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Background. The efficacy of screening flexible sigmoid­
oscopy in patients with a prior history of a negative 
screening sigmoidoscopy has not been previously stud­
ied.
Methods. Charts from 866 consecutive asymptomatic 
patients undergoing baseline or rescreening flexible sig­
moidoscopy were reviewed. Any previously screened 
patient with a history of polyps was excluded from the 
study. Findings on sigmoidoscopy, including size, loca­
tion, and histopathology of lesions and number of 
prior examinations, if any, were recorded.

Results. Polyps were found in only 12 of 866 patients 
(1.4%). The effect of prior screening was significant. 
Ten of 414 (2.4%) patients who had not undergone 
prior screening sigmoidoscopy were found to have pol­
yps. In contrast, only two of 452 (0.4%) patients who

had undergone prior screening were found to have 
polyps.

Conclusions. Screening flexible sigmoidoscopic examina­
tions provided a low positivity yield in this study, a 
finding that is likely explained by the exclusion of pre­
viously screened patients with a history of polyps and 
by the significant number of previously screened pa­
tients. The relation between the prevalence of lesions 
and the patients’ previous examination statuses suggests 
that multiple screenings for asymptomatic, low-risk pa­
tients at 3- to 5-year intervals as recommended by the 
American Cancer Society may be unnecessary.
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Although a recent retrospective study concluded that 
screening sigmoidoscopy can reduce mortality from col­
orectal cancer, there continues to be controversy regard­
ing the exact use of screening flexible sigmoidoscopy as a 
part of routine health screening.1-3 For example, ques­
tions still exist on the appropriate age for an initial 
screening endoscopic examination, as well as the neces­
sity of and intervals for subsequent screening examina­
tions.1

A previous study, which was conducted at a family 
practice site and focused on the use of screening flexible 
sigmoidoscopy for asymptomatic patients with negative
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fecal occult blood test results, found lesions in 3.6% ol 
the study subjects.4 A recent study investigating 210 
screening colonoscopic examinations on asymptomatic 
patients found a much higher prevalence of significant 
colorectal lesions (25%).5 Comparison of the 25% pos­
itivity rate using colonoscopy and the 3.6% positivity 
rate using sigmoidoscopy suggests that flexible sigmoid­
oscopy may not be the appropriate screening method for 
colorectal cancer.

These studies and others, however, did not specifi­
cally exclude patients with histories of polyps on previous 
screening sigmoidoscopy or colonoscopy.5-10 Significant 
lesions are more frequent in patients with histories of 
adenomatous polyps, even 10 years previously.2 As many 
as 5% to 40%11-16 of synchronous lesions may be missed 
by sigmoidoscopy, and 7% to 50% of metachronous 
lesions have been noted to occur in patients with a 
history of polyps of any histologic type.16-20

This study reviews 866 screening flexible sigmoido-
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scopic examinations or reexaminations by family physi­
cians as recommended for routine health maintenance in 
asymptomatic patients over a 3-year period.21"23 The 
effects of excluding patients with a previous history of 
polyps on prior screening examinations and the effects of 
previous screening are explored.

Methods
This retrospective study involved asymptomatic patients 
50 years and older at a Los Angeles family practice clinic 
who underwent routine colorectal cancer screening by 
flexible sigmoidoscopy over a 3-year period between 
1989 and 1992. These screening examinations were rou­
tine, baseline, or rcscreening sigmoidoscopic examina­
tions as recommended by the American Cancer Society.21 
Data for this study were obtained from chart reviews of 
866 consecutive qualifying patients. This group of pa­
tients did not include those with positive fecal occult 
blood test results or a history of colonic polyps on 
previous screening.

All the patients were followed by their family phy­
sicians, who referred them for screening sigmoidoscopy 
as part of their routine health maintenance examination. 
The standard bowel preparation in this study group was 
Golytcly (Braintree Laboratories, Inc, Braintree, Mass), 
which allowed for adequate examinations. All of the 
subsequent screening sigmoidoscopic examinations were 
performed by two experienced attending family physi­
cians and 24 supervised resident family physicians. A 
60-cm flexible sigmoidoscope was used with an average 
insertion depth of 50 cm. Biopsies of any polyps found 
were obtained during the same examination by the family 
physician and sent to a laboratory for histologic studies.

The number, size, histologic type, and location of all 
lesions found on these screening sigmoidoscopic exami­
nations were recorded. Necessary follow-up colono­
scopic examinations for significant histologic lesions 
found on the current screen were also reviewed and 
noted for the presence and location of additional lesions. 
All purely hyperplastic polyps, as demonstrated by histo­
logic studies following biopsies, were not tabulated since 
follow-up colonoscopy is not recommended for these 
polyps 24 by the American Society for Gastrointestinal 
Endoscopy and since these polyps have not been identi­
fied as a significant risk for future development of color­
ectal cancer.25 A biopsy histologic study was used to 
verify that a diminuitivc polyp was hyperplastic and not 
adenomatous.

In addition to demographic information, previous 
screening sigmoidoscopic examinations were also re­
corded. 1 he data were collected for all subjects, regard-

Table 1. Demographic Characteristics of 866 Asymptomatic 
Patients Who Were Screened for Colorectal Cancer by 
Flexible Sigmoidoscopy

Characteristic

All Patients 
(N = 866) 

No. (%)

Patients with Lesions 
(n = 12)

No.

Age (y)
50 to 54 213 (24.6) 2
55 to 64 357(41.2) 5
65 to 74 225 (26.0) 3
75 and over 71 (8.2) 2

Sex
Female 489 (56.5) 5
Male 377 (43.5) 7

less of whether a positive or negative finding was made 
on the current screening sigmoidoscopy. Fisher’s exact 
tests were performed on selected data.

Results

Demographic Characteristics

Demographic characteristics of the 866 patients are 
shown in Table 1. The mean age was 61.5 years (stan­
dard deviation [SD], 8.2). The age range was 50 to 89 
years. Women comprised 56.5% of the patients.

Positive Examinations

Of the 866 screening sigmoidoscopic examination results 
reviewed, only 12 (1.4%) patients were found to have 
polyps. Six of the 12 (50%) patients with polyps found 
on the screening sigmoidoscopic examinations had addi­
tional synchronous lesions found on follow-up colonos­
copy. A total of 16 additional synchronous lesions were 
found, 5 (17.9%) of which were beyond the range of the 
60-cm sigmoidoscope (Table 2). On two separate 
screening sigmoidoscopic examinations, biopsies of two 
lesions were not obtained because of technical difficulties 
related to equipment problems.

Two sigmoidoscopic examinations yielded two hy­
perplastic polyps with glandular irregularities. Unlike 
other purely hyperplastic polyps without abnormalities 
found on histologic study, those with glandular irregu­
larities were tabulated and underwent follow-up colonos­
copies as well.

Only one of the 12 polyps found on screening 
sigmoidoscopy was significant in size or in histologic 
findings as defined by current criteria.25 Twelve addi­
tional histologically significant synchronous lesions, 
however, were found on follow-up colonoscopy.
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Table 2. Lesions Found by 60 -cm Flexible Sigmoidoscopy 
and Follow-up Colonoscopy

Type of Lesion

Lesions 
Found by 

Sigmoidoscopy

Additional Lesions 
Found by 

Colonoscopy
Total Beyond 60-cm

Polyp
Tubular

<1 cm 7 4 0
>1 cm 0 0 0

Villous 0 4 2
Tubuiovillous 1 8 3
Hyperplastic with 2 0 0

glandular irregularity
Adenocarcinomas 0 0 0
Not biopsied 2 0 0

Total lesions 12 16 5

Previous Screening Sigmoidoscopic Exam inations

In this group of 866 patients, 452 (52.2%) patients had 
undergone previous screening sigmoidoscopic examina­
tions. Of the 854 patients without polyps, 450 (52.7%) 
had previous examinations, whereas 404 (47.3%) had no 
prior screening sigmoidoscopic examination.

Of the 12 patients with polyps, however, only 2 
(16.7%) had previous screening examinations; 10 
(83.3%) had no prior examination. The cfFcct of prior 
screening was significant (P — .017). Of the 452 patients 
who had been previously screened, the intervals of prior 
screening sigmoidoscopy were as follows: 400 patients 
were screened 5 or more years previously; 181 were 
screened 6 to 10 years previously; 103 were screened 11 
to 15 years previously; 21 were screened 16 to 20 years 
previously; and 4, more than 21 years previously. Be­
cause some patients had multiple previous screening sig­
moidoscopic examinations before this 3-year study pe­
riod, the number of previous examinations exceeds the 
number of patients.

Discussion
The prevalence of lesions detected in this study was low 
compared with that of previous studies.6-10'26”28 The 
difference may be attributable to multiple reasons. First, 
this investigation involved only asymptomatic patients. 
The Minnesota Colon Cancer Control study by Mandel 
et al29 recently observed that nearly 30% of patients with 
positive fecal occult blood test results had polyps or 
colorectal cancer detected on colonoscopy, and ulti­
mately concluded that annual fecal occult blood testing 
decreased colorectal cancer mortality by 33%. Therefore, 
although the exclusion of patients with positive fecal 
occult blood test results was necessary to define a truly

low-risk, asymptomatic population, it mav have lowered 
the yield of the current study. Other studies with higher 
yields on endoscopic examinations failed to exclude all 
symptomatic patients, a group that may have included 
patients with fecal occult blood positivity.8’9-26-28

Second, the lower yield may have been influenced by 
the exclusion of all patients with a history of polyps from 
this study. Since these patients are at a higher risk for 
future polyps,11-20 their inclusion could have falsely in­
creased the yield of a screening study.5-10

Third, there was a slight predominance of woman 
(1.3:1) in our study. The prevalence of polyps has been 
noted by previous studies to occur more frequently in 
men than women (1.4:2.1).30-32 The demographics of 
our subjects with respect to sex may have affected the 
yield.

Fourth, previous screening examinations have been 
noted in other studies; however, either no significant 
effects were noted in these studies or the studies did not 
include exact figures needed to analyze the impact of 
multiple screening on their positive findings.4 5 In this 
study, more than one half of the patients (52.7%) with 
negative findings had undergone previous screening. The 
effect of previous screening was significant and could 
have contributed to the low yield within the entire study.

The high proportion of our patients who were pre­
viously screened may have lowered the yield of this study. 
Although there may be an independent effect of previous 
screening on the low yield, volunteer biases can affect the 
yield of a voluntary screening study such as this one.33 
Perhaps compliant patients, who undergo repeat, or even 
a single, routine flexible sigmoidoscopy, have better 
health habits than the general population, as theorized by 
Selby and Friedman.34 In this study, the high percentage 
of compliant, perhaps health-conscious patients who 
were rescreened could have resulted in a lower yield.

Although there were synchronous polyps that were 
missed and a few polyp biopsies that could not be ob­
tained on the screening sigmoidoscopy in this study, the 
simple fact that index polyps were detected should not be 
ignored. Previous studies have shown that 14% to 34% 
of patients screened with flexible sigmoidoscopy had 
additional lesions on follow-up colonoscopy.4’6’7’35’36 
These index polyps, found on the screening sigmoido­
scopic examinations performed by family physicians, 
prompted immediate and appropriate referrals for full 
colonoscopic examinations that ultimately led to the dis­
covery of additional, significant synchronous lesions.

The low yield of screening examinations on the 
low-risk population (asymptomatic patients without a 
history of polyps) in this study suggests that multiple 
screenings on this group at the recommended 3- to 
5-year intervals of the American Cancer Society may be
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unnecessary.21 Perhaps cither the 10-year interval sug­
gested by Selby2 would be sufficient; or a single, baseline 
health maintenance flexible sigmoidoscopic or colonos­
copic examination37’38 should be performed at an appro­
priate age, and future 3- to 5-year interval reexaminations 
conducted only on high-risk patients, including those 
with histologically significant polyps found on any 
screening endoscopic examinations.
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