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with colorectal cancer who undergo potentially curative resec-

tion."® The goals of surveillance are to detect recurrent cancer
in the colon or metastatic sites before the onset of other symptoms or
signs, as well as to screen for cancers and polyps. Most guidelines rec-
ommend a combination of regularly scheduled office visits, colonos-
copy, and carcinoembryonic antigen (CEA) testing, and two meta-
analyses have reported improved long-term survival compared with
minimal follow-up.”'® However, there are no national, population-
based studies on the actual adherence to published comprehensive
guidelines, as well as on the potential use of excessive testing. We
therefore conducted the present study to determine compliance with
guideline-based surveillance recommendations as well as to describe
the potential overuse of follow-up testing in colorectal cancer survivors.

R outine postoperative surveillance is recommended for patients

Methods

The cohort was identified from a database that included tumor reg-
istry data from the Surveillance, Epidemiology, and End Results
(SEER) Program and Medicare claims data."** SEER consists of a series
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of population-based registries that capture approximately 25% of the US
population, and for patients who are age-eligible (65 years and older)
Medicare beneficiaries, inpatient, outpatient, and physician-supplier
Medicare claims are linked. Patients were included if they were diag-
nosed with adenocarcinoma of colon or rectum during years in which
oncology society guidelines were continuously available, 2000 through
June 2001.

The follow-up period of interest was from 6 months after diagnosis
through 42 months after diagnosis. Procedures within 6 months were
excluded to avoid including tests to evaluate possible postoperative
complications and routine postoperative visits. Procedures were identi-
fied through billing codes and included office visits, CEA testing,
colonoscopy, computed tomography (CT) scan, and positron emission
tomography (PET) scan.

The primary outcome of interest was adherence to professional soci-
ety guidelines for routine surveillance, such as those of the American
Society of Clinical Oncology (ASCO)** and the National Com-
prehensive Care Network (NCCN)® (Table). Because we could not

ascertain which individual set of guidelines was most likely referenced in
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. s . _ _ women) who met the study eligibility criteria were

greater use of CEA testing (ie, regional- vs local-stage, identified. We found that 92.3% of patients fulfilled
. . o surveillance guidelines for office visits, with at least two

poorly dlfferentlated \E OtllerS), bUt no more than 63'5 / o Of visits in each year of follow-up. Although statistically

. . . . significant differences were found across certain patient

a SpeCIﬁC Subgroup ﬁllﬁ]-led tlle teStlng criteria. sugbgroups, with the exception of age >80 years, tphe dif-
ferences in general were not of large magnitude.

practice, we selected a composite minimum frequency of ~ guidelines. Differences in the proportion of eligible We found that only 46.7% of patients in the study

service and procedure receipt to measure guideline patients who met guidelines for individual procedures cohort met the guideline-based recommendations for

adherence: (office visits, CEA testing, colonoscopy) as well as over- CEA testing, lower rates being associated with age >80

¢ Guidelines met: two or more office visits per year,
two or more CEA tests per year in years 1 and 2, one
or more colonoscopies within 3 years

® Excess of guidelines: patient met guidelines and
received one or more CT scans for cancers not poor-
ly differentiated and/or one or more PET scans.

All others were considered to have failed to have met

all guidelines were compared according to patient and
clinical characteristics, and a multivariable logistic
regression model was used to determine the independent
association of factors with receipt of care meeting or
exceeding guidelines (vs not meeting guidelines).

The study was approved by the Institutional Review
Board at University Hospitals Case Medical Center.

COMMENTARY

years, African-American race, and increased comorbid-
ity scores. Certain cancer-specific characteristics were
associated with greater use of CEA testing (ie, regional-
vs local-stage, poorly differentiated vs others), but no
more than 63.5% of a specific subgroup fulfilled the

Continued on page 18

Follow-up Care in Medicare Beneficiaries with Colorectal

Cancer: A Nurse’s Perspective

BY PAMELA HALLQUIST VIALE, RN, MS, CS, ANP, AOCNP

Oncology Nurse Practitioner, Saratoga, California; Department of Physiological Nursing, University of California San Francisco

Ithough reductions have occurred in the
A death rate from colorectal cancer, this tumor

type remains the third most commonly
occurring cancer for both men and women, and the
third leading cause of cancer death for both sexes.!
The majority of these cancers occur in the elderly,
with a median age at diagnosis of 71 years. Despite
this fact, the elderly do not participate in many clin-
ical trials and may also receive less than standard
therapy or guideline-based care compared with their
younger counterparts.”’

Recently, a national, retrospective chart review of
520 elderly patients treated in community practices
noted that these patients were less likely to receive
first-line doublet chemotherapy than younger
patients and that the use of targeted therapy agents,
such as bevacizumab, was much lower in the elderly
population as well.> The reasons for the treatment
disparity included the presence of comorbidities,
which could have prevented elderly patients from
being able to receive doublet chemotherapy, and the
fact that many of these older patients required hospi-
talization for their increased adverse side effects, such
as gastrointestinal complaints.? The literature indi-
cates that the elderly should not be considered for
treatment by their chronological age alone, and com-
prehensive evaluation, including assessment of the
preferences of the elderly patients themselves, is
essential in determining the appropriate treatment.*

The treatment disparities described above are pri-
marily related to concerns regarding the increased
adverse events and higher hospitalization rates asso-
ciated with chemotherapy and targeted therapy
agents in the elderly. Cooper and colleagues, how-
ever, also noted disparities in the surveillance care
of elderly patients after their initial treatment.

Surveillance guidelines included recommendations
for biomarker testing, visits to clinicians, and radi-
ographic tests or procedures. In their study, elderly
patients received carcinoembryonic antigen (CEA)
testing below the recommended guidelines and did
not undergo the recommended colonoscopy exami-
nations as frequently as recommended either.
Cooper and colleagues note that these results
reflect a large population of colorectal cancer sur-
vivors who should be receiving adequate surveillance
to determine recurrence of disease. In addition, dif-
ferences in frequency of surveillance testing were
noted in certain racial groups, such as African
Anmericans, which could affect overall survival. The
authors point out limitations to their data, such as
accuracy of procedure coding for Medicare patients
and lack of information for the reason procedures
were performed. Nonetheless, the observed dispari-
ties between the recommended frequency of testing
and the actual frequency of testing are disturbing,
and the authors recommend further study of the rea-
sons for poor adherence to guidelines in this popula-
tion as well as its potential effect on patient outcome.
Because colorectal cancer remains a common can-
cer in the elderly, clinicians, including oncology
nurses, should have increased awareness of the specif-
ic needs of this population of patients. The National
Comprehensive Cancer Network (NCCN) provides
specific clinical practice guidelines for the care of the
senior adult oncology patient, which call for careful
assessment and an individual approach.’ Assessment
tools for geriatric functional assessment are included,
and clinicians are cautioned to remain aware of the
specific physical needs of the older patient. After
active treatment has concluded, surveillance should
be conducted to determine whether there are post-

treatment complications and to detect recurrence of
disease as early as possible, rendering metastatic dis-
ease potentially curable.®

The 2009 NCCN clinical practice guidelines for
colon cancer survivors call for history and physical
examination every 3 to 6 months for 2 years, then
every 6 months for 3 years, with CEA testing every 3
to 6 months for 2 years, then every 6 months for 3
years.® A computed tomography scan of the abdomen
and pelvis should be conducted annually for 3 years,
with a colonoscopy at 1 year, repeated as clinically
indicated.® These recommendations apply to all
patients, with no differences noted in frequency of
surveillance testing for elderly patients. Oncology
nurses and clinicians should advocate for compliance
with guideline-based treatment and surveillance for
elderly patients. Future studies should gather addi-
tional information regarding compliance and recom-
mended surveillance for this population.
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Table. Recommended Colorectal Cancer Surveillance Guidelines

Guideline (year)

Office visits

CEA testing

Colonoscopy

American Gastroenterological
Association (1989)*

Every 3-6 months for 2 years, then
6-12 months for 2 years

4 months for 2 years

Every 2 months for 2 years, then every

1 year, then every 3 years

American Society of Clinical Oncology
(1999, 2000)

Every 6 months for 3 years

2 years in stages Il and IlI

Every 2-3 months for at least

Every 3-5 years

American Society of Clinical Oncology
(2005)°

Every 3-6 months for 3 years

stages Il and IlI

Every 3 months for at least 3 years in

3 years; if normal, every 5 years

American Society of Colon and Rectal
Surgeons (2004)°

At least three times yearly for 2 years

At least three times yearly for 2 years

Every 3 years

National Comprehensive Cancer
Network (updated yearly)

Every 3-6 months for 2 years, then
every 6 months

every 6 months

Every 3-6 months for 2 years, then

1 year, 3 years later, 5 years later

CEA indicates carcinoembryonic antigen; CT, computed tomography; FOBT, fecal occult blood test.

*Also recommend FOBT and liver enzymes every 3-6 months for 2 years then every 6-12 months for 2 years, chest x-ray every 6-12 months for 2 years then yearly.

*Also recommend annual CT scans for patients at higher risk of recurrence.

°Also recommend considering annual CT scans for patients at high risk for recurrence (ie, lymphatic or venous invasion or poorly differentiated tumors).

Reprinted with permission from Cooper GS, Kou T, Reynolds HL. Receipt of guideline-recommended follow-up in older colorectal cancer survivors. Cancer. 2008;113:2029-2037. ©2008. Wiley-Liss, Inc.

COMMENTARY

Follow-up Care in Medicare Beneficiaries with Colorectal
Cancer: A Pharmacist’s Perspective

BY BETTY M. CHAN, PHARMD, BCOP

University of Southern California/Norris Comprehensive Cancer Center, Los Angeles

up care in Medicare beneficiaries with colorectal

cancer, the authors report that the majority of
patients (92.3%) fulfilled the surveillance guidelines
for physician follow-up office visits, but overall guide-
line-based recommendations were met in only 17.1%
of patients, with 60.2% of patients receiving testing
below the minimum frequency. Being aged 70 to 74
years, African-American race, having local-stage,
non-poorly differentiated colorectal cancers, and
increased comorbidity scores were factors identified
by the authors as most strongly associated with lack
of guideline adherence.

Since 1998, incidence rates of colorectal cancer
have been rapidly declining among both men and
women.! Between 1996 and 2004, only 40% of
patients with colorectal cancer were diagnosed with
local-stage disease, for which the 5-year relative sur-
vival rate is 90%; for patients diagnosed with
regional-stage disease, the 5-year relative survival
rate decreases to 68%, and for patients diagnosed
with distant-stage disease, the 5-year relative sur-
vival rate decreases further to 11%.?> With the intro-
duction of 5-fluorouracil-based adjuvant chemo -
therapy for stage III resectable colon cancer in the
late 1980s, mortality from colon cancer was further
reduced by 30%.’ These statistics, along with the
case study included by Cooper and colleagues,
further illustrate the importance of follow-up and

In the article by Cooper and colleagues on follow-

surveillance for cancer survivors with early stages
of disease.

Posttreatment surveillance of colorectal cancer
patients is performed to evaluate for possible thera-
peutic complications and to discover early recurrence
of disease at its early resectable stages, which allows
for curative treatment, as well as at its preinvasive
stage, which affords for better treatment outcomes.
Several meta-analyses of randomized controlled trials
have demonstrated the advantages of intensive fol-
low-up surveillance for colorectal cancer patients.*”’
The National Comprehensive Cancer Network clin-
ical practice guidelines regarding colon cancer
patients recommend outlining a prescription plan for
survivorship upon transfer of care to a primary care
physician, which should include®:

e Overall summary of treatment received, includ-

ing all surgeries, radiation, and chemotherapy

e Description of clinical course, including expect-

ed time to resolution of acute toxicities, long-
term effects of treatment, and possible late
sequelae from treatment

e Recommendations for follow-up surveillance.

Although surveillance guidelines are available for
clinicians, adherence to the guidelines can be a chal-
lenge and often requires a multidisciplinary approach
that involves the patients and their family members
or caregivers to ensure patient compliance with fol-
low-up appointments. Oncology nurses and pharma-

cists can also assist by developing follow-up care
plans and a patient-care database to help track and
document methods of follow-up and surveillance.
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Case Study

An otherwise healthy 70-year-old African-
American man presented for first-time screening
colonoscopy and was found to have a nonobstruct-
ing mass lesion in the cecum with pathology show-
ing well differentiated adenocarcinoma. In addi-
tion, two polyps were removed from the sigmoid
colon, each of which was a tubular adenoma. He
underwent right hemicolectomy, with the surgical
margins free of residual cancer and 14 lymph nodes
negative for malignancy. Postresection, his carci-
noembryonic antigen level was 1 ng/mL. He was
considered to be TNM Stage II, and a medical
oncology consultant did not recommend adjuvant
chemotherapy. He was seen by the surgeon 2 weeks,
1 month, and 3 months postoperatively and,
because he had made a complete recovery, no fur-
ther surgical follow up was recommended.
Approximately 1 year after surgery, he presented to
his primary care physician for routine evaluation.
The primary care physician assumed that any rec-
ommended cancer-related follow up would be coor-
dinated by other specialists and recommended that
he return for an annual physical examination in 1
year. When the patient returned at that time, he
reported a 3-month history of intermittent rectal
bleeding and was referred for an urgent
colonoscopy. He was found to have an ulcerated
mass in the sigmoid colon, with pathology showing
moderately well-differentiated adenocarcinoma,
requiring a subtotal colectomy.

testing criteria. Only 73.6% of patients met guideline-
specified criteria for colonoscopy (at least one examina-
tion within 3 years of diagnosis). Advancing age, espe-
cially age 70 to 74 years, African-American race, and
increased comorbidity scores were associated with
decreased use of colonoscopy. Across the SEER reg-
istries, the vast majority of patients in all sites received
the requisite number of office visits (range, 86.0%-
95.6%), but there was wider variation in adherence
with colonoscopy (67.6%-78.8%) and CEA testing
(37.2%-49.8%).

When we examined the use of two procedures that
are not routinely recommended for cancer surveil-
lance, abdominal/pelvic CT scans and PET scans, we
found that 47.7% of patients received at least one CT
scan. Although guidelines recommend that CT scan-
ning be considered for poorly differentiated tumors,
we found that 51.4% of patients with poorly differen-
tiated cancer compared with 47.1% of others under-
went CT scans.

Overall, the findings showed that guideline-based
recommendations were met in 17.1% of patients and
exceeded in 22.7%, 60.2% receiving testing below the
minimum frequency. Among the factors that were
most strongly associated with lack of adherence to
guidelines were local stage and nonpoorly differentiat-
ed cancers. Age 70 to 74 years, African-American
race, and increased comorbidity scores were also asso-
ciated with less than recommended surveillance
included.

In a multivariate logistic regression model, the vari-
ables that were most strongly associated with meeting

or exceeding guidelines for surveillance care were
younger age group and regional-stage cancers. Patients
who were non—African-American and who had lower
inpatient comorbidity scores and poorly differentiated
cancers were more likely to undergo testing.
Differences were also observed across geographic loca-
tion, with odds ratios ranging from 0.60 (New
Mexico) to 1.57 (Michigan).

Discussion

Approximately three of four patients diagnosed
with colorectal cancer have local- or regional-stage
tumors, and, assuming that these patients receive
treatment with curative intent, the population of sur-
vivors in whom routine surveillance testing would be
recommended is extremely large. The goals of surveil-
lance testing are to discover a recurrence that is
potentially resectable, identify metachronous neo-
plasms at an early stage, and provide reassurance to
the patient.

Professional society practice guidelines include rec-
ommendations for routine colorectal cancer surveil-
lance testing (Table).'® The present study of a large
cohort of patients treated in routine clinical practice
showed that the majority of patients did not receive
testing according to practice guidelines for cancer sur-
veillance. Despite including the lowest extreme of the
recommended range for testing from these guidelines
(two office visits per year, two CEA tests per year in
years 1 and 2, one colonoscopy in 3 years), we found
that fewer than half the patients achieved compli-
ance. Conversely, a subset of patients received proce-
dures not routinely recommended by guidelines, such
as CT and PET scans. Although some of these nonrec-
ommended tests were likely performed because of signs
or symptoms and/or abnormal results of routine test-
ing, we suspect that many were obtained for routine
follow-up.

Some of the differences in surveillance testing may
be explained by clinical factors, such as stage of dis-
ease or perceived longevity as measured by age or
comorbidity, but we also found important differences
across racial groups and geographic sites. The general-
ly lower use of testing in African Americans is likely a
contributing factor to their poorer stage-specific sur-
vival compared with whites.” The results, especially
the geographic differences across SEER sites, also sug-
gest that patient and physician preferences may influ-
ence choice of testing.

The data used for this study had several inherent
limitations. First, the accuracy of procedure coding in
the Medicare population has not been formally stud-
ied, although we have evaluated its accuracy in a sim-
ilar population from a large health plan.'* Second, the
study did not measure the indication for procedures,
which could have been performed for diagnostic pur-
poses as well as routine surveillance, particularly for
procedures such as CEA testing and CT and PET
scans, which are used to detect metastatic disease.
Third, the database was limited to older patients (=66
years) with colorectal cancer, and thus adherence in
younger individuals could not be assessed. Fourth,
because physician identifiers or specialty were not
available in this database, we could not measure
potential differences in practice according to provider
type. Finally, we did not measure other factors that
could have an impact on procedure use, such as access
to care and socioeconomic status, which could not be
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ascertained from this database.

Summary

Our study of this population-based cohort of older
colorectal cancer survivors showed that most patients
underwent colorectal surveillance testing below a
minimum frequency specified by clinical practice
guidelines. We also found that a significant number of
patients underwent procedures not recommended by
clinical practice guidelines, suggesting potential over-
use of surveillance tests. Further studies should ascer-
tain the reasons for poor compliance with clinical
practice guidelines and the effect this may have on
patient outcome.
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