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Quest Diagnostics Campaign Challenges 
Colorectal Cancer Screening Status Quo
“Do You Have the Guts?” Aims to Reach 
Five Million in Five Years
Quest Diagnostics Incorporated has launched a cam-
paign designed to help increase compliance with take-
home colorectal screening tests. Titled “It’s Time to
Challenge Colon Cancer: Do You Have the Guts?,” the
campaign aims to break down barriers to compliance
with fecal occult blood tests and increase screening
with these convenient take-home screening tools. 
The goal of the new campaign is to have five million
people complete their annual testing over the next five
years.

The Challenge urges individuals to talk to their
healthcare providers about annual colorectal cancer
screening using the InSure(R) FIT(TM) take-home
test, and in turn, to challenge friends and family 
members to “have the guts” to get screened, too. 
A newly created Challenge web site, http://www.
DoYouHaveTheGuts.com, offers tools to learn about
FIT testing and the urgency of colorectal cancer
screening, as well as a forum to share individual expe-
riences with screening. Challenge participants can also
send an attention-grabbing “Happy, Healthy Colon” 
e-card to loved ones as a reminder to get screened
annually. Medical professionals can access the latest
scientific data on InSure FIT, up-to-date colorectal
cancer screening guidelines and resources, and patient
education materials that can help guide discussions
with their patients about colorectal cancer screening.

Colorectal Cancer Screening Guidelines 
of the American Cancer Society Include 
EXACT Sciences’ Stool DNA Technology
Non-invasive Screening Option 
Has Potential to Save More Lives 
EXACT Sciences Corporation announced the compa-
ny’s non-invasive, stool-based DNA (sDNA) technol-
ogy is included in the American Cancer Society’s
(ACS) updated guidelines for colorectal cancer screen-
ing. The guidelines were developed by the ACS in col-
laboration with the U.S. Multi-Society Task Force on
Colorectal Cancer (a group comprised of representa-
tives from the American College of Gastroenterology,

American Gastroenterological Association, and Amer-
ican Society for Gastrointestinal Endoscopy), and the
American College of Radiology.

“In addition to colonoscopy and other previously
recommended tests, two new options have been
included in the new guidelines for colorectal cancer
screening; stool DNA testing and CT colonography,”
said Dr. Sidney Winawer, Attending Gastroenterolo-
gist and Paul Sherlock Chair in Medicine at Memorial
Sloan-Kettering Cancer Center. “We hope that these
two new options will encourage more people to come
in to be screened so that the death rates of this cancer
can be further reduced.”

EXACT Sciences developed its sDNA technology
based on the groundbreaking work of Drs. Bert Vogel-
stein, Kenneth Kinzler and colleagues at Johns Hop-
kins University, who discovered how colorectal cancer
develops at the molecular level. Over time, cells lining
the colon accumulate alterations and mutations in their
DNA. Pre-cancerous lesions, such as adenomas, and
colorectal cancers continuously shed cells into the
stool. The altered DNA from these cells is released as
the cells breakdown in the stool. EXACT’s stool-based
DNA technology was designed so that a stool sample
could be collected in the privacy of one’s home and
shipped to a laboratory for testing. The laboratory iso-
lates and amplifies the DNA from the sample, and ana-
lyzes it for DNA mutations and alterations that are
known to be associated with colorectal cancer.

IFFGD is Seeking Applications 
for 2009 Research Awards
IFFGD is seeking applications/nominations for
research awards. The awards will be given to active
investigators in six categories who have a record of
research interest in basic mechanisms or clinical
aspects of functional gastrointestinal and motility dis-
orders, and neurogastroenterology. These awards of
$7,500 each are intended to encourage the participa-
tion of clinicians and scientists in multidisciplinary
efforts aimed at advancing the understanding of these
basic mechanisms and clinical aspects in adults and in
children. The individuals selected for awards will be
recognized at IFFGD’s 8th International Symposium
for Functional GI Disorders to be held in Milwaukee,
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WI on April 17–19, 2009. The deadline for receipt of
applications is October 20, 2008. 

Detailson web page: www.giresearch.org/site/
gi-research/iffgd-research-awards/2009.

ASGE Re-Launches Colon Cancer Awareness
Web Site www.Screen4coloncancer.Org for
National Colorectal Cancer Awareness Month
Site Features Updated Information on Colon Cancer
Prevention and a New Birthday e-Card that Reminds
Those 50 and Over to Get Screened
Each year more than 150,000 people are diagnosed
with colon cancer and over 50,000 die from the disease
annually in the United States. It doesn’t have to be this
way because colon cancer is largely preventable with
regular screening and is curable with early detection.
The American Society for Gastrointestinal Endoscopy
(ASGE), representing the specialists in colon cancer
screening, has re-launched its colon cancer awareness
web site www.screen4coloncancer.org for National
Colorectal Cancer Awareness Month in March to
encourage people to get screened for colon cancer.

“The single best way to prevent colon cancer is to
get screened for the disease. ASGE recommends all
men and women beginning at age 50 undergo a screen-
ing colonoscopy and repeat it every ten years,” said
ASGE President Grace H. Elta, MD, FASGE.
“Colonoscopy screening is a safe, effective and well
tolerated procedure that allows for the detection and
removal of precancerous polyps or growths in the
colon before they turn in to cancer. I encourage you to
log on to www.screen4coloncancer.org to learn more
about this preventable disease and where to find an
expertly trained physician in your area.”

The updated site offers visitors a wealth of vital
information including disease facts about colon cancer,
screening options, what to expect during a
colonoscopy, frequently asked questions, the latest
news about colon cancer such as studies and statistics,
links to patient support and advocacy groups, an infor-

mational video dispelling the myths surrounding colon
cancer, and how to find a qualified physician in your
area. The content is available in English and Spanish
with Chinese soon to come, and the site also gives
patients an opportunity to share their personal stories
about their experience with colon cancer.

Cancer Detected Earlier, Faster, with 
New Medical Imaging, Stanford Study Finds
Doctors may one day be able to detect early stages of
colon cancer without a biopsy, using a new technique
developed by researchers at the Stanford University
School of Medicine.

This imaging technology is one of many new ways
of detecting cancers in the body in real time, said
Christopher Contag, PhD, associate professor of pedi-
atrics and of microbiology and of immunology, who led
the study. Contag said he hoped it might be one of the
first to be used routinely for early detection of cancer.

“Detecting colon cancers is just the first step,” said
Contag. He predicted similar techniques will eventu-
ally be able to find a wide range of cancers, monitor
cancer treatment, and deliver chemotherapies directly
to cancerous cells in the colon, stomach, mouth and
skin. The study was to be published online March 16
in Nature Medicine.

The trick to picking up cancer without a biopsy is
to find a way of seeing which cells are cancerous while
they are still in the body. That’s what Contag and his
group succeeded in doing.

The study group found a short protein that sticks to
colon cells in the early stages of cancer. Before screen-
ing a person, they spray that short protein attached to a
fluorescent beacon into the colon. The protein then
gloms on to any cancerous cells and creates an easily
visible fluorescent patch. They then used a miniatur-
ized microscope called Cellvizio GI, developed by
Pennsylvania-based Mauna Kea Technologies and
loaned to Contag, to peer inside the colon and look for
those telltale spots.

Not only did the researchers see fluorescent
patches, they could make out the individual cancerous
cells. That fine resolution could allow doctors to pick
up the earliest possible cancers. Contag said it could
also become a useful research tool for studying the
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small number of cancer stem cells that are thought to
establish the eventual tumor.

In the initial trial with 15 patients, the technique
detected 82 percent of the polyps that were considered
cancerous by a pathologist. Contag said the next step
is to work with some of the additional small proteins
they’ve found that also attach to cancerous cells. He
thinks that a combination of those proteins will make
the technique highly accurate.

Once the screen is ready for widespread use, Con-
tag said it could bring accurate cancer detection to peo-
ple in remote locations who otherwise don’t have
access to pathology labs. “A doctor could send a video
in real time via the Internet to someone trained to ana-
lyze the living cell images,” Contag said. This could
help people begin the appropriate therapy when the
cancer is still at an early stage.

Contag thinks this technique, developed in part
through the cancer imaging program at the Stanford
Cancer Center, could also be adapted to detect cancers
in the mouth, esophagus and stomach. In addition, real-
time screening could be used as a way of assessing
whether a chemotherapy regimen is working. Contag
said that if a tumor responds to a given chemotherapy,
changes in the cells might be visible immediately. That
response could allow doctors to switch patients to a new,
more effective treatment if the first one results in no
improvement. Currently people go through several
rounds of chemotherapy before the first screen to find
out if the treatment is working, a delay that prevents

people from moving on to an effective treatment as soon
as possible.

The work was funded by the National Institutes of
Health, the Doris Duke Charitable Foundation, the
Stanford School of Medicine Dean’s Fellowship and
the John and Cynthia Fry Gunn Research Fund.

Shire and TAP Agree to Co-promote LIALDA™
(Mesalamine), the First Oral Once-Daily
Mesalamine for Patients With Active, 
Mild to Moderate Ulcerative Colitis
Forms One of the Largest Sales Teams 
Promoting a 5-ASA Medicine
Shire has announced a co-promotion agreement with
TAP Pharmaceutical Products Inc. for LIALDA™
(mesalamine) with MMX® technology, indicated for
the induction of remission in patients with active, mild
to moderate ulcerative colitis (UC). 

LIALDA is the only FDA-approved once-daily
oral formulation of mesalamine indicated for the
induction of remission in patients with active, mild to
moderate ulcerative colitis. Mesalamines are a part of
a drug class called aminosalicylates, which contain 
5-aminosalicyclic acid (5-ASA), a well-established
drug of choice and often a first-line treatment for
patients with mild to moderate ulcerative colitis.

For more information about LIALDA and for 
Full Prescribing Information, please visit
www.LIALDA.com.
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Fellows’ Corner is a New Section in Practical Gastroenterology 
open to Trainees and Residents ONLY.

Section Editor: C. S. Pichumoni, M.D.

Send in a brief case report. No more than one double-
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the case. Case to include no more than two authors. A

$100.00 honorarium will be paid per publication.
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C. S. Pitchumoni, M.D.

Chief, Gastroenterology, Hepatology 
and Clinical Nutrition

St. Peter’s University Hopsital
254 Easton Avenue, Box 591

New Brunswick, NJ 08903
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Comparison of Imaging Techniques for
Endoscopy in Barrett’s Esophagus
In order to compare magnified still images obtained
with high-resolution endoscopy, indigo carmine chro-
moendoscopy, acetic acid chromoendoscopy and nar-
row band imaging (NBI) to determine the best
technique for use in Barrett’s esophagus, magnified
images from 22 areas with the aforementioned tech-
niques was carried out. 

Seven endoscopists with specific expertise in both
Barrett’s esophagus or advanced imaging techniques
and five international experts in this field evaluated
these 22 areas for overall image quality, mucosal
image quality and vascular image quality. In addition,
irregularity of mucosal and vascular pattern and the
presence of abnormal blood vessels were evaluated
and were correlated with histology. 

The interobserver agreement in the groups was
limited and did not improve by adding any one of the
enhancement techniques. The yield for identifying
early neoplasia with white light images was 86% for
all observers, 90% for experts and 84% for nonexperts.
The addition of enhancement techniques did not
improve the yield for neoplasia.

It was concluded that the addition of indigo
carmine chromoendoscopy, acetic acid chromoen-
doscopy or narrow band imaging to white light images
did not improve interobserver agreement, or yield
identifying early neoplasia in Barrett’s esophagus.
(Curver, S.W., Baak, L., Kiesslich, R., et al. “Chro-
moendoscopy and Narrow-Band Imaging, Compared
With High-Resolution Endoscopy in Barrett’s Esopha-
gus.” Gastroenterology, 2008;134:670-679.)

Combined Therapy for Hepatocellular 
Carcinoma Larger than 3 cm
Transarterial chemoembolization (TACE) combined
with radiofrequency ablation (RFA) therapy has been
used for patients with large hepatocellular carcinoma
tumors, but the survival benefits of combining treat-
ment are not known.

To compare the rates of survival in patients with
large hepatocellular carcinoma tumors who received
treatment with TACE, combined with RFA therapy
(TACE/RFA), TACE alone and RFA alone, a random-

ized control trial was conducted from January, 2001 to
May, 2004 among 291 consecutive patients with hepa-
tocellular carcinoma larger than 3 cm. at a single cen-
ter in China. Patients were randomly assigned to
receive treatment with combined TACE/RFA (N = 96),
TACE alone (N = 95), or RFA alone (N = 100).

The primary end point was survival and the sec-
ondary end point was objective response rate. During
a median 28.5 months of follow-up, median survival
times were 24 months in the TACE group (3.4
courses), 22 months in the RFA group (3.6 courses),
and 37 months in the TACE/RFA group (4.4 courses).
Patients treated with TACE/RFA had a better overall
survival than those treated with TACE alone. 

In a preplanned, substratification analysis, survival
was always better in the TACE/RFA group than in the
RFA group for patients with uninodular hepatocellular
carcinoma (HR 2.50), and in the TACE/RFA group
than in the TACE group for patients with multinodular
hepatocellular carcinoma (HR 1.99). 

The rate of objective response sustained for at
least 6 months was higher in the TACE/RFA group
(54%), than with either TACE (35%) or RFA (36%).
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In this patient group, it was concluded that
TACE/RFA was superior to TACE alone or RFA alone
in improving survival for patients with hepatocellular
carcinoma larger than 3 cm. (Cheng, B., Gia, C., Liu,
C. Fan, W., et al. “Chemoembolization Combined with
Radiofrequency Ablation for Patients with Hepatocel-
lular Carcinoma Larger than 3 cm.: A Randomized,
Controlled Trial.” JAMA, 2008; 299(14):1669-1677.)

Treatment of Early Neoplasia 
in Barrett’s Esophagus
To compare endoscopic therapy and esophagectomy in
treatment of early neoplasia in Barrett’s esophagus, a ret-
rospective review from a single tertiary referral center
was carried out. All patients with Barrett’s esophagus
and dysplasia or intramucosal carcinoma treated by pho-
todynamic therapy (PDT), EMR or argon plasma coagu-
lation (APC) or esophagectomy with curative intent
from May 1998 until November 2005 was carried out. 

Survival, progression to cancer, eradication of dys-
plasia and Barrett’s esophagus, major and minor com-
plications and costs were compared with main
outcome measurements. 

Sixty-two patients who underwent endoscopic
therapy (2 APC alone, 18 EMR plus APC, 20 PDT
plus APC and 22 EMR plus PDT plus APC), and 32
patients who underwent esophagectomy met the inclu-
sion criteria. The 30-day mortality rate included one
patient in the end of therapy group (2%) and none in
the surgical group. 

No deaths from esophageal cancer occurred in
either group. Cancer developed in six percent of
endotherapy patients and in none of the surgical cohort.
Major and minor complications occurred in 8 percent
and 31 percent of endotherapy patients, respectively
and 13 percent and 63 percent of surgery patients. 

Medical costs to date were $40,079 for endother-
apy and $66,060 for esophagectomy.

In this retrospective study with a relatively short
follow-up and small numbers, both endotherapy and
esophagectomy were shown to effectively treat high-
grade dysplasia and intramucosal carcinoma associ-
ated with Barrett’s esophagus. Endotherapy is
associated with a higher risk of tumor progression,
although this is uncommon. Esophagectomy incurs

higher initial cost and results in more frequent minor
complications, but is usually curative. (Schembre,
D.D., Huang, J.L., Lin, O.S., Cantone, N., Low, 
D.E. “Treatment of Barrett’s Esophagus with Early
Neoplasia: A Comparison of Endoscopic Therapy and
Esophagectomy.” Gastrointestinal Endoscopy, 2008;
67:595-601.)

Pancreatic Cancer-Associated Diabetes Mellitus
In order to evaluate the clinical profile of pancreatic
cancer (PaC) associated diabetes (DM), the prevalence
and clinical characteristics of DM in subjects with and
without PaC were compared. Five hundred twelve
newly diagnosed PaC cases were recruited and 933
controls of similar age who completed demographic
and clinical questionnaires and had fasting blood glu-
cose (FBG) levels measured at recruitment and after
pancreaticoduodenectomy (N = 105). 

Subjects with an FBG level greater than 126
mg/dL or were on antidiabetic treatment were classi-
fied as having diabetes mellitus. DM was more preva-
lent (47% vs. 7%) and predominantly of new onset
(less than 2 year duration), among cases compared
with controls. Among PaC cases, those with DM (N =
243), were older (68 ± 10 years), reported higher usual
adult BMI (30 ± 6 vs. 27 ± 5), and had greater fre-
quency of family history of DM (47% vs. 31%), com-
pared with those without DM (N = 269). 

After pancreaticoduodenectomy, while DM
resolved in 17 of 30 patients (57%), with new onset
DM, its prevalence was unchanged in patients with
longstanding DM (N = 11). 

It was concluded that PaC is a powerful diabeto-
genic state; DM associated with PaC is often new-
onset, resolved following cancer resection and appears
to be associated with conventional risk factors for DM.
New onset DM in patients with PaC is likely induced
by the tumor. (Pinnala, R., Liernass, J., Bamlet, W., 
et al. “Prevalence and Clinical Profile of Pancreatic 
Cancer-Associated Diabetes Mellitus.” Gastroenterol-
ogy, 2008; 34:981-987.)

Murray H. Cohen, MD, editor of “From the Literature”
is a member of the Editoiral Board of Practical 
Gastroenterology.
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