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Abstract

Advanced adenomas represent a subset of colorectal polyps that are known to confer an increased
risk of colorectal neoplasia to the affected individual and their first-degree relatives (FDRS).
Accordingly, professional guidelines suggest earlier and more intensive screening for FDRs of
those with advanced adenomas similar to FDRs of those with colorectal cancer (CRC). Although
the risk to family members is less clear among patients with advanced serrated polyps, they are
often considered in the same category. Unfortunately, there is a growing concern that patients,
endoscopists, and primary care providers are unaware of the familial risk associated with these
polyps, leaving a wide gap in screening these high-risk individuals. Herein, we propose a
standardized language around advanced colorectal polyps and present a detailed review of the
literature on associated familial risk. We outline the challenges to implementing the current
screening recommendations and suggest approaches to overcome these limitations, including

a proposed new colonoscopy quality metric to capture communication of familial CRC risk.
Improving screening in these high-risk groups has the potential to substantially reduce the burden
of CRC.
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INTRODUCTION

The marked decrease in colorectal cancer (CRC) incidence and mortality in the United
States over the past 2 decades has been largely attributed to increased uptake of CRC
screening (1). Despite this progress, an estimated 147,950 new cases of CRC and 53,200
deaths from CRC will occur in 2020, making it the second most common cause of cancer
death in the United States (2). CRC disease burden remains high, in part, because the
screening programs fall short of reaching all eligible individuals. National efforts are largely
geared toward screening average-risk persons but often fail to target substantial subsets of
the population who are at increased risk (3-5). One such high-risk group is the first-degree
relatives (FDRs) of individuals with CRC and advanced adenomas (AAS).

FDRs of patients with CRC have greater than a 2-fold higher risk of developing CRC. Risk
increases with 2 or more affected FDRs and as the age of the patient with CRC decreases
(6-12). Accordingly, screening is recommended by age 40 or 10 years younger than the
relative’s CRC diagnosis. FDRs of patients with AAs have a similarly increased risk and
the same early screening recommendations apply. AAs are a distinct category of colorectal
polyps defined based on size (tubular adenoma = 1 cm) or histology (any adenoma with
villous histology or high-grade dysplasia). They confer a higher risk of future colorectal
neoplasia for the affected individual and their FDRs, thus warranting earlier and more
frequent screening (13-18). All major guidelines recommend starting CRC screening by the
age of 40 years in FDRs of individuals with one or more AAs (see Table 1) (19-21).

Patients with AA have poor knowledge of the increased risk of CRC to themselves and

their family members. In a study of 137 patients with advanced polyps, only 29% were
aware that their polyp was precancerous and only 40% were aware that their FDRs may

be at increased risk of CRC (22). Although this lack of risk recognition is undoubtedly
multifactorial and includes both patient-related factors (limited health literacy and lack of
contact with family members) and system-related factors (electronic medical records and
privacy laws), it is also driven by a breakdown in communication between endoscopists

and their patients (23,24). In the same study, patients reported that their endoscopists are
their top source for information about CRC risk and recommendations, although only 7% of
patients were provided recommendations for family members from their endoscopists (22).
Identification and proper screening of FDRs of patients with AAs offers a major opportunity
to expand screening and potentially decrease the CRC burden.

This review will focus on AAs as a CRC risk factor. Herein, we (i) describe the prevalence,
history, and evolution of AAs and provide a current working definition of the term advanced
serrated polyp (ASP) and advanced colorectal polyp (ACP), (ii) summarize the published
data on the impact of AAs on the risk of CRC (for the proband and their FDRs) and
guideline recommendations, (iii) highlight the barriers to screening this cohort of FDRs, and
(iv) propose quality metrics for endoscopists related to communication for families at high
risk for CRC.
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Prevalence of AAs

The population prevalence of AAs by age and subtype of the polyp can be estimated

from the CRC screening trials (see Figure 1). The overall prevalence is 3.5%-10.5%, with
higher rates seen in men with advancing age and symptomatic patients (25-28). Regarding
racial differences, a recent meta-analysis of 9 studies found no significant differences in the
prevalence of AAs between whites and blacks (29).

The history and current definition of the AA and ASP

The concept of AA as a more aggressive colorectal lesion was first introduced in the
original polyp screening trials (30) and remains present in the current guidelines (19-21).
Winawer et al. classified large adenomas, adenomas with high-grade dysplasia or infiltrating
cancer, as clinically relevant adenomas with increased malignant potential (30-32). The term
high-grade dysplasia replaced the previously used terms carcinoma in situ, intramucosal
carcinoma, and focal carcinoma (33). The National Polyp Study landmark article in 1993
subsequently defined the adenoma with advanced pathological features. (34) This was based
on a study where individuals who had removal of a rectosigmoid large (=1 cm) or villous
adenoma had a 3 times higher risk of CRC and nearly 6 times higher likelihood if multiple
(=3) adenomas were present, as compared to those who had low risk (<1 cm) tubular
adenomas (35). This increased risk was replicated in additional studies (36).

The guidelines published in 2000 written by combined societies including the American
Gastroenterological Association, the American Society for Gastrointestinal Endoscopy, and
the American Association for the Study of Liver Diseases introduced the term AA to refer
to polyps that are large (=1 cm), contain villous histology, or high-grade dysplasia (37). This
term AA is still used today, and the components have not changed much in the past 20 years.

The term high-risk adenoma (HRA) was introduced in the 2006 United States Multi-Society
Task Force (US-MSTF) surveillance guidelines (38). Although the features are largely
similar, HRA is distinct from AA in that it also includes in its definition the presence of >3
adenomas. It is important to note that this qualifier HRA is intended only for surveillance
recommendations; the finding of >3 adenomas is not known to have risk implications for
FDRs based on the current literature.

More recently, the terminology has expanded to include ASPs, defined as any sessile
serrated adenoma/polyp (SSP) =1 cm, SSP with any grade of cytological dysplasia, or
traditional serrated adenoma (TSA) =1 cm. Large hyperplastic polyp (HP) =1 cm has not
been traditionally included in this definition, although previous studies have combined

HPs with other serrated polyps (39,40). Risk to FDRs is presumed to be increased, and
some guidelines recommend similar screening in FDRs as with conventional AAs (19,21).
However, limited data exist related to the magnitude of risk among FDRs with ASPs. In this
review, data and recommendations for AA and ASP are largely kept separate, but when the
approach is similar, we use the term ACP to refer to both AA and ASP (Table 2).
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Challenges in defining AAs and ASPs

The definition of ACP is problematic because the assessment of size and histology may

be subjective. It is well known that polyp measurement is fraught with inaccuracy and the
size is generally overestimated with significant clustering around the 1-cm and 2-cm marks
(41). These limitations have prompted many to question the accuracy of historical data
regarding the polyp size and risk estimates which may challenge the validity of guideline
recommendations (42). Nonetheless, these standard, albeit potentially inaccurate, estimates
have been useful in stratifying risk among patients with colorectal polyps.

Accurate histologic diagnosis is also critical. In general, interobserver reliability is generally
good among pathologists for adenomatous vs nonadenomatous polyps. However, for
categorizing adenomas as nonadvanced or advanced, interobserver agreement is only
moderate between general and expert pathologists (kappa 0.56 [0.44-0.67]) and between
expert pathologists (kappa 0.64 [0.43-0.85]) (43). Other studies show even worse agreement
of diagnosis for colorectal polyps according to the histologic type (kappa = 0.46) and degree
of dysplasia (kappa = 0.26) (44). These issues are compounded for serrated polyps in part
because those histologic criteria are more recent and less widely recognized than that for
adenoma types (45). Several studies have shown that polyps that were previously called
hyperplastic were frequently classified as SSP when re-examined later by expert pathologists
or when the specimen was reoriented (46—49), and there is still substantial variability in the
rate of diagnosis of serrated polyps among individual pathologists (50-52).

PART I

Risk of CRC in individuals with a positive family history, but no hereditary syndrome

In the present review, we focus on individuals with a positive family history of AA in

the absence of an identified hereditary cancer syndrome. However, if at any time the

family history pattern suggests an inherited syndrome, additional workup including genetic
counseling and testing should be considered. Hereditary causes account for about 5%—-10%
of CRC, and the National Comprehensive Cancer Network (NCCN) recommends the genetic
evaluation in any patient younger than 50 years with CRC or with an FDR with CRC at
younger than 50 years (53). In addition, when ASPs are encountered, the provider should
always keep in mind the serrated polyposis syndrome, defined as at least 5 serrated polyps
proximal to the rectum, all =5 mm, with 2 or more that are =10 mm, or more than 20
serrated polyps of any size distributed throughout the large bowel with at least 5 proximal to
the rectum (54). However, the risk estimates and management for familial CRC syndromes
and family history of CRC are beyond the scope of this study and are summarized elsewhere
(55). Instead, we focus on a distinct high-risk group, which is individuals with a family
history of neoplastic polyps.

Risk of CRC in individuals with an FDR with a non-AA

In 1996, the National Polyp Study observed that siblings and parents of patients with
adenomatous polyps are at increased risk for CRC (Relative Risk 1.78, 95% confidence
interval [CI] 1.18-2.67) (56). A series of case control studies reporting that individuals
with adenomas (or AAs) were more likely to have an FDR with CRC than those
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without adenomas supported these data (7). This prompted gastrointestinal societies to
treat individuals with an FDR with any adenomatous polyp as higher risk than the general
population, warranting earlier screening and at shorter intervals (57-60).

Based on the inherent limitations of case control studies, including selection and information
bias (i.e., self-reported polyp family history), and the implications of screening everyone
with an FDR with any adenoma (61-63), the American College of Gastroenterology focused
their 2009 recommendation for earlier screening to only those with an FDR with an AA
(64). The US-MSTF and the NCCN followed suit (65,66). Nearly 10 years later, new robust
data demonstrated that indeed a family history of non-AA does not significantly increase the
risk of advanced colorectal neoplasia (67).

Risk of CRC in individuals with an FDR with AA

Several studies demonstrated increased risk of CRC in individuals with an FDR with AA
according to the polyp subtype (Table 3) (10,68). Overall, the FDRs of patients with AAs
have 1.7-3.9 times the risk of CRC compared with those without family histories (14,69).
These risk estimates are fairly similar to the increased risk associated with having an FDR
with CRC (70). A French case control study recruited FDRs of 306 index cases with large
tubular adenomas =1 cm (advanced based on the size). The resulting case group of 168
FDRs was matched on age, sex, and geographical area to 2 controls randomly selected from
patients undergoing screening colonoscopy (controls considered high risk for colorectal
neoplasia were excluded) (14). FDRs with a positive family history of AA were more likely
to develop a composite endpoint of CRC and/or large adenomas compared with controls
(8.4% vs 4.2%, odds ratio [OR] 2.27, 95% CI 1.01-5.09). The odds were higher when the
index case was younger than 60 years (OR 3.82, 95% CI 0.92-15.87), men (OR 4.01, 95%
Cl 1.45-11.09), or had a large distal adenoma (OR 3.14, 95% CI 1.27-7.73). Only 55%

of the eligible FDRs in this study actually had a colonoscopy, and therefore, the study was
underpowered to determine the outcome of CRC alone. However, the absolute prevalence of
CRC was 3-fold higher in relatives compared with controls.

Another case control study within a cohort of 126,936 Utah residents undergoing
colonoscopy observed that FDRs of those with villous adenomas compared with no
adenoma had a higher risk of CRC (RR 1.65 (1.28-2.14)) (69). The analysis did not include
large adenomas or adenomas with high-grade dysplasia. Recall bias was minimized in this
study by using the colonoscopy reports and validated genealogy records to confirm familial
relationships.

Risk of CRC in individuals with an FDR with ASPs

The relatively recent recognition of the importance of serrated polyps as precursors to
about 15%-30% of CRCs has substantially enriched the discussion of ACPs (71). ASPs are
defined by the US-MSTF as SSP = 1 cm, SSP with any grade of cytological dysplasia, or
TSA =1 cm (19). SSP with cytological dysplasia represents a small subset of SSPs that
develop discrete foci of dysplasia and are believed to transform quickly to malignancy (72).
TSAs =1 cm are considered advanced by size and have associated recommendations for
earlier screening in FDRs (US-MSTF and NCCN) (19,21). However, for the purposes of
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proband surveillance, TSA of any size is considered a high-risk lesion with a recommended
3-year interval for repeat colonoscopy (73). Smaller TSAs < 1 cm may confer increased
risk, although data are limited. In 1 study, TSA at baseline was associated with increased
risk of metachronous advanced neoplasia compared with conventional adenoma; however, in
multivariate analysis, the size of TSA on index examination was not a significant predictor
of advanced neoplasia on surveillance (74).

ASPs are associated with increased risk of synchronous and metachronous advanced
neoplasia, and large SSPs = 1 cm are associated with a 3.5-fold higher personal risk of
future CRC (39,75-78). The magnitude of risk to family members is still not defined based
on the most recent literature. A large data set from Korea found that having an FDR with
CRC was a risk factor for any SSP (OR 3.14, 95% CI 1.57-6.27), although it was not
specific to ASP (79). Egoavil et al. (80) demonstrated an increased risk of CRC in FDRs
of individuals with multiple serrated polyps, but who did not meet the criteria for serrated
polyposis syndrome (standardized incidence ratio 2.79, 95% CI 2.10-3.63) (81).

Based on the currently available data, it is unclear as to whether to include large HPs = 1

cm in this definition of ASP. Many studies combine large HP with large SSP (39,40) which
makes it difficult to know whether individuals with large HP alone have increased risk for
future colorectal neoplasia separate from the risk associated with large SSP. This grouping is
usually performed to account for the difficulty in differentiating HP from SSP histologically,
which can occur up to 25% of the time (82). An alternate strategy is to consider large

HPs that are located proximal to the splenic flexure in the definition of ASP, which would
account for the challenges in histopathologic diagnosis and the known epidemiology of
SSPs. We propose including large SSPs and TSAs as ASPs. Until further data become
available to quantify the specific risk associated with large HPs, we recommend considering
including HP = 1 cm diagnosed proximal to the splenic flexure and those with typical
endoscopic features associated with SSPs (flat or sessile shape, indistinct border, mucus cap,
rim of debris, cloud-like surface, and lacy vessel pattern) (45) as advanced lesions, accepting
that data are limited.

Currently, it is unclear whether individuals with an FDR with an ASP are at increased risk
for CRC because data in this area are lacking. Nonetheless, the increased risk to FDRs

from conventional AA is extrapolated with a recommendation by some guidelines for earlier
and more frequent screening (19,21). The US-MSTF acknowledges that this is a weak
recommendation with very low quality evidence, and the NCCN lists this as a category 2A
recommendation. It may be reasonable to consider ASP as higher-risk lesions for family
members, but it may be too premature to equate the risk to that of conventional AA.

Barriers to screening FDRs of individuals with ACPs

Although screening rates among those with positive family histories are higher than in the
general population (at the same age), they still remain low at less than 50% for individuals
(aged 40-49 years) with an FDR with CRC (70,83). Limited data are available for the
screening rates among FDRs of patients with ACPs, but it is likely lower (84).
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Achieving adequate screening among FDRs of patients with ACP could be achieved

by outreach to FDRs of patients with ACPs or by the routine collection of the family
history of polyps during clinical care. There are, however, substantial provider, patient,
and system level barriers to be considered (Figure 2). Challenges at each level include
the following: (i) gaps in knowledge exist—both patient knowledge of their diagnosis and
provider knowledge of the recommendations, (ii) ineffective and inopportune timing of
communication postcolonoscopy, (iii) inaccurate and incomplete family history data, and
(iv) lack of effective tools and resources that facilitate awareness and compliance among
patients and their FDRs. It is also possible that differences in the guidelines may lead to
confusion about insurance coverage.

Barriers to outreach to FDRs through patients with ACPs

Most patients have an inadequate understanding of their colonoscopy and polypectomy
results which is disadvantageous because risk perception is related to the screening behavior
(85,86). Surveys show that patients typically do not know the size, number, or histologic
classification of their colon polyps, despite being informed verbally or provided with a
report of the endoscopy and pathology results (87,88). It is thus to be expected that the
patients’ FDRs and the relatives’ providers are unaware of the increased CRC risk. There are
also a host of patient-related factors that contribute to the communication complexity. Health
literacy is low, and contact with family members may be inconsistent and an unreliable
channel to convey early screening recommendations (89). In addition, patients are frequently
unable to provide complete detailed family history reporting.

These patient-level gaps are compounded by similar provider-level gaps. Physicians are
often not equipped with time or resources to provide postprocedural communication
regarding early screening recommendations. This is combined with the inopportune time
of approaching patients postanesthesia, limited knowledge by primary care providers or
endoscopists on published recommendations, and the fact that many gastroenterologists do
not adhere to the guidelines (often may even intentionally disagree), resulting in the overuse
and underuse of colonsocopy (90-95). Although most endoscopy units routinely convey
information to patients about their surveillance recommendations, there is rarely a system
for effectively communicating the implications of the results for the patient’s FDRs. There
is a need for better systems and effective strategies to reach high-risk family members of
patients with ACPs (96,97).

Barriers to the collection of a family history of ACPs

Limited data exist regarding the collection of ACP family history, but it is likely more
poorly collected than CRC family history and undoubtedly shares similar barriers. Although
accurate recording of family history in medical records is the most important strategy for
identifying hereditary cancer syndromes, it is lacking in approximately half of primary care
patient medical records (98) and up to 40% of patients undergoing outpatient colonoscopy
(99). A major challenge is the lack of tools for the systematic collection of these data
efficiently or effectively integrated within the clinical workflow. Additional obstacles are
associated with patient confidentiality which prevents the providers communicating directly
with their patient’s relatives. Health Insurance Portability and Accountability Act privacy
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laws make it nearly impossible for a gastroenterologist who has actionable information
(positive finding of an ACP) to inform the patient’s FDRs and successfully complete early
screening in these high-risk individuals. Recognizing individuals at high risk has helped
reduce CRC incidence and mortality by half in Lynch syndrome (100), but identification
of patients at increased risk based on an FDR with ACPs would require a major change

in the approach to collecting family history. Given the effectiveness of screening FDRs

of individuals with CRC, it is reasonable to expect a similar benefit from more intensive
screening in this population.

Tools, resources, and needs

Few studies have focused on the communication about CRC risk and screening outside

of disclosing genetic test results in families with a known inherited predisposition. There

is, therefore, a critical need for effective communication and educational efforts for both
patients and providers. Only recently have the resources been developed to improve
awareness among gastroenterologists and primary care physicians about the early screening
guidelines recommended for FDRs of patients with ACP (101). The National Colorectal
Cancer Roundtable provides free, downloadable template letters according to specific polyp
subtype that communicate the colonoscopy and pathology results, associated risk, and
recommendations for patients and FDRs (102). A focused effort to improve communication
of the ACP results and specific recommendations for family members is a critical first step
to reaching more eligible individuals for earlier screening. Further studies are needed to
better understand how or whether patients with AA communicate risk to unaffected family
members and whether these individuals know that they are at risk. Identifying the most
effective and feasible methods to communicate with FDRs will also be critical. With the
many technological advances available for reaching and teaching patients, it is time to
sharpen our understanding of the best methods to engage patients and their family members.

Proposal of endoscopic reporting quality metrics to document family risk based on the
advanced polyp findings

There is an enormous opportunity for the endoscopist to improve the clinical care not only
for patients with ACPs, but for their FDRs. As the provider who diagnoses and manages
advanced polyps, the endoscopist is uniquely positioned to ensure that patients and their
family members are well informed about their risk and screening recommendations based
on the advanced polyp findings. Given that professional guidelines support more intensive
screening for family members of those with advanced polyps, standardized communication
of CRC risk and screening recommendations for family members can be proposed as quality
metrics (103).

A quality metric must be measurable and simple. We propose 2 quality metrics for
endoscopists who diagnose and manage advanced colorectal neoplasia (CRC and/or
advanced polyps) (Table 4). The major underlying goal is to notify the patients with
advanced neoplasia that their family members may be at increased risk and may require
more intensive screening. This can be accomplished by including a family recommendation
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in the colonoscopy report and/or pathology notification. For example, if the patient is found
to have an AA, we recommend communicating that (i) FDRs may have an increased risk

of CRC based on the patient’s polyp finding, (ii) patient should share these polyp findings
with FDRs and inform them of this increased risk, (iii) FDRs should talk to their health
care provider about appropriate age and method to initiate screening, and (iv) guidelines
suggest that FDRs may require earlier and/or more frequent screening. We also suggest that
the endoscopist notify the referring provider. This would enable the primary care doctor to
also encourage the patient to reach out to family members and encourage them to speak with
their providers about CRC screening. This could be included in the letter usually generated
to the referring provider. This communication can be standardized within an endoscopy
practice and applied to all patients diagnosed with advanced neoplasia.

Endoscopy practices can track the overall and individual endoscopist adherence to familial
risk communication for patients diagnosed with advanced colorectal neoplasia in the
endoscopy suite. We propose that practices aim for =90% adherence. These proposed quality
metrics can empower and support endoscopists to open the channels of communication with
their patients and patients with their FDRSs.

CONCLUSIONS

It is widely accepted that individuals with an FDR with CRC are at increased risk

of colorectal neoplasia and warrant earlier and more frequent screening. This review
emphasizes that individuals with an FDR with AA have a similarly increased risk of CRC
(1.7-3.9 times higher) and earlier and more frequent screening strategies are recommended
by professional gastrointestinal and oncologic society guidelines. Although there are
numerous barriers to identifying and screening all of these high-risk individuals based on the
positive family history of AA, improving the communication between patients, providers,
and family members is a critical first step. One way to promote these conversations is to
incorporate familial risk communication into colonoscopy quality metrics. The actionable
findings after colonoscopy have important implications for patients, and through them their
relatives, that may help decrease the burden of CRC.
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Figure 1.
Prevalence of advanced adenoma (AA) by age and sex. (a) The prevalence of AA is higher

in men compared with that of in women and increases with increasing age (26). (b) The
prevalence of AA varies according to the polyp subtype (27).
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LEVEL BARRIERS RESULT CONSEQUENCE
Inadequate understanding of personal
colonoscopy findings and polyp
histology
Gaps in knov/ledge of risk to FDRs
Lack of resources to educate FDRs
FDRs of advanced
Numerous

PROVIDER

Low perceived risk for self and family

Incomplete collection of family history
data

Time and resource limitations

Low awareness of special screening
recommendations

Lack of adherence to guidelines

Family history data is not integrated
into the electronic health record

Time and resource limitations to
educating patients and relatives

Lack of personnel to track FDR
adherence

Figure 2.
Proposed patient, provider, and system level barriers to screening first-degree relatives of

patients with advanced colorectal polyp. AA, advanced adenoma; CRC, colorectal cancer;
FDR, first-degree relative.

adenoma patients [who
are at 4-6 fold
increased risk for AA
and 2-4 fold increased
risk for CRC] are not
screened early

Low awareness of risk
for AA and CRC among
first degree relatives
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Colorectal Cancer Screening Guidelines for Individuals with a Family History of Advanced Colorectal Polyp

Banff Consensus Group (CAG/AGA)
20

Family history

Agetoinitiate screening Preferred test, interval

Documented advanced adenoma
in>1 FDR (any age)

Age 40-50, or 10y younger Colonoscopy every 5-10y or
than age at diagnosis of FIT every 1-2y
*

FDR

United States Multi Society Task Force
(USMSTF) 1°

Documented Advanced adenoma
in 1 FDR <60y or in 2 FDRs
(any age)

Age 40, or 10y younger than

#
age of diagnosis of FDR * Colonoscopy every Sy

Advanced adenoma in 1 FDR
=60y

Age 40 Same as average-risk persons
(colonoscopy every 10y or
FIT annually)

Documented Advanced serrated
N
lesion in 21 FDR

According to recommendations for family history of
documented advanced adenoma

National Comprehensive Cancer
Network (NCCN) &

Confirmed Advanced adenoma
or advanced serrated lesion in 1
FDR (any age)

Age 40, or at age of diagnosis  Colonoscopy every 5-10y
of advanced adenoma in

FDR™

y: years, CAG: Canadian Association of Gastroenterology, AGA: American Gastroenterological Association, US-MSTF: United States Multi
Society Task Force, NCCN: National Comprehensive Cancer Network, FDR: first degree relative, ASL: advanced serrated lesion, FIT: fecal

immunochemical test

*
whichever is earlier

7, . .
If colonoscopy is declined, annual FIT should be offered

N
Advanced Serrated Lesion- weak recommendation, very low quality evidence

Aok

or high risk of colorectal cancer, recommend referring to US MSTF guidelines.

American Cancer Society (ACS) 2018 Guidelines; 103 Only for average-risk adults, no screening guidelines specifically for people at increased

Am J Gastroenterol. Author manuscript; available in PMC 2022 August 04.
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Table 2.
Colorectal Polyp Definitions
Type of colorectal polyp Definition
Advanced adenoma AA Large tubular adenoma =1cm, orany adenoma with villous histology orhigh-grade dysplasia

Advanced serrated polyp ASP  Large sessile serrated polyp =1cm, or SSP with any grade of cytological dysplasia, ortraditional serrated
adenoma =1cm orlarge hyperplastic polyp =1cm diagnosed proximal to the splenic flexure and/or with

endoscopic features suggestive of SSP *

Advanced colorectal polyp ACP  Advanced adenoma oradvanced serrated polyp (AA+ASP)

High-risk adenoma HRA  Advanced adenoma, orthe presence of =3 adenomas

*
Flat or sessile shape, indistinct border, mucus cap, rim of debris, cloud-like surface, lacy vessel pattern45

Am J Gastroenterol. Author manuscript; available in PMC 2022 August 04.
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Table 3.

Level of risk for family member of patients with advanced colorectal polyps

Pathology in Proband Risk in First Degree Relative, OR/RR (95% CI)

Advanced Adenoma

Colorectal Cancer

* Advanced adenoma "6.05 (2.74-13.36)104

O Tubular adenoma =1 cm 8.59 (3.4-21.45)104
*.27 (1.01-5.09)14

O Adenoma with villous histology *** 65 (1.28-2.14)8°
6.28 (2.02-19.53)104

O Adenoma with high-grade dysplasia 19.98 (2.03-197)104

3.9 (0.89-17.01)1

1.68 (1.29-2.18)%°

* Advanced serrated polyp -

*
in siblings
*Kk

for composite endpoint of large adenoma and/or CRC

Aok

adenoma with villous histology only (not advanced by size or high grade dysplasia)

#SSP >1 cm, SSP with dysplasia, TSA 21 cm

“limited available data
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Proposed quality metrics for communication of increased familial risk in patients diagnosed with advanced

colorectal neoplasia

document notification to the patient that first-degree relatives may have an increased risk of colorectal cancer
and should be notified and encouraged to talk to their health care provider about appropriate age and method

to initiate screening

Proposed Quality Metrics Threshold Type of
Quality Metric
1. When a patient is found to have an advanced colorectal polyp *or colorectal cancer, the endoscopist should 290% Process
document notification to the referring provider that first-degree relatives of the patient may have an increased Measure
risk of colorectal cancer
2. When a patient is found to have an advanced colorectal polyp *or colorectal cancer, the endoscopist should 290% r?lre(;(;isrz

*

Advanced colorectal polyp (ACP): tubular adenoma =1cm in size, adenoma with villous histology or high-grade dysplasia, sessile serrated polyp
21cm in size, sessile serrated polyp with any degree of cytologic dysplasia, traditional serrated adenoma =1 cm, hyperplastic polyp=1cm diagnosed
proximal to the splenic flexure with endoscopic features suggestive of SSP (flat or sessile shape, indistinct border, mucus cap, rim of debris,

cloud-like surface, lacy vessel pattem)45
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