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	[bookmark: _Hlk54105970]Challenge
	Since the 1990s, guidelines have recommended that patients with 3-4 NAAs – a  common finding on colonoscopy – undergo colonoscopy surveillance 3 years after their previous examination. In 2021, the United States Multi-Society Task Force updated their post-polypectomy surveillance guidelines and now recommend that patients with 3-4 NAAs receive a follow-up examination in 3-5 years. However, this recommendation was based on low-quality of evidence and many practicing gastroenterologists did not adopt this new recommendation of extending the surveillance interval to 5 years. Given the very low quality of evidence to support the 3-5-year surveillance interval, guidelines also advocated for large, higher-quality studies to determine the subsequent risk of advanced neoplasia or colorectal cancer after removal of 3-4 NAAs. 

	Existing Evidence
	This interval change was based on two small studies (~500-1400 patients), which showed that patients with 3-4 NAAs had a low risk of advanced neoplasia at 5 years (5.0%) and it was comparable to patients who had 1-2 NAAs. However, there is no studies that have examined the risk of colorectal cancer in patients with 3-4 non-advanced adenomas, which is the ideal outcome that gastroenterologists, epidemiologists, healthcare systems, and guideline developers want to know. 

	Target Population
	Setting
The study was conducted within Kaiser Permanente Northern California (KPNC), an integrated health system that provides comprehensive inpatient and outpatient services to over 4.5 million members in suburban, urban, and semi-rural regions throughout Northern California. The KPNC member population is diverse and similar in socioeconomic characteristics to the region’s census demographics. The study was approved by the KPNC Institutional Review Board, with informed consent waived.

Eligibility criteria
Individuals were eligible for the study if they were KPNC health plan members 50-75 years of age at the time of their baseline colonoscopy between 2010 and 2017 (the first colonoscopy in the study period), were at average-risk for CRC (no history of any colorectal polyp or cancer, colectomy or proctectomy, hereditary CRC syndrome, or inflammatory bowel disease, and no family history of CRC), had ≥1 year of membership both prior to and after their baseline colonoscopy, and the procedure was complete to the cecum with adequate bowel preparation. They were excluded if the baseline colonoscopy detected a sessile serrated lesion or traditional serrated adenoma or proximal hyperplastic polyp, or if CRC was diagnosed within 12 months after the baseline colonoscopy as these were deemed prevalent cancers. Thus, only screening-eligible individuals with an adequate colonoscopy and 1 or more conventional adenomas or normal findings at the baseline colonoscopy were included in the study. 


	Intervention or Exposure
	The exposure was the baseline colonoscopy finding. Study participants were categorized into one of five mutually exclusive groups based on the severity of the finding, either: normal finding (hereafter referred to as the no adenoma group); 1-2, 3-4, or ≥5 non-advanced adenomas; or any advanced adenoma. 


	Outcomes/Key Findings
	The incidence of CRC is lower for individuals with 3-4 non-advanced adenoma than advanced adenomas and nearly comparable to those with 1-2 non-advanced adenoma and no adenomas. 

[bookmark: _Hlk206406480]At 5 years, the cumulative incidence was 0.5% in the any advanced adenoma group and 0.1-0.2% in the other groups (Figure 2). At 10 years following baseline colonoscopy, the cumulative incidence was 0.9% in the any advanced adenoma group, 0.7% in the ≥5 non-advanced adenoma group, 0.4% in the 3-4 non-advanced adenoma group, 0.4% in the 1-2 non-advanced adenoma group, and 0.3% in the no adenoma group. Finally, at 14 years, the CRC cumulative incidence was 1.8% in the any advanced adenoma group, 1.0% in the ≥5 non-advanced adenoma group, 0.7% in the 3-4 non-advanced adenoma group, and 0.5% in the 1-2 non-advanced adenoma and no adenoma groups.

After adjusting for potential confounders, individuals with 3-4 non-advanced adenomas had a slightly higher risk compared to those with no adenomas at 10 and 14 years of follow-up, which were not statistically significant (Figure 3). In addition, individuals with 3-4 non-advanced adenomas had a similar risk of CRC compared to those with 1-2 non-advanced adenomas (Figure 4). In contrast, individuals with 3-4 non-advanced adenomas had a significantly lower risk of CRC compared to those with no advanced adenomas (Figure 5). 


	Resulting Action/Change
	This study provides concrete evidence that individuals with 3-4 non-advanced adenomas are at lower risk for CRC than individuals with advanced adenomas and comparable risk to those 1-2 non-advanced adenomas. These findings support the recent guideline changes in extending surveillance intervals from 3 to 5 years for individuals with 3-4 non-advanced adenomas.  Our results were presented to the Chair of Chiefs for GI, Assistant Chair of Chiefs, and several GI chiefs in October 2025 who appreciated the study findings and will be providing additional education to our GI colleagues in promoting a 5-year surveillance interval for individuals with 3-4 non-advanced adenomas. 

	Additional Recommendations
	None

	Implementation Tools	
	N/A

	Implementation Measurement
	N/A

	Reference
	Please see the results attached; we are currently writing up the manuscript, which we hope to complete by 11/30/2025.

	In carrying out this project, what problems or barriers did you encounter? (50 words or less)

	The main issue we had with our project is determing the number of non-advanced adenomas, which we attempted first with natural language processing but this approach took a long time. Therefore, we pivoted over to reviewing the charts and assigned the number of non-advanced adenomas based on manual review. 

	In your experience with this project, what was the most positive or constructive aspect? (50 words or less)

	The support from the GI chiefs and Chair of chiefs, and the ability to see our findings translate into our clinical practice at TPMG.

	Dissemination -- did your project lead to a presentation, report or publication? 

	☐ No, please describe barriers, if any.

☒ Yes, please list. Our project was presented as a poster presentation at DDW in May, 2025.


	Did you or others learn something else from your project?  

	☒ Formed a new relationship 
☒ Learned that the right data aren’t currently available 
☐ Identified unanticipated barriers to improving clinical practice 
☐ Other learnings




