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Public Health Perspectives on Colorectal Cancer Screening

Introduction
Colorectal cancer (CRC) is currently the third leading cause 
of cancer death in both men and women in the United States.1 
Reports estimate that 136,830 people will be diagnosed with, 
and 50,310 people will die from, CRC in 2014. Approximately 
1 in 20 Americans will be diagnosed with CRC in their life-
times.2 Much of the improvement in CRC mortality rates has 
been attributed to improvements in treatment (12%), decreases 
in risk factors for CRC (35%) and improvements in screening 
rates (53%).1 Early detection is key with studies showing an 
approximately 90% 5-year survival rate among individuals 
whose CRC was found early and treated appropriately.3  
 This article will describe the national and state CRC burden; 
provide a brief overview of nationally-recommended screening 
options; inform the reader about national and local screening 
rates for CRC, emphasizing disparities in screening; and discuss 
the current national and local public health initiatives to reduce 
the burden of CRC.

CRC Incidence and Mortality Rates
CRC incidence in the United States increased from 1975 to 
the mid-1980s, but has declined since, with rates decreasing 
by 3.4% each year since 2001.1 In 2011, the American Cancer 
Society (ACS) estimated approximately 141,210 new cases and 
49,380 deaths due to CRC in the United States.3 This translated 
to a national age-adjusted annual incidence rate of 43.7 cases 
per 100,000 and age-adjusted mortality rate of 16.4 per 100,000 
population.4 Nationally, incidence rates are 20% higher and 
mortality rates 45% higher among Blacks.3 Also, incidence 
rates are approximately 30-40% higher in men. National studies 
report the lowest incidence rates of CRC in Asian and Pacific 
Islander populations, potentially masking substantial disparities 
within this heterogeneous grouping.1  
 In Hawai‘i, 669 deaths due to CRC occurred between 2010 
and 2012, yielding an age-adjusted mortality rate of 13.4 
deaths per 100,000, which was below the Healthy People 2020 
(HP2020) target of 14.5 deaths per 100,000 persons.5,6 This rate 
represented a decrease from 17.0 deaths per 100,000 in Hawai‘i 
between 2001 and 2003. However, disparities in mortality rates 
exist within Hawai‘i by geography, sex, and race-ethnicity. 
By county, the highest rate of CRC deaths occurred in Kaua‘i 

whereas Honolulu had the lowest rate. Males in Hawai‘i had 
higher death rates from CRC than females.5 The most serious 
disparities in mortality due to CRC in Hawai‘i are attributable 
to race-ethnicity; between 2010 and 2012, the CRC death rate 
in Native Hawaiian and Other Pacific Islanders was nearly four 
times the rate among Whites. In comparison, deaths among 
Asian and Blacks in Hawai‘i were only slightly higher than in 
Whites (Table 1).5 

Efficacy of Screening for CRC
Although among the most frequently detected and fatal cancers 
in the United States, colorectal cancers are also very prevent-
able and treatable.7 As a disease with a protracted course, early 
detection of pre-cancerous polyps or lesions is key to reducing 
rates of mortality. Screening is highly recommended, and full 
implementation of screening would save an estimated 18,800 
lives in the United States per year.8 

Table 1. Age-Adjusteda Colorectal Cancer Mortality Rates per 
100,000 Residents in Hawai‘i, 2010-2012

Category Mortality Rate 
(deaths per 100,000)

Overall 13.4
County
 Honolulu 12.9
 Maui 15.4
 Kaua‘i 17.5
 Hawai‘i 13.7
Sex
 Male 16.4
 Female 11.1
Race-Ethnicity
 White 11.6
	 Native-Hawaiian	and	Other	Pacific	Islander 40.5
 Asian 13.2
 Black or African-American 17.1

Source:	Hawai‘i	Health	Data	Warehouse:	Hawai‘i	State	Department	of	Health,	Office	
of Health Status Monitoring Hawai‘i Vital Statistics, 2010-2012. 
aRates are age-adjusted to the 2000 US standard population.
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 Recent data has shown that screening is the most important 
contributor to the decline in CRC incidence and mortality at the 
national level.9 Randomized controlled trials have demonstrated 
that eliminating healthcare disparities in CRC screening and 
treatment can eliminate disparities in outcomes between race 
groups.9 A recent study suggested that as much as 42% of the 
racial disparity in colorectal cancer incidence, and 19% of the 
disparity in colorectal cancer mortality between Whites and 
Blacks in the United States could be attributed to differences 
in screening between the two groups. Additional disparities in 
mortality were attributable to differences in treatment between 
race groups. Together, disparities in screening and treatment 
explained over 50% of the differences in CRC mortality between 
Whites and Blacks.9 
 Notably, the State of Delaware eliminated racial disparities 
in CRC mortality by offering universal screening and treatment 
for CRC.1 Given the effectiveness of screening, increasing the 
proportion of adults receiving CRC screening based on the 
most recent US Preventive Services Task Force (USPSTF) 
guidelines is recognized as a Leading Health Indicator by the 
US Department of Health and Human Services.10 
 From a public health perspective, improving screening lev-
els in the population is critically needed in order to eliminate 
disparities in CRC mortality, and reduce the overall disease 
burden on society.

Screening Recommendations for CRC
The national screening recommendations for CRC have under-
gone several revisions; in 2008, two slightly different guidelines 
strongly urging screening were issued by the USPSTF and by 
a joint task force comprised of the ACS, US Multi Society 
Task Force (MSTF) on CRC, and the American College of 
Radiology (ACR) (ACS-MSTF-ACR) (Table 2).8,11 Of these, 
the USPSTF guidelines for CRC were adopted by the Centers 
for Disease Control and Prevention (CDC) and were included 
in the Affordable Care Act (ACA). The reader is referred to 
the ACS-MSTF-ACR guidelines for further information on 
screenings that are either not recommended or not addressed 
by USPSTF.11 

 The USPSTF guidelines recommend routine screening for 
average-risk adults aged 50-75, screening as needed for adults 
aged 76 to 85 years, and no screening in adults older than 85 
years.8 Recommended screening tests include stool based tests 
(high-sensitivity fecal occult blood tests [FOBT] and fecal im-
munochemical test [FIT]), and visual inspection of the colon 
using flexible sigmoidoscopy (FSIG) and colonoscopy. For 
screening recommendations for adults of all ages at increased 
risk for CRC based on family or personal history, the reader is 
directed to three excellent reviews.12-14  
 Stool-based tests have low up-front cost, do not require bowel 
preparation, and do not have safety concerns.15 Both guaiac 

Table 2. Colorectal Cancer (CRC) Screening Recommendations and Covered Preventive Services for Asymptomatic Adults Aged 50 to 
75 in Hawai‘i

CRC Screening Recommendations Covered Preventive Services in Hawai‘i
CRC Screening Option US Preventive Services 

Task Force (USPSTF)
ACS-MSTF-ACRa,b Medicarec Hawaii Revised Statute 

(§ 431:10A-122)
Affordable Care Act 

Colonoscopy Every 10 years Every 10 years Covered every 10 
years or 4 years after a 
sigmoidoscopy.  No age 

restrictions. 

Covered according to 
USPSTF 

recommendations

Covered according to 
USPSTF 

recommendations

Flexible Sigmoidoscopy Every 5 years, combined 
with high sensitivity FOBT 

every 3 years

Every 5 years                               Covered every 4 years or 
10 years after a 

colonoscopy for routine 
screening with.  

Restricted to individuals 
50 years or older.

High Sensitivity Fecal 
Occult Blood Test

Every year Every year Covered every year. 
Restricted to individuals 

50 years or older.
Fecal	Immunochemical	

Test
Every year Every year Covered every year. 

Restricted to individuals 
50 years or older.

Double Contrast Barium 
Enema 

Not addressed Every 5 years                               Covered ever 4 years 
with co-pay.  Restricted 
to once every 4 years 

for individuals 50 years 
or older.

Not covered Not covered

Computed Tomographic 
Colonography

Not recommended Every 5 years                                Not covered Not covered Not covered

Stool DNA Test Not recommended Recommended, 
frequency not determined

Not covered Not covered Not covered

aGuidelines developed by the American Cancer Society, Multi-Society Task Force on CRC, and the American College of Radiology
bApplies to all adults 50 years and older
cSource: Colorectal cancer screenings. Medicare.gov
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FOBT (gFOBT) and FIT can detect small quantities of blood in 
stool, but are limited in sensitivity for CRC detection because 
bleeding is often intermittent, and is a symptom only of larger 
polyps and cancerous tumors.11 gFOBT tests require dietary 
restrictions prior to testing (such as avoidance of foods rich in 
vitamin C to minimize false-negatives), and the collection of 
multiple consecutive stool specimens. Reported sensitivities of 
gFOBT tests range from 37% to 79%; recently developed tests 
such as the Hemoccult SENSA have higher sensitivities, but at 
the cost of specificity.11 Both USPSTF and ACS-MSTF-ACR 
guidelines note that stool testing is efficacious only if performed 
annually: fewer than 1 in 2 cases of cancer are successfully 
detected with one-time testing.8,11 The ACS-MSTF-ACR further 
cautions the need to adhere to the recommended test protocol, 
given the loss in sensitivity that results from improper testing 
in patients undergoing fecal screening tests.11 Both guidelines 
emphasize that positive tests must be followed up with colo-
noscopies.8, 11 Stool DNA (sDNA) tests are recommended by 
ACS-MSTF-ACR guidelines, but not by USPSTF at this time 
due to insufficient evidence.8,11

 Screening tests that are able to detect adenomatous polyps 
and CRC involve structural examination of the colon through 
direct visual inspection using sigmoidoscopy or colonoscopy, 
and indirect imaging using Double-Contrast Barium Enema 
(DCBE) and Computed Tomographic Colonography (CTC). 
These tests are generally more expensive and require bowel 
preparation; they have variable sensitivities largely attributed 
to differences in the quality of the examination performed.3,11,15 
DCBE and CTC are recommended by ACS-MSTF-ACR guide-
lines, but either not addressed (DCBE) or not recommended 
(CTC) by USPSTF at this time due to insufficient evidence.8,11

 Flexible sigmoidoscopy (FSIG) visually examines the lower 
half of the colon; sedation is not required, allowing the procedure 
to be performed on an outpatient basis. However, the lack of 
sedation is associated with more discomfort and reluctance to 
re-test among patients. FSIGs have been associated with a 60-
80% reduction in CRC mortality for the portions of the colon 
that are screened.3,11 Nevertheless, up to 30% of cases with 
advanced neoplasia are not detected, since sigmoidoscopies 
do not inspect the proximal colon where up to 42% of all CRC 
tumors are located.1,15 Disparities in detection may be more 
pronounced among women, certain race-ethnicity groups and 
persons of advanced age, in whom proximal colon neoplasia 
is more common.11,15 Serious complications occur in 3.4 per 
10,000 procedures. Positive tests require follow-up with colo-
noscopy.8 A 5-year interval for FSIG is recommended by both 
the USPSTF and ACS-MSTF-ACR.8, 11

 Colonoscopy enables full, direct, visual inspection of the 
entire colon, and is among the most commonly performed 
medical procedures in the United States.3,11 Because sedation is 
offered, patients who undergo sedated colonoscopies are twice 
as willing as those who undergo unsedated FSIGs to return for 
follow-up screening. An important benefit is the potential for 
simultaneous polypectomies, eliminating the need for addi-
tional procedures.11 Although considered the gold standard for 

CRC screening, colonoscopies miss between 6-12% of large 
adenomas, and 5% of cancer. A cohort study revealed a 72% 
decrease in 10-year incidence of CRC among patients receiv-
ing colonoscopies, with detection failures accounting for the 
majority of incident cases.11, 15 The procedure is associated with 
a higher rate of serious complications such as perforations and 
hemorrhage, at approximately 25 per 10,000 procedures.8 A 10-
year screening interval is recommended by both the USPSTF 
and ACS-MSTF-ACR.8, 11 The ACS-MSTF-ACR additionally 
recommends DCBE and CTC, but at this time, these tests are 
not recommended by the USPSTF; nevertheless, DCBE is 
covered by Medicare.8,11,16  
 Because of the availability of several comparably efficacious 
screening techniques, each with its own risks and benefits, the 
USPSTF recommends patient engagement in the selection of 
an acceptable form of screening for CRC.8 This is an important 
consideration given that fear and concerns about the bowel 
preparation are the most cited reasons among patients for not 
getting screened for CRC.17 Accordingly, the HP2020 indicator 
for CRC screening is defined as the number of persons aged 
50 to 75 years who have had a blood stool test in the past year, 
a sigmoidoscopy in the past 5 years and blood stool test in the 
past 3 years, or a colonoscopy in the past 10 years.18

CRC Screening Rates
Nationally, 59.2% (National Health Interview Survey, 2010) 
of adults aged 50-75 years old received CRC screening based 
on the most recent USPSTF guidelines, a rate lower than the 
HP2020 target for this indicator, 70.5%.19 Moreover, dispari-
ties in cancer screening by age, sex, race-ethnicity, educational 
level, household income, and health insurance status have been 
documented at the national level.20 
 In 2012, Hawai‘i’s self-reported screening prevalence was 
61.1% (Behavior Risk Factor Surveillance System, 2012) 
among those 50-75 years of age receiving CRC screening based 
on the most recent USPSTF guidelines, a rate comparable to 
the national average, but still substantially behind the HP2020 
national target.21 Disparities in screening exist in Hawai‘i, with 
lower rates among Native Hawaiians and Filipino populations, 
and among those with lower educational or higher poverty 
statuses (Table 3).21 

National Public Health Efforts in CRC
Prevention
Over the past two decades, the CDC has collaborated with state, 
tribal, and territorial health departments and various organiza-
tions to reduce morbidity, mortality, and health disparities as-
sociated with CRC. CDC’s efforts to address the national cancer 
burden focus on conducting cancer surveillance, increasing 
access to screening, improving health outcomes for people liv-
ing with cancer, and providing the evidence for and evaluation 
of policy and environmental approaches to reducing cancer.22 
 The CDC’s early public health efforts in cancer prevention 
and control focused on tobacco, surveillance, and the preven-
tion and early detection of breast and cervical cancers.23 In 
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Table 3. Colorectal Cancer Screening Rates in Hawai‘i Among 
Adults Aged 50-75 years, 2012

Category Screening Ratesa

% (95% C.I.)
Overall 61.1 (58.6-63.7)
County
 Honolulu 63.3 (59.9-66.8)
 Maui 56.5 (50.1-62.9)
 Kaua‘i 57.9 (51.2-64.7)
 Hawai‘i 57.6 (52.4-62.9)
Sex
 Male 60.8 (57.2-64.4)
 Female 61.5 (57.8-65.1)
Race-Ethnicity
 Caucasian 64.2 (61.0-67.5)
 Native Hawaiian 55.8 (48.7-62.9)
 Filipino 53.6 (44.3-62.9)
 Japanese 68.9 (64.1-73.6)
Highest Educational Level
 High school 55.4 (50.2-60.6)
 Some college 64.2 (59.8-68.7)
 College degree or more 68.7 (65.4-72.0)
Federal Poverty Level (FPL)
 0-130% FPL 50.4 (41.4-59.3)
 131-185% FPL 59.4 (50.2-68.7)
 186+% FPL 68.9 (65.6-72.3)

aProportion of adults between 50-75 years old who reported receiving CRC screenings 
that met the USPSTF guidelines in 2012.  (Source: Hawai‘i Health Data Warehouse: 
Hawai‘i Behavioral Risk Factor Survey, 2012) 
Note: Risk status of adults is not assessed as part of the survey.

2009, the CDC initiated the Colorectal Cancer Control Program 
(CRCCP). Hawai‘i was not among the 29 grantees (states and 
tribal organizations) who received CRCCP funding to screen 
uninsured and underinsured adults and promote CRC screening 
at the population level. The goal of the CRCCP is to increase 
population-level screening rates to 80%.24

 In addition to the CDC-funded programs such as the CRCCP, 
other campaigns and efforts spearheaded by national public 
health and cancer agencies also strive to reduce CRC incidence 
and mortality.25 Organizations such as the ACS support the 
National Colorectal Cancer Roundtable (Roundtable), a na-
tional coalition of public, private, and voluntary organizations 
whose mission is to advance CRC control efforts by improving 
communication, coordination, and collaboration among health 
agencies, medical professional organizations, and the public.26 
The ultimate goal of the Roundtable is to increase the use of 
proven CRC screening tests among the entire population for 
whom screening is appropriate and spearhead a national effort 
to ensure screening of 80% of at-risk individuals for CRC by 
2018.27 

State Public Health Efforts in Colorectal 
Cancer Prevention
In Hawai‘i, many organizations have collaborated to improve 
colorectal cancer screening efforts. With support from the De-
partment of Health’s Hawai‘i Comprehensive Cancer Control 
Program (HCCCP), a statewide group of over 200 dedicated 
health organizations, key stakeholders and individuals have 
worked as part of the Hawai‘i Comprehensive Cancer Control 
Coalition (coalition) to develop a coordinated and comprehensive 
approach to cancer control in Hawai‘i.28 
 As a result of the coalition’s efforts, the Hawai‘i Cancer Plan 
(2010-2015) recognizes the early detection of colorectal cancer 
as a priority.29 In addition, coalition member organizations have 
implemented multiple awareness and education initiatives; used 
multi-media campaigns and educational materials to promote 
colorectal cancer screening to the public, community health 
centers, policy makers and physicians; developed and imple-
mented the Hawai‘i Colorectal Cancer Screening Education 
and Outreach Resource Guide; and supported and advocated 
for CRC legislation.30-32 A goal of the coalition has been to ad-
vocate for legislative efforts that support the development and 
implementation of a Colorectal Cancer Screening Awareness 
Pilot Program.
 A 2012 survey conducted by the National Colorectal Can-
cer Research Alliance found that 31 states and the District of 
Columbia have laws requiring health insurance coverage for 
CRC screening.33 Through the efforts of the coalition, Hawai‘i 
joined these states in 2010 by passing legislation requiring 
health insurers to provide screening coverage for colorectal 
cancer.34 Subsequently, Hawai‘i received an “A” in the CRC 
Report Card for its exceptional CRC legislation requiring in-
surance providers to cover preventive CRC screenings for all 
policyholders over the age of 50, as well as those under 50 at 
high risk for CRC.33 Universal insurance coverage in Hawai‘i 
for CRC screening now includes colonoscopy every 10 years; 
FSIG every 5 years; and annual FOBT. The legislation refer-
ences the USPSTF recommendations, enabling revisions as 
needed to include coverage of future evidence-based advances 
in screening methods.34 
 ACA implementation further impacts screening for a variety 
of chronic conditions, including CRC. The law requires new 
private health plans to eliminate cost-sharing (co-payment, 
co-insurance, or deductibles) for evidence-based preventive 
measures.35 The ACA is expected to be instrumental in ensuring 
access to evidence-based cancer screenings among disparate 
populations, although its impact remains unclear at this time.

Conclusion
Despite dramatic decreases in CRC incidence and mortality 
nationally and in Hawai‘i over the past decade, disparities by 
geography, sex, race-ethnicity, educational and socioeconomic 
status remain. Multiple CRC screening options are available 
each with their own benefits and limitations, enabling patient 
engagement in choosing an acceptable screening option and 
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schedule. Substantial changes in legislation, both at the state- 
and national-levels, have increased coverage for recommended 
screening options. Nevertheless, much work remains to reduce 
the burden of CRC in Hawai‘i. 
 State public health efforts are focused on advocating for 
funding for CRC screening programs; increasing awareness of 
screening guidelines among health care providers; educating 
the public on the risks of CRC and benefits of screening; and 
implementing policy, systems and environmental approaches 
to achieving sustainable changes in CRC screening. Statewide 
efforts are also underway to implement health system changes 
that ensure timely and appropriate referrals for CRC screening, 
so that the public can access and optimally receive screenings 
for which they have insurance coverage. These activities will 
only be successful through the collaborative and coordinated 
effort of multiple partners including public health officials, 
physicians, health professionals, health plans, community health 
centers, non-profit agencies, and policy makers. 
 Ultimately, reductions in the burden of CRC in Hawai‘i will 
require comprehensive implementation of evidence-based 
cancer control interventions, both in screening and treatment, 
with an emphasis on reaching out to underserved populations 
that historically have the lowest screening and highest CRC 
mortality rates. 

 For more information about the Hawai‘i Comprehensive 
Cancer Control Coalition or to become a member, call (808) 
692-7480.
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