EDITORIAL

Is it time to reduce the age of
screening for colorectal cancer?

Oliver Waddell, Tamara Glyn, Frank Frizelle

he incidence of bowel cancer in people
T aged under 50 in Aotearoa New Zealand

is increasing. This is part of a world-
wide trend that is occurring despite the overall
incidence of bowel cancer decreasing in many
countries.’? From 1995 to 2012, colon cancer in
New Zealand men aged under 50 increased by
14%, and the incidence of rectal cancer increased
by 18% in men and 13% in women aged under 50.°
This finding is consistent with other studies from
Australia, the United States, Canada, the United
Kingdom, France and Asia, which all show a rapid
increase in early-onset bowel cancer.'*® In the
United States, the incidence of early-onset bowel
cancer has doubled since the 1990s and by 2030 it
has been estimated that more than one in 10 colon
cancers and nearly one in four rectal cancers will
occur in people aged under 50.4%°

Early-onset bowel cancer is different in many
ways to late-onset bowel cancer. There is a
different distribution within the colon, with
early-onset cancer often occurring in the distal
bowel involving the rectum, rectosigmoid and
sigmoid colon. Patients with early-onset bowel
cancer also tend to present with more advanced
disease, have a more aggressive histopathology
with more poorly differentiated cancer and are
more likely to have lymphatic and peri-neural
involvement.>51° Despite this, stage for stage they
tend to have a better prognosis.

The aetiology of this epidemiological change is
unknown;!! however, it is likely to be an environ-
mental influence, and likely associated in some
way with the gut microbiota and their interaction
with the gut mucosa.'*"'* With regard to early-onset
colorectal cancer (EOCRC), individuals born after
1960 have an increased risk compared to previous
generations,'” suggesting that shared risk factors—
common across a generation—are likely to be
contributing. A wide variety of loosely associated
factors have been suggested to explain this trend,
such as changing trends in obesity, sedentary life-
styles, smoking, Westernisation of diets and/or the
use antibiotics in early life;? the contraceptive pill in
the late 1950s'® is another potential risk factor, as is
the increasing level of microplastics in the environ-

ment.'”* However, as yet, no proven causal relation-
ship to any specific factor has been established.?

Countries that have screening starting at age 40
seem to have avoided the impact of this shift. While
direct data to show that screening populations
under 50 will reduce EOCRC are lacking, there are
some observational data that support this claim. A
review of international trend in EOCRC incidence
rates across five continents found only three
countries where the incidence rates were decreas-
ing.?! Two out of these three countries (Italy and
Austria) have been screening patients from the
age of 40 or 44 since the 1980s.% In recent years
(2003-2016), while Austria has seen rising rates of
colorectal cancer (CRC) diagnosed under the age
of 35, they have ongoing decreases in incidence
of all age groups aged 45 and over, which may be
evidence that the lower age of bowel screening
is preventing the same rise across EOCRC inci-
dence seen elsewhere.?® Likewise, when looking
at alarge review of international trends in bowel
cancer screening, the only other two countries
who have also been screening people down to the
age of 40 are China and Japan,? neither of whom
have seen a statistically significant increase
in EOCRC incidence in recent years.?® A large
systematic review including data on over 50,000
average risk screening colonoscopies found that
the rates of finding CRC in patients aged 45-49
was very similar to in those aged 50-59 years,
and concluded that expanding screening to this
population could result in a similar impact on
CRC outcomes.*

Currently, the National Bowel Screening
Programme is only open to people aged 60-74,
whereas most countries with programmes
begin screening for bowel cancer at age 50. The
American Cancer Society recommends that
screening should begin at age 45.2 A modelling
study from the United States preventative task
force concluded that screening from age 45 is cost
effective and results in an additional 22-27 life
years gained per 1,000 people screened.?

If the age of eligibility for screening in New
Zealand were lowered to 40 or 45 it would be likely
to result in a proportional decrease in the diagnosis
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of EOCRC, as seen in countries with a lower age
of screening. This is particularly important for
Maori, as 30% of bowel cancer in Maori females
and 25% in Maori males occurs before age 50.7
Unpublished data describing the trends of all
EOCRC incidence here in New Zealand over the
past 25 years from 1995-2020 found that 45% of
all EOCRC diagnosed were in the oldest 5-year age
bracket of 45-49, meaning almost half of EOCRC

may either be prevented or diagnosed earlier if
screening was lower to 45, and more so if reduced
to 40. Until the cause of this avalanche can be
identified and addressed, we must act to mitigate
the consequences. Lowering the screening age
is the most effective tool we have to combat this
epidemic. This simple action would improve
equity and outcomes for all New Zealanders.
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