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The global incidence of colorectal cancer (CRC) is 
one million per year with a high annual mortality 
of more than 500 000.1 It accounts for a substantial 
public health burden and is the leading cause of years 
of potential life lost.2 It is becoming more common 
in many western nations and there is evidence that 
it increasingly affects Asian populations, including 
that of Hong Kong.3 Locally, there are approximately 
4000 cases of CRC diagnosed each year. The age-
standardised incidence rates were 45.8 for males and 
30.5 for females, respectively, per 10 000 standardised 
population in 20084 as compared to around 3000 
new cases a decade ago. Moreover, its incidence in 
Asia Pacific countries is now comparable to western 
countries like Canada, the United States, and in 
Europe.

	 Screening for CRC based on faecal occult blood 
testing (FOBT) has been shown to lower mortality 
by up to 33%.5,6 Moreover, many international 
guidelines,7-9 including consensus statements 
from Asia Pacific countries,10 have unanimously 
recommended that average-risk subjects aged 50 
to 70 years undergo screening. While many Asian 
countries including Japan, Singapore, Korea, and 
Taiwan have adopted national screening policies 
for their citizens, so far no governmental screening 
initiative has been implemented in Hong Kong.

	 To assess local knowledge, attitudes, and 
practice of CRC screening, Tam et al11 conducted a 
cross-sectional survey among more than 1600 patients 
aged 50 to 74 years in four primary care clinics, and 
its findings are published in this issue of the journal. 
The overall screening uptake rate was low, despite a 
high level of awareness about the usefulness of FOBT 
and colonoscopy as screening tools. The majority 
of subjects assessed were keen to participate in 
free-of-charge CRC screening programmes using 
either screening tool should they be offered the 
opportunity. The authors identified factors associated 
with screening uptake and keenness to join screening 
programmes. They also rightly pointed out that the 
actual implementation of CRC screening programmes 
in the community will require considerations from 
different angles, including concerns about its impact 
on the infrastructure and service utilisation of the 
local health care system. 

	 In 2010, the Cancer Expert Working Group 
on cancer prevention and screening concluded 

that there was insufficient evidence to implement 
population-based CRC screening programmes in 
Hong Kong.12 Some of the suggested reasons for the 
committee’s recommendation included low public 
acceptance in terms of a low level of knowledge 
and uptake about this topic. Other reasons included 
uncertain cost-effectiveness of the programme, 
inadequate readiness and capacity of the health care 
system to cope with screening and management 
of those screened positive, as well as the impact 
of population-based CRC screening on the whole 
health care system. Possible pressures on local 
health care services would extend to laboratory 
capacity and available colonoscopic facilities. This 
is conjecture since there is an absence of local data. 
If other developed Asian communities are used as 
a benchmark, then Hong Kong is lagging behind in 
introducing population-based CRC screening.

	 How did other countries put screening 
programmes in place? How did they overcome 
barriers to start up their respective programmes? 
Perhaps we could learn from their experience. In 
order for a screening programme to succeed, a 
few crucial components need to be considered. 
These are commonly referred to as programmatic 
performance indicators, and consist of its uptake rate 
by the general population, compliance to screening 
over the years, time to colonoscopy, and so forth.

	 What is the optimal strategy for screening 
recruitment? There have not yet been large-scale 
studies comparing various conduits on their success 
rates when it comes to inviting participants to be 
screened. Such conduits include: physician referrals, 
open recruitment following public health educational 
campaigns, screening invitations to different age-
groups, to name but a few. Apart from the problems 
identified in a recent local study on screening 
uptake,13 what are the obstacles to sustaining 
compliance over time? Do we know the preference 
for screening tools (eg FOBT vs colonoscopy) not 
only from self-referred screening participants,14 but 
also of the general public? One study showed that 
the major reason for screening referral by primary 
care physicians (PCPs) in Hong Kong was the patient’s 
family history of CRC.15 Conceivable therefore, PCPs 
practising CRC screening referrals may do so based 
simply on clinical cues instead of recommending it 
routinely. Incentives to encourage more PCPs to refer 
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patients for screening as part of anticipatory care are 
yet to be explored. 

	 A number of forces promote decision-making 
on establishing a population-based programme of 
CRC screening. First, the general public needs more 
education about CRC and its screening, so as to 
facilitate their willingness and keenness to undergo 
the procedure. Second, within our local health care 
system, better access for the general population to 
undertake CRC screening needs to be subsidised 
by the government. Third, Hong Kong needs to join 
other Asia Pacific countries in offering community-
based screening programmes. 

	 It must be emphasised that without support 
for screening services in different regions of Hong 
Kong, researchers will be denied opportunities to 
study the feasibility, participant compliance, and cost-
effectiveness of CRC screening programmes in the real 
world. Understandably, implementing a population-
based screening programme needs to be undertaken 
with caution, but the absence of such services means 
their potential effectiveness cannot be studied.

	 Thus, a step to promote CRC screening in 
Hong Kong would be for the government to invest 
more resources in setting up community-based 
screening programmes and for the academics to 
assess the epidemiological reality of offering them 
to the general public. Other Asia Pacific countries 
did not insist on the presence of local data to start 
CRC screening programmes in their localities. It is 
time for public health practitioners to enlist more 
support from the government and other community 
stakeholders to encourage implementation and 
substantiation of the screening initiatives in Hong 
Kong.
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