enema every 5-10 years.” The Secretary of the De-
partment of Health and Human Services has ruled that
Medicare will allow for double contrast barium enema
screening to be substituted for the recommended flexible
sigmoidoscopy in circumstances where an average-risk pa-
tient may not tolerate the latter. In these cases, a written
request for the X ray alternative must be made by the
patient’s physician.

Our primary recommendation regarding the diagnostic
evaluation of a patient with a positive screening fecal occult
blood test or flexible sigmoidoscopy is also consistent with
current guidelines. We recommend that this evaluation be
performed “usually with colonoscopy” because that is the
diagnostic procedure used in the US fecal occult blood
screening trials that demonstrated a 33%-43% reduction in
mortality from colorectal cancer.>® In addition, scudies have
shown that colonoscopy is more accurate than double con-
trast barium enema for detecting smaller polypoid lesions
in the colon, and it allows biopsy of suspicious lesions and
resection of most premalignant polyps at a single sitting
with a single bowel preparation.’

Bernard Levin, MD

Minneapolis, MN Houston, TX
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