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Survey of colorectal cancer screening practices
in a large Canadian urban centre
Lloyd A. Mack, MD; Heather Stuart, Walley J. Temple, MD
Introduction: Colorectal carcinoma (CRC) is an ideal tumour for population-based screening policies.
Screening guidelines are based on differing levels of evidence and opinion. The objective of this study was
to determine current CRC screening practices in Alberta. Methods: A questionnaire was mailed to all
family physicians, gastroenterologists, general and colorectal surgeons, and general internal medicine
specialists in a large Canadian urban centre. Results tabulated included response rate, specialty, presence/
absence of a screening policy, and policy type. Results: The 922 surveys mailed resulted in a 61% response rate. Among the responses, 58% (95% confidence interval [CI] 53.6%–62.6%) of physicians recommended screening to healthy individuals without a family history of CRC, and 96% (CI 94.7%–98%;
p < 0.0001) to those with a family history. For patients without a family history of CRC, the majority of
physicians chose the age of 50 to initiate screening (63%) by fecal occult blood testing (79%) or, less frequently, colonoscopy (26%). Screening frequency varied by the modality used. In individuals with a family history of CRC, most physicians initiated screening prior to the index case (45%) or by age 40 (31%),
mostly with colonoscopy (84%); screening frequency varied mainly by modality. Conclusion: Despite the
evidence supporting CRC screening in all persons at average risk, only 58% of physicians currently recommend screening to patients with no family history of CRC. Fecal occult blood testing was recommended
most frequently in this subgroup, whereas most physicians screen people with a family history of CRC via
colonoscopy, suggesting that they believe it to be a superior screening modality. As this looks to be the
trend in practice, a randomized controlled trial comparing fecal occult testing with screening colonoscopy is needed.
Introduction : Le cancer colorectal (CCR) se prête idéalement aux politiques de dépistage fondées sur
la population. Les lignes directrices sur le dépistage reposent sur divers niveaux de preuve et différentes
opinions. Cette étude visait à déterminer les pratiques de dépistage du CCR en vigueur en Alberta. Méthodes : On a envoyé un questionnaire par la poste à tous les médecins de famille, gastroentérologues,
chirurgiens généraux et colorectaux, ainsi qu’à des spécialistes en médecine interne générale d’un grand
centre urbain du Canada. Les résultats compilés comprenaient le taux de réponse, la spécialité, l’existence
ou l’inexistence d’une politique sur le dépistage et le type de politique. Résultats : Les 922 questionnaires postés ont produit un taux de réponse de 61 %. Parmi les répondants, 58 % (95 % intervalle de confiance [IC] 53,6 %–62,6 %) des médecins ont recommandé le dépistage chez des sujets en bonne santé
dont la famille n’avait pas d’antécédents de CCR, et 96 % (IC 94,7 %–98 %; p < 0,0001) l’ont recommandé à des sujets qui avaient des antécédents familiaux. Dans le cas des patients qui n’avaient pas d’antécédents familiaux de CCR, la majorité des médecins ont choisi de commencer à 50 ans (63 %) le dépistage par recherche de la présence de sang occulte dans les matières fécales (79 %) ou, moins souvent, par
coloscopie (26 %). La fréquence du dépistage a varié selon la méthode utilisée. Chez les sujets qui avaient
des antécédents familiaux de CCR, la plupart des médecins ont entrepris le dépistage avant le cas de référence (45 %) ou au plus tard à 40 ans (31 %), principalement par coloscopie (84 %). La fréquence du dépistage a varié principalement en fonction de la méthode utilisée. Conclusion : En dépit des preuves qui
appuient le dépistage du CCR chez toutes les personnes qui courent un risque moyen, 58 % seulement
des médecins recommandent actuellement le dépistage aux patients qui n’ont pas d’antécédents familiaux de CCR. On a recommandé la recherche de la présence de sang occulte dans les matières fécales le
plus souvent dans ce sous-groupe, tandis que la plupart des médecins soumettent les personnes qui ont
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des antécédents familiaux de CCR à une coloscopie, ce qui indique que cette méthode de dépistage est
supérieure selon eux. Comme il semble que ce soit la tendance en pratique, une étude contrôlée randomisée comparant la recherche de la présence de sang occulte dans les matières fécales à la coloscopie
de dépistage s’impose.

C

olorectal carcinoma (CRC) is a
leading cause of cancer-related
death in Canada.1 It is an ideal tumour for screening, with its high incidence, long lag time between adenomatous polyp and carcinoma, and
increased potential for curative treatment when detected at an earlier
stage.2 Level I evidence3–6 confirms
that mortality rates decrease with
fecal occult blood testing (FOBT);
however, evidence for the ideal or
best screening program is unclear.
Guidelines are therefore based on
differing levels of evidence and expert opinion.
The aim of this study was to determine current screening practices
in an urban centre for asymptomatic
individuals with and without a family
history of CRC. The acquired data
will be used to develop a randomized
controlled trial to determine the
ideal screening method against CRC.
Methods
After review of current CRC screening guidelines, the literature and
discussion with colleagues, a content
expert developed a screening questionnaire. One page long and containing 9 closed-ended questions and
an area for additional comments, it
was designed to be “respondentfriendly.” On average, it took less

than 5 minutes to complete.
The questionnaire was mailed to
all family physicians, gastroenterologists, general and colorectal surgeons,
and general internal medicine specialists (including medical oncologists) in
Calgary, Alberta. A total of 922 were
mailed; results were tabulated after 1
mailing, including response rate, type
of practice/specialty, use or absence
of a screening policy, and type of policy (patient age at initiation, tests employed and frequency). Descriptive
statistics were used to present the results; 95% confidence intervals (CIs)
were used to estimate the true proportion of physicians with a CRC
screening policy in Alberta.
Results
Of the 922 letters mailed, 563 were
returned, for an overall response rate
of 61%. Ninety-five surveys were not
completed for various reasons, e.g.,
the physician had moved, retired or
was deceased, or had changed specialties and was no longer involved in
primary care of patients. The remaining 468 were entered for analysis.
Response rates varied depending on
specialty (Table 1).
Of the 468 responses considered,

272 physicians (58.1%, CI 53.65%–
62.59%) had a screening policy for
healthy individuals without a family
history of colon cancer. Again, this
varied according to specialty (Table
1). Overall, 41.9% of the physicians
surveyed had no screening policy for
this population subgroup. For the
272 physicians using a screening policy, 50 years was by far the most
common age (173 responses, 63.6%)
to initiate screening, followed by 40
years (18.0%) as the next most common. Policy ages for initial screening
ranged from 30 to 65 years (Fig. 1).
Screening modalities recommended by respondents (Fig. 2) included
FOBT, sigmoidoscopy, air-contrast
barium enema, colonoscopy and
“others”: physical examination, digital
rectal exam, complete blood count,
total iron binding content, serum
alkaline phosphatase and risk-factor
assessment. FOBT was employed
most commonly, either alone (132
of 272, 48.5%) or in combination
with other modalities (83, 30.5%).
Screening with colonoscopy, either
alone (22, 8.1%) or in combination
with other tests (50, 18.4%) was the
policy of 72 respondents. (Physicians
could choose more than 1 screening
modality, so values do not add up to
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Questionnaire return and use of a
colorectal (CR) screening policy
(in %) for patients with no family
history of colon cancer
Specialty
Family physicians

Response Policy
rate
in use
57.22

58.66

General/CR surgeons

66.67

80.00

Gastroenterologists

52.63

76.47

Internal medicine
specialists*

50.29

37.48

* includes medical oncologists
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Patient age, in years, at which physicians report
they begin screening for colorectal cancer
FIG. 1. Initial screening ages chosen by physicians for healthy adults with no family
history of colon cancer (white columns) and those who do have a family history
(dark columns).
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tionnaire studies directed at physicians. Cummings and associates7 noted an average 61% response rate to
surveys mailed to physicians overall,
decreasing to 52% for large surveys
involving over 1000 observations.
The mean response rate to surveys of
physicians published in 1991 was
54%.8 Further contacts (i.e., second
or third mailings or telephoned encouragement) may have increased
our response rate.9,10
Level I evidence3–6 shows screening for CRC in the general population with FOBT can reduce mortality from CRC. The Canadian Task

Force on Preventive Health Care
(CTFPHC) recommends this screening modality in all asymptomatic
individuals over the age of 50.11 Despite this, many physicians (about
42% of those who responded to our
questionnaire) have no screening
policy whatsoever. Despite a report12
that in Texas, 82% of primary care
physicians self-reported recommending FOBT and 87% flexible sigmoidoscopy, a 1999 American survey13 of
the general population found that
only 20.6% of respondents over 50
had been screened by FOBT within
the past year, and 33.6% by sigmoid-

300
250

Responses

100%.) Frequency of screening varied
mainly by the modality used: FOBT,
annually; colonoscopy, every 5 years
(see Table 2).
For asymptomatic individuals with
a family history of colon cancer, the
majority of physicians (451 of 468,
96.4%; CI 94.67%–98.05%) reported
that they employ a screening policy,
including all gastroenterologists and
surgeons surveyed. However, 2.5%
of family physicians and 18.91% of
general medicine specialists had no
screening policy for this population
subgroup. A notable number of physicians (204/451, 45.2%) initiated
screening sometime before the index
case in the family, ranging from 3 to
20 years prior (Fig. 3). A second
group (247, 54.8% gave absolute recommendations for initiation of
screening ranging from age 20 to 60
with a mean of 40 (Fig. 1).
Colonoscopy was the most common screening modality chosen for
those with a family history of CRC
(Fig. 2). It was used either alone (261
/468, 55.8%) or along with other
modalities (133, 28.4%) in an overall
84.2% of responses. FOBT was employed by 31.8% of our respondents,
alone (19, 4.1%) or in combination
(130, 27.8%; Fig. 2). Again, the frequency of screening varied by modality (FOBT, every year; colonoscopy,
every 5 years).
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FIG. 2. Screening modality recommended for healthy adults with no family history of
colon cancer (white columns) and those who do have a family history (dark
columns): plain columns, that modality alone; columns with crosses, in combination
with other screening tests.
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The overall response rate of 61% is
comparable to most survey or ques-

Screening frequency in years, by
family history of colorectal cancer
Screening
modality

Negative

Positive

Int. Range

Int. Range

Fecal occult
blood testing

1

1– 5

1

1– 5

Sigmoidoscopy

5

1– 5

5

1– 5

Barium enema

5

√ –1

2

1– 5

Colonoscopy

5

√ –2

5

1–10

Int. = most common (modal) frequency interval
reported (e.g., 1 yr = annually)
√ = screened once only

Respons es
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FIG. 3. Initial screening ages chosen by physicians for healthy adults with a family
history of colon cancer, in years younger than the age of the first affected family
member.
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oscopy or colonoscopy within the
last 5. In Michigan, Ruffin and colleagues14 found that over half had
not been screened during the preceding testing period (1 yr, FOBT; 5
yr, other tests). Finally, a 1985 Canadian survey15 of family physicians in
New Brunswick noted that only 20%
recommended FOBT as a screening
policy. The number of physicians in
Canada with a screening policy for
CRC has increased considerably since
1985, as our study confirms; but still
some 40% of physicians do not employ a screening strategy for CRC.
As well, 60% may be an erroneously
high estimate of actual screening
rates; surveys in the USA13,14 have disclosed that compared with responses
from the population, physicians may
overestimate the screening taking
place.
Our study was not designed to
determine reasons for the lack of a
screening policy. However, potential
reasons include:
• Current information has not been
disseminated broadly.
• There is a lack of belief in the results of recent trials.
• The best screening strategy is still
undetermined.
• Small reductions in mortality from
CRC (from current studies) may
not result in a large population
benefit.16
• Information on compliance and
cost is still relatively unavailable.
The modality of choice for screening
healthy adults with no family history
of colon cancer varied considerably.
In our study, the majority of physicians with a screening strategy 215/
272 (79.0%) did recommend FOBT,
either alone or in combination with
other methods. However, the sensitivity of this modality ranges from
46% to 92%, prompting concern that
it may not the best test.3–6,16
Sigmoidoscopy used alone was infrequently recommended (3/272),
but more frequently in combination
with FOBT (17 responses) or multiple tests (42). Well-designed prospective trials17–19 have shown a de192
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crease in mortality rates with sigmoidoscopy; concerns remain, since at
least one-third of lesions may be out
of reach of the flexible sigmoidoscope.20–24 Barium enema, which is
often more accessible than sigmoidoscopy or colonoscopy, was recommended by 30 respondents (11.0%)
either alone or in combination with
other methods. However, recent
data confirms the superiority of
colonoscopy over air-contrast barium
enema for detection of adenomatous
polyps.25
Colonoscopy has the highest sensitivity and specificity to detect
polyps or CRC.25 About one-quarter
of physicians with a screening policy
in this survey already recommend
colonoscopy, either alone (22, 8.1%)
or in combination with other tests
(50, 18.4%). However, data supporting its use as a screening modality is
controversial. Specific concerns include possible complications, cost
and resource issues.
Of the physicians in this survey,
84.19% use colonoscopy as part of
their policy in individuals with any
family history of colon cancer. Although opinions and guidelines for
CRC screening are stronger for those
with a positive family history, CTFPHC does not recommend any additional screening in this subgroup.11
However, many groups support the
use of screening colonoscopy in this
population subgroup,22,26–29 including
the US Preventive Services Task
Force, American Society of Colon
and Rectal Surgeons, American Cancer Society, American Gastroenterological Association and others. Now
that the forces of recommendations,
guidelines and public education have
combined, it may not be possible to
design studies comparing different
screening modalities to find the ideal
in this population. Colonoscopy in
this risk subgroup has become the
recommended screening tool before
level I evidence has been established
supporting its use.
The major finding of this survey is
that FOBT and colonoscopy are the

2 main modalities considered for
CRC screening. The different implications of the 2 types of screening
are obvious: FOBT, which is supported by level I evidence, has a sensitivity of 46%–92%,3–6,16 prompting concerns that it may not be the best test.
Towler and colleagues16 estimated
that 10 000 people would have to be
offered biennial screening to prevent
8.5 deaths from CRC over 10 years.
This relatively small clinical benefit is
another major criticism.
In contrast, screening colonoscopy
is the best method for diagnosing
adenomatous polyps and carcinoma.11,25 In the healthy population
over 50, incidences of advanced neoplasia (≥ 1-cm adenomatous polyp,
villous adenoma, high-grade dysplasia or cancer) of 5.6% 23 to 10.5% 24
have been reported, suggesting a
potentially high clinical impact. The
superior sensitivity of screening colonoscopy should translate into improved mortality data, although this
has yet to be tested in a randomized
trial. Furthermore, prevention of
CRC with avoidance of a major operation and adjuvant therapy may be
the best way to measure “success”
with screening colonoscopy.
Having said that, there is no
doubt that screening colonoscopy is
controversial. Concerns about possible complications and cost and resource issues remain. Rates of serious
complications from screening colonoscopy are recently estimated at 0.2%
–0.3%.24,30,31 Perforation at colonoscopy is associated with up to a 14%
chance of mortality, in one series.32
Nevertheless, in more than 3000
cases in a multi-centre trial, Lieberman and coworkers24 reported no
perforations or deaths related to
colonoscopy. Costs and resources
may be less worrisome if the ideal
frequency of screening is low (i.e.,
every 5–10 years if results are normal). All screening methods seem to
be cost-effective, with several investigators33–36 estimating costs at about
US$10 000–$25 000 per year of life
saved. Overall costs should be less in
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the Canadian health care environment.
Further screening studies need to
be undertaken to establish realistic
cost–benefit ratios at individual and
society levels in Canada. A prospective, randomized controlled trial to
compare FOBT (with or without sigmoidoscopy) and screening colonoscopy represents the best design. It
would compare recommendations
supported by level I evidence to the
current trend in real practice. Although some feel there is enough indirect evidence to support screening
colonoscopy for the general population, a randomized controlled trial
would answer such important questions as, by how much would each
screening modality reduce CRC incidence and mortality? And what are
the true costs, complication rates,
compliance rates and resource implications of widespread screening in
the general population?
Conclusion
Despite evidence-based medicine supporting CRC screening, 42% of physicians in our survey had no screening
policy for this common neoplasm.
Reasons for a lack of screening need
to be determined.
For physicians with a screening
policy in CRC, the majority (79%)
employed fecal occult blood testing;
about one-quarter recommended
colonoscopy. Individuals with any
family history of CRC were screened
using colonoscopy by the majority
(~ 85%). A randomized controlled
trial to determine the ideal screening
modality is the next step in the battle
against colorectal carcinoma.
Competing interests: None declared.

References
1.

2.

National Cancer Institute of Canada. Canadian Cancer Statistics. 2001. Toronto:
the Institute; 2001.
Winawer SJ, Zauber AG, Ho MN,
O’Brien MJ, Gottlieb LS, Sternberg SS, et

al. Prevention of colorectal cancer by colonoscopic polypectomy. N Engl J Med
1993;329:1977-81.
3. Mandel JS, Church TR, Ederer F, Bond
JH. Colorectal cancer mortality: effectiveness of biennial screening for fecal occult
blood. J Natl Cancer Inst 1999;91:434-7.
4. Kronborg O, Fenger C, Olsen J, Jorgensen OD, Sondergaard O. Randomised study of screening for colorectal cancer with
fæcal-occult-blood test. Lancet 1996;348:
1467-71.
5. Hardcastle JD, Thomas WM, Chamberlain J, Pye G, Sheffield J, James PD, et al.
Randomised, controlled trial of fæcal occult blood screening for colorectal cancer.
Results for first 107 349 subjects. Lancet
1989;1:1160-4.
6. Kewenter J, Bjork S, Haglind E, Smith L,
Svanvik J, Ahren C. Screening and rescreening for colorectal cancer: a controlled trial of fecal occult blood testing in
27 700 subjects. Cancer 1988;62:645-51.
7. Cummings SM, Savitz LA, Konrad TR.
Reported response rates to mailed physician questionnaires. Health Serv Res 2001;
35:1347-55.
8. Asch DA, Jedrziewski MK, Cristakis NA.
Response rates to mail surveys published
in medical journals. J Clin Epidemiol 1997;
50:1129-36.
9. Field TS, Cadoret CA, Brown ML, Ford
M, Greene SM, Hill D, et al. Surveying
physicians: Do components of the “total
design approach” to optimizing survey response rates apply to physicians? Med Care
2002;40:596-605.
10. Dillman DA. Mail and internet surveys: the
tailored design method. New York: John
Wiley and Sons; 1999.
11. Mcleod R, with the Canadian Task Force
on Preventive Health Care. Screening strategies for colorectal cancer: systematic review
and recommendations. London ON: the
task force; 2001.
12. Hawley ST, Levin B, Vernon SW. Colorectal cancer screening by primary care
physicians in two medical care organizations. Cancer Detect Prev 2001;25:309-18.
13. Center for Disease Control. Trends in
screening for colorectal cancer — United
States, 1997 and 1999. MMWR Morb
Mortal Wkly Rep 2001;50:162-6.
14. Ruffin MT, Gorenflo DW, Woodman B.

Predictors of screening for breast, cervical,
colorectal, and prostatic cancer among
community-based primary care practices. J
Am Fam Pract 2000;13:1-10.
15. Battista RN, Palmer CS, Marchand BM,
Spitzer WO. Patterns of preventive practice in New Brunswick. CMAJ 1985;132:
1013-5.
16. Towler B, Irwig L, Glasziou P, Kewenter
J, Weller D, Silagy C. A systematic review
of the effects of screening for colorectal
cancer using the fæcal occult blood test,
hemoccult. BMJ 1998;317:559-65.
17. Friedman GD, Collen MF, Fireman BH.
Multiphasic health checkup evaluation: a
16-year follow-up. J Chronic Dis 1986;39:
453-63.
18. Newcomb PA, Norfleet RG, Storer BE,
Surawicz TS, Marcus PM. Screening sigmoidoscopy and colorectal cancer mortality. J Natl Cancer Inst 1992;84:1572-5.
19. Selby JV, Friedman GD, Quesenberry CP
Jr, Weiss NS. A case–control study of
screening sigmoidoscopy and mortality
from colorectal cancer. N Engl J Med
1992;326:653-7.
20. Baker JW, Gathright JB Jr, Timmcke AE,
Hicks TC, Ferrari BT, Ray JE. Colonoscopic screening of asymptomatic patients
with a family history of colon cancer. Dis
Colon Rectum 1990;33:926-30.
21. Syrigos KN, Charalampopoulos A, Ho JL,
Zbar A, Murday VA, Leicester RJ. Colonoscopy in asymptomatic individuals with a
family history of colorectal cancer. Ann
Surg Oncol 2002;9:439-43.
22. Winawer SJ, Fletcher RH, Miller L, Godlee
F, Stolar MH, Mulrow CD, et al. Colorectal cancer screening: clinical guidelines
and rationale. Gastroenterology 1997;112:
594-642.
23. Imperiale TF, Wagner DR, Lin CY, Larkin
GN, Rogge JD, Ransohoff DF. Risk of advanced proximal neoplasms in asymptomatic adults according to the distal colorectal
findings. N Engl J Med 2000;343:169-74.
24. Liberman DA, Weiss DG, Bond JH,
Ahnen DJ, Garewal H, Chejfec G. Use of
colonoscopy to screen asymptomatic adults
for colorectal cancer. N Engl J Med 2000;
343:162-8.
25. Winawer ST, Stewart ET, Zauber AG,
Bond JH, Ansel H, Waye JD, et al. A
comparison of colonoscopy and doublecontrast barium enema for surveillance
Can J Surg, Vol. 47, No. 3, June 2004

193

Mack et al
after polypectomy. N Engl J Med 2000;
342:1766-72.
26. US Preventive Services Task Force. Screening for colorectal cancer: recommendation
and rationale. Ann Intern Med 2002;133:
573-84.
27. Simmang CL, Senatore P, Lowry A, Hicks
T, Burnstein M, Dentsman F, et al. Practice parameters for the detection of colorectal neoplasms. The Standards Committee, The American Society of Colon and
Rectal Surgeons. Dis Colon Rectum 1999;
42:1123-9.
28. Smith RA, von Eschenbach AC, Wender
R, Levin B, Byers T, Rothenberger D, et
al. American Cancer Society guidelines for
the early detection of cancer: update of
early detection guidelines for prostate,
colorectal and endometrial cancers. CA

Cancer J Clin 2001;51:38-75.
29. Read TE, Kodner IJ. Colorectal cancer:
risk factors and recommendations for early
detection. Am Fam Phys 1999;59:3083.
30. Nelson DB, McQuaid KR, Bond JH,
Lieberman DA, Weiss DG, Johnston TK.
Procedural success and complications of
large-scale screening colonoscopy. Gastrointest Endosc 2002;55:307-14.
31. Podolsky DK. Going the distance — the
case for true colorectal-cancer screening.
N Engl J Med 2000;343:207-8.
32. Garbay JR, Suc B, Rotman N, Fourtanier
G, Escat J. Mulicentre study of surgical
complications of colonscopy. Br J Surg
1996;83:42-4.
33. Liberman DA, Weiss DG. One-time

screening for colorectal cancer with combined fecal occult-blood testing and examination of the distal colon. N Engl J Med
2001;345:555-60.
34. Frazier AL, Colditz GA, Fuchs CS, Kuntz
KM. Cost-effectiveness of screening for
colorectal cancer in the general population. JAMA 2000;284:1954-61.
35. Khandker RK, Dulski JD, Kilpatrick JB,
Ellis RP, Mitchell JB, Baine WB. A decision model and cost-effectiveness analysis
of colorectal cancer screening and suveillance guidelines for average-risk adults.
Int J Technol Assess Health Care 2000;16:
799-810.
36. Sonnenberg A, Delco F, Inadomi JM.
Cost-effectiveness of colonoscopy in screening for colorectal cancer. Ann Intern Med
2000;137:129-31.

CLINICAL PRACTICE GUIDELINES
FOR THE CARE AND TREATMENT OF

BREAST CANCER

Update

In February 1998 CMAJ and Health Canada published 10 clinical practice guidelines for the care and treatment
of breast cancer, along with a lay version designed to help patients understand more about this disease and the
recommended treatments. These guidelines are currently being revised and updated, and the series is being extended to cover new topics. The complete text of the new and updated guidelines is available at eCMAJ:
www.cmaj.ca/cgi/content/full/158/3/DC1
REVISED:
Guideline 3: Mastectomy or lumpectomy? The
choice of operation for clinical stages I and II
breast cancer [July 23, 2002]
Guideline 5: The management of ductal carcinoma
in situ [Oct. 2, 2001]
Guideline 6: Breast radiotherapy after breastconserving surgery [Feb. 18, 2003]
Guideline 7: Adjuvant systemic therapy for women
with node-negative breast cancer [Jan. 23, 2001]
Guideline 8: Adjuvant systemic therapy for women
with node-positive breast cancer [Mar. 6, 2001]
Guideline 10: The management of chronic pain in
patients with breast cancer [Oct. 30, 2001]
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NEW:
Guideline 11: Lymphedema [Jan. 23, 2001]
Guideline 12: Chemoprevention [June 12, 2001]
Guideline 13: Sentinel node biopsy [July 24, 2001]
Guideline 14: The role of hormone replacement
therapy in women with a previous diagnosis of
breast cancer [Apr. 16, 2002]
Guideline 15: Treatment for women with stage III
or locally advanced breast cancer [Mar. 16,
2004]
Guideline 16: Locoregional post-mastectomy radiotherapy [Apr. 13, 2004]

