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Abstract (Document Summary)

Woolf explains why doctors and patients often don't pursue colorectal cancer screening, which has proved to be effective in
saving lives. The first barrier is lack of knowledge.
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Overcoming the Barriers to Change: Screening for Colorectal Cancer

In this issue of American Family Physician, Rudy and Zdon1 review the benefits of early detection of colorectal cancer.
Citing a previously published model,2 they estimate that screening 100,000 persons with fecal occult blood testing,
sigmoidoscopy, barium enema or colonoscopy could prevent from 958 to 1,843 deaths, depending on the tests that are
used. Given these benefits, most guidelines now recommend routine screening for colorectal cancer in all persons 50 years
of age and older.

Patients, however, are less than enthusiastic about colorectal cancer screening. According to a 1997 survey,3 only 20
percent of Americans 50 years of age or older are up-to-date on fecal occult blood testing, and only 30 percent are current
on sigmoidoscopy screening. In contrast, 69 percent of women 40 years of age and older have had a recent mammogram.4

Even for physicians, colorectal cancer screening is not high on the list of clinical priorities. The fact that physicians might not
always offer an intervention known to save lives is nothing new. The same is true for use of beta blockers and aspirin after
an acute myocardial infarction, warfarin for atrial fibrillation, angiotensin-converting enzyme inhibitors for congestive heart
failure and other evidence-based measures for various conditions.5

Why would physicians and patients not pursue treatments that are known to improve health? The answer is obvious:
knowledge alone is not enough to change behavior. Behavioral change evolves from four steps: (1) knowledge, (2)
acceptance, (3) ability and (4) reinforcement. Knowledge is the awareness of new evidence or practice guidelines, and
acceptance is agreement that the proposed polity represents good care. Ability involves having the time and resources to
implement change, and reinforcement entails the use of reminder systems and other measures that maintain the practice
over times By itself, providing knowledge (e.g., publishing a review article or guideline) does little to change practice
patterns.6
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This framework helps to explain clinicians' disaffection with colorectal cancer screening. The first barrier is lack of
knowledge. Many physicians are unfamiliar with the evidence that screening reduces mortality Until recent trials
demonstrated otherwise,7 the conventional wisdom was that colorectal cancer screening had no proven benefit.
Furthermore, physicians may not know the current protocols for screening. Many assume that guaiac testing in the office,
performed on the glove used in a rectal examination, constitutes fecal occult blood testing. ( What lowered mortality in
clinical trials was the collection of six specimens at home-two samples from three consecutive stools.7) Physicians also may
know little about the effects of rehydrating fecal occult blood test cards (better sensitivity but decreased specificity, and, thus,
an increase in the probability of false-positive results and work-ups). Finally, physicians may not know which types of polyps
are premalignant or, having detected polyps on endoscopy or barium enema, which sizes require biopsy.

The next barrier is attitudinal. Physicians can know the facts about colorectal cancer screening but remain uneager to act.
For many years, colorectal cancer screening was the focus of conflicting guidelines and controversy. Not until 1996 did the
U.S. Preventive Services Task Force abandon the position that evidence was insufficient to make a recommendation. It is
not well known that this group (and most others) now enthusiastically recommends colorectal cancer screening.8 Given this
ambiguity and the dismal compliance rates of patients with regard to colorectal screening, many physicians give priority to
other preventive services (e.g., tobacco counseling, blood pressure and lipid control). Some physicians who know the data
are not impressed by the magnitude of benefit.9 For example, by one calculation, 1,374 patients must undergo fecal occult
blood testing for five years to prevent one death from colorectal cancer.10

There can also be barriers to the ability to perform effective colorectal cancer screening. Even enthusiastic physicians
cannot screen patients if they lack time, patient cooperation, office help, ease of referral to gastroenterologists or insurance
coverage. They cannot perform endoscopy skillfully without training and volume. Finally, reinforcement is critical. Screening
cannot be effective if measures are not in place to remind physicians when patients are due for screening or if physicians
forget to act on abnormal results.

The same framework explains patient behavior. Knowledge is the first problem. Some Americans have never heard of
colorectal cancer, let alone the screening measures for this malignancy. Although breast cancer claims 11,000 fewer lives
each year,11 it is perceived as being more deadly than colorectal cancer. Attitudes pose an even bigger barrier for patients.
They find fecal occult blood testing distasteful, and they anticipate discomfort and embarrassment with endoscopy or barium
enema. Those who want to be screened may lack ability. Reading and language barriers can make instructions useless.
Older patients with poor vision or manual dexterity cannot collect stool specimens. Limited insurance and lack of access to
physicians can create further impediments. Finally, patients need reinforcement. Few patients remember, five years hence,
that it is time for another sigmoidoscopy. Reminders from the physician who performed the test help little if the patient has
moved or, as occurs frequently in managed care, has acquired a new physician.

The secret to changing behavior lies in recognizing the barriers that apply and crafting smart solutions to address them.5,6
In promoting colorectal cancer screening, it is worth remembering that no single test is ideal. The data cited by Rudy and
Zdon,1 which suggest that colonoscopy and barium enema save more lives than fecal occult blood testing or sigmoidoscopy,
was derived from mathematical models.2 The only direct trial evidence that screening reduces mortality involves fecal occult
blood testing.7 The evidence for sigmoidoscopy comes from casecontrol studies.12 Given the prevalence of premalignant
polyps and cancers in the proximal colon, it seems logical that whole-bowel examinations would save more lives, but this
has not been proved. Furthermore, each screening test has a different mix of potential harms, discomforts and costs that
influence its acceptability.

The "best" choice depends on patient pref erence. One group of investigators13 found different patient preferences for
colonoscopy (38 percent), fecal occult blood testing (31 percent), barium enema (14 percent) and sigmoidoscopy (13
percent). Other investigators14 found that preferences for fecal occult blood testing and sigmoidoscopy changed as patients
received more information. When patients were given general descriptions of the disease and screening tests, their order of
pref erences was fecal occult blood testing (45 percent), both tests (38 percent) and sigmoidoscopy alone (13 percent).
However, when they learned about test accuracies, more patients preferred both tests (47 percent), and fewer wanted fecal
occult blood testing alone (36 percent). When patients were told about out-of-pocket costs, preferences for fecal occult blood
testing alone rose to 53 percent, and requests for both tests fell to 31 percent.

Given these variations, most guidelines urge physicians to discuss the options with patients before settling on the ideal
screening protocol.15 Offering such counseling in busy practices is not easy, as noted in a previous AFP editorial,16 and
deserves greater research attention.
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