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surveillance in patients with ulcerative colitis? 
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A* ALTHOUGH THE ASSOCIATION between 
• inflammatory bowel disease and col-

orectal cancer is well known, the optimal 
strategy (number o f colonoscopies, interval 
between exams, biopsy protocol ) for screening 
these patients to detect colorectal cancer early 
is not clear. 

For another clinician's perspective 
on colorectal cancer screening, see page 3 0 3 . 

Until more evidence is gathered, we rec-
ommend that patients with ulcerative colitis 
undergo a colonoscopy every 1 to 3 years. 
During these procedures, biopsy samples 
should be taken every 10 cm along the length 
of the colon, and if any of these samples 
reveals dysplasia, a total proctocolectomy 
should be performed.1 

• RATIONALE 

Persons with inflammatory bowel disease have 
a lifetime risk of colorectal cancer at least 
twice as high as in the general population. 
Moreover, they tend to develop colorectal 
cancer much earlier in their lives than do peo-
ple with sporadic colon cancer. The longer 
the person has had inflammatory bowel dis-
ease and the more extensive it is, the greater 
the r i s k . ( H o w e v e r , proctitis poses no 
increase in risk for rectal cancer.) 

Frequency of colonoscopies 
Since the risk of dysplasia or cancer increases 
with the duration of ulcerative colitis, testing 
should be done more frequently as time goes 
on.5 One method calls for testing every 3 years 

for the first 20 years of disease, every 2 years 
for the next 10 years, and every year there-
after.1 Such an approach provides for at least 
20 examinations in 40 years. Most of the eval-
uations would be performed in the later years 
when the risk is the highest. 

A history of primary sclerosing cholangi-
tis adds significantly to the already high risk 
of dysplasia and colorectal cancer in patients 
with ulcerative colitis. Therefore, at the 
same duration of disease, patients with pri-
mary sclerosing cholangitis should be tested 
more often, perhaps every year.-5'5-6 For these 
patients, prophylactic colectomy may offer 
the best alternative in terms of life 
expectancy.7'8 

Biopsy protocol 
Surveillance programs in patients with ulcera-
tive colitis can be expected to detect neopla-
sia at an early stage and decrease mortality 
related to cancer.9 However, colonoscopy 
with multiple biopsies as a testing method is 
problematic. 

Because dysplasia can be present focally as 
well as diffusely, biopsies must be taken 
throughout the colon. The sensitivity of test-
ing for detecting dysplasia is increased with a 
greater number of biopsies taken. Therefore, 
biopsy samples should be taken every 10 cm. 

Any biopsy that is positive for dysplasia 
poses an inordinately high risk: the risk of 
concurrent cancer is 19% in patients with 
low-grade dysplasia, and 42% in patients 
with high-grade dysplasia.10 Therefore, a 
total proctocolectomy is recommended for 
all patients with low-grade dysplasia, high-
grade dysplasia, or cancers found at 
colonoscopy. 

Research is ongoing to determine alterna-
tive markers of malignancy to improve the sen-
sitivity of the present surveillance regimens. " 
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ANNOUNCING 
T h e A l p h a O n e Foundat ion 

Research Registry 
for individuals diagnosed with 

Alpha,-Antitrypsin Deficiency 
Enroll your patients in the 

Alpha One Research Registry, 

the only one of its type in the 

United States. 

Patients and their physician 

will have an opportunity to 

participate in clinical trials 

and research protocols to 

develop new therapies. 

All data is confidential and managed by the 
University of Miami School of Medicine 

Department of Epidemiology and Public Health 

F o r P a t i e n t E n r o l l m e n t 
Cal l 1 - 8 8 8 - 8 2 5 - 7 4 2 1 E x t . 6 

Visit The Alpha One Foundation on the Web at 
www.alphaone.org or E-mail us at registry @ alphaone.org 
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What questions 
do you want 
answered? 
We want to know what 
questions you want addressed 
in "1'Minute Consult." 
All questions should be on 
practical, clinical topics. 
You may submit questions 
by mail, phone, fax, or e-mail. 
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