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Potential Impact of
Extending
Surveillance Intervals
for Patients With 1–2
Low-Risk Adenomas
he 2020 US Multi-Society Task
TForce (USMSTF) guidelines on
colonoscopy surveillance recommen-
ded the extension of surveillance inter-
vals for patients with 1–2 low-risk
adenomas (LRAs) to 7–10 years, longer
than the 5–10 years recommended in
2012 by the same group.1,2 This
recommendation was based on studies
which showed the cumulative inci-
dence of advanced neoplasia (AN) to
be low, and similar to patients with a
normal baseline colonoscopy.3,4 Subse-
quent studies have shown that while
the incidence of colorectal cancer
(CRC) is slightly increased in patients
with 1–2 LRAs when compared to
those with a normal baseline, there is
no difference in CRC mortality.5

Extending intervals may decrease life-
time exposure to colonoscopies and
reduce colonoscopy-associated risks.
On a larger level, these extensions
may serve as a safe and impactful
way of increasing colonoscopy
screening capacity, something that is
of particular importance in the wake
of the COVID-19 pandemic.

While the 2020 guidelines recom-
mend surveillance extensions for pa-
tients previously referred for shorter
intervals, there have been limited data
on clinical impacts, particularly
whether this would lead to a delayed
diagnosis of AN. Our aim was to
compare the prevalence of AN among
patients who had appropriate follow-
up only per the prior 2012 USMSTF
guidelines (4 to <7 years) and those
with appropriate follow-up per the
new 2020 guidelines (7–10 years).

We performed a retrospective
cross-sectional study of patients who
received a colonoscopy at the Veterans
Affairs Hospital San Diego 2/1/
2019–2/1/2020. Patients were
included if they had a colonoscopy 4–10
years prior that found 1–2 tubular ad-
enomas <10 mm in size, and had a
subsequent colonoscopy with fair or
better bowel prep and advancement to
the cecum. Patients were excluded if
they were at increased CRC risk, such as
due to a history of CRC, family history of
a first-degree relative with CRC, a he-
reditary CRC syndrome, inflammatory
bowel disease, or an index colonoscopy
with a surveillance indication for >2
adenomas, high-grade dysplasia or
villous adenoma.

Primary outcome was AN at sur-
veillance, defined as an adenoma with
size �10 mm, villous histology, or
high-grade dysplasia. Patients were
categorized into either having a colo-
noscopy at a short or extended sur-
veillance interval, with the short
interval defined as surveillance 4 to <7
years after index colonoscopy and the
extended interval defined as 7–10
years after index. Continuous variables
were expressed as means � standard
deviation and the Shapiro-Wilk test
was used to assess for normality.
Comparisons between groups were
done using the Mann-Whitney U, chi-
squared or Fisher’s exact test where
appropriate. A P-value cutoff of .05 was
used to determine significance. Anal-
ysis was done using SPSS, version 27.0
(IBM).

3261 patients underwent colonos-
copy between 2/1/2019 and 2/2/
2020 of which 189 were included in
our final cohort (Figure A1). Forty-
four (23.3%) patients received sur-
veillance at a short interval, while 145
(76.7%) patients received surveillance
at an extended interval (Table). Both
groups were similar in terms of age,
sex, indication of index colonoscopy,
and number of tubular adenomas
present.

Overall proportion with AN was
4.8% for both groups combined. No
difference in proportion with AN be-
tween the short interval group and the
extended interval group was observed
(Figure, 5.52% vs 2.27%, P ¼ .69).
Regression analysis showed that the
extension of the surveillance interval
was not associated with a higher inci-
dence of AN compared to the shorter
interval (odds ratio 0.40 [0.05–3.28],
P ¼ .39).

Our results suggest that an
extended surveillance interval of 7–10
years did not result in a clinically
meaningful difference in the rate of
AN detected on surveillance when
compared to a short interval of 4 to <7
years.

These findings are in line with prior
studies that have demonstrated that
patients with LRAs at baseline have
low rates of AN at the time of surveil-
lance. The overall proportion of AN we
found of 4.8% was within the 3.6%–
4.9% range described in Dube and
Hassan’s meta-analyses of patients
with LRAs.3,4 In addition to there being
no significant difference in proportion
of AN between the short and extended
interval groups, proportion with AN
among the extended interval group is
similar to rates seen among patients
with a normal baseline colonoscopy
5–10 years prior.6 Heisser et al.’s meta-
analysis demonstrated that 3.2% of
patients with a normal index colonos-
copy 5–10 years prior had AN at follow
up. This similarity in prevalence sup-
ports the idea that patients with 1–2
LRAs can have a surveillance interval
similar to individuals with prior
normal colonoscopy, consistent with
2020 USMSTF guidelines.

The clinical implications of these
findings are signficant because adher-
ence to new guidelines over old can
help mitigate post-COVID delays in
colonoscopy access and unburden a
system struggling to handle an
increasing number of surveillance
colonoscopies.7 As Xiao et al. demon-
strated, adherence to old guidelines
over new was the most common
guideline-appropriate opportunity for
delaying surveillance colonoscopy in
their assessment of 769 referrals
received at the outset of the COVID-19
pandemic, suggesting that the real
world effects of this interval increase
would be significant.8

http://crossmark.crossref.org/dialog/?doi=10.1016/j.gastha.2022.11.011&domain=pdf


Table. Continuous Variables Were Compared Using the Mann-Whitney U Test,
Categorical Were Variables Compared Using Chi-Squared and Fisher’s
Exact Test When Appropriate

Baseline characteristics
Short interval

(4–7 y)
Extended interval

(7–10 y) P-value

Total patients (n ¼ 189) 145 (76.7%) 44 (23.3%)

Age (SD) 69.9 � 7.9 67.1 � 6.7 .07

Male (%) 134 (92.4%) 44 (100%) .07

Indication for prior
colonoscopy

.84

Screening 78 (53.8%) 25 (56.8%)
Previous polyp 38 (26.2%) 13 (29.5%)
Bleeding 9 (6.2%) 1 (2.3%)
Heme positive stool 7 (4.8%) 2 (4.5%)
Iron deficiency anemia 4 (2.8%) 2 (4.5%)
Adenoma on flexible sigmoidoscopy 3 (2.1%) 0
Other 6 (4.1%) 1 (2.3%)

Number of adenomas at
baseline colonoscopy

.77

1 99 (68.3%) 29 (65.9%)
2 46 (31.7%) 15 (34.1%)

SD, standard deviation.

Figure. The proportion with advanced neoplasia based on interval since last co-
lonoscopy is shown. No statistically significant difference in the proportion with
advanced neoplasia was seen between the short and extended surveillance co-
lonoscopy groups.
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Limitations include a population
that skewed male, and only moderate
sample size from a single study site,
perhaps impacting generalizability and
precision of AN estimates. Further, the
ideal endpoint for evaluating tradeoffs of
surveillance intervals would be CRC
incidence, for which we were under-
powered. Despite this, our study repre-
sents one of the first attempts to
characterize the risks of re-triaging pa-
tients to a longer surveillance interval.
Notably, the recently initiated 5 or 10
YearColonoscopy for1–2Non-Advanced
Adenomatous Polyps (FORTE) trial will
compare CRC incidence for shorter vs
longer interval surveillance in the United
States, and the European Polyp Surveil-
lance trial will do the same, but results
will not be available for many years.9,10

In the meantime, our results, taken
together with existing literature sug-
gest that delaying surveillance to 7–10
years for patients referred less than 7
years after prior LRA diagnosis, and
routinely recommending 7–10-year
follow-up after new diagnosis of LRA
are safe surveillance strategies.
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