
Over recent years, colorectal cancer (CRC) has

become one of the most common cancer in Tai-

wan. According to the data of Taiwan Cancer Regis-

try, CRC is the third leading cause of cancer-related
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Purpose. Currently there is no consensus about surveillance guideline for
resected stage I colorectal cancer. In this study, we try to investigate risk
factor of stage of metachronous colorectal cancer and the reasonable
colonoscopy follow up interval.

Materials and Methods. Between January 1995 and December 2015, to-
tal 17025 patients were diagnosed with colorectal cancer at the Linkou
Chang Gung Memorial Hospital in Taiwan. Demographic data including
sex, age, tumor location, index tumor location, original cancer’s patho-
logical characteristics; preoperative carcinoembryonic antigen level, and
colonoscopy follow up interval were all collected for analysis with Pear-
son’s chi-squared test and linear regression.

Results. Total 2558 patients were diagnosed with stage I colorectal cancer
and underwent standard curative operations. We recorded total 31 patients
had metachronous colorectal cancer. Family cancer history, age, gender,
underlying disease such as hypertension, coronary artery disease, diabete
mellitus, previous CEA level before operation, resection method, TMN
stage T1 or T2, and its original tumor site had no statistical significance
compare with stage of metachronous colorectal cancer (p > 0.05). Co-
lonoscopy follow up interval do have association with metachronous can-
cer stage (p = 0.036). We get a regression curve equation. According to
this equation, we may predict that if we want to control the second cancer
within curable stage (within stage III), a reasonable follow up interval is
75 months. If we want to do more intensive surveillance in order to keep
metachronous colorectal within stage II (No need of chemotherapy), a
reasonable follow up interval is 52 months. Furthermore, if we follow
colonoscopy every 8.4 months, the predict metachronous colorectal can-
cer stage would be within stage I.

Conclusions. Colonoscopy follow up interval do have association with
metachronous cancer stage. The recommend follow up interval is 75
months.
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death in Taiwan. With the introduction of a nationwide

colorectal cancer screening by biennial fecal immuno-

chemical testing for aged 50-69 years, rate of early

colorectal cancer or stage I CRC has increased.1

The vast majority of studies exploring the benefits

of posttreatment surveillance have been conducted in

patients with resected stage II or III disease.5-7 Al-

though the question of a survival benefit is unsettled,

periodic posttreatment endoscopic surveillance is

suggested by major groups, including ASCO, ESMO,

Cancer Care Ontario, the NCCN, the American Can-

cer Society (ACS).6-8

For resected stage I colorectal cancer, there are

many different surveillance guidelines amount each

expert group. According to ASCO,8 Cancer Care On-

tario,10 the British Columbia Medical Association,11

and the National Comprehensive Cancer Network

(NCCN),5 the surveillance of resected stage I colo-

rectal cancer should be periodically colonoscopy ex-

amine only. And the European Society for Medical

Oncology (ESMO) guidelines do suggest it should be

the same surveillance policy amount stage I, II, and III

colorectal cancer. Furthermore, some guidelines had

even no description about surveillance for resected

stage I CRCs.

Although stage I colorectal cancer is with promis-

ing outcome after resection, the 5 years’ survival rate

of resected stage I colorectal cancer is about 90%.32

The goals of surveillance colonoscopy are two fold: to

detect metachronous CRCs (non-anastomotic new tu-

mors developing at least six months after the initial di-

agnosis), and detection of anastomotic recurrences of

the initial primary cancer at a stage that would allow

curative treatment. The local recurrence rate of re-

sected stage I CRC is rare, so we follow up colono-

scopy mainly focused on metachronous CRCs.

In general, current major guidelines available

about colonoscopy surveillance for resected stage I

colorectal cancer is about 1 year after operation, and

then follow up every 3~5 years independently. How-

ever, colonoscopy is an invasive examine with the risk

of perforation.9 If we want to early detect metach-

ronous colorectal cancer and balancing the risk of

colonoscopy, how often should we perform colono-

scopy examine for stage I colorectal cancer patient

after curative resection?

Materials and Methods

Between January 1995 and December 2015, total

17025 patients were diagnosed with colorectal cancer

at the Linkou Chang Gung Memorial Hospital in Tai-

wan. Total 2558 patients diagnosed with stage I co-

lorectal cancer and underwent standard curative re-

section were included. All patients received the same

postoperative follow up principles: do colonoscopy

follow up at least at the first year after operation, and

then follow up at different interval (around 3~5 years)

depend on clinical condition and physician’s judge-

ment. All patients were under OPD follow up and

telephone follow up by case managers. Amount these

2558 patients, 87 patients had lost follow up and 162

patients died of other disease. Up to December 2015,

only 31 patients were found metachronous colorectal

cancer and were enrolled in our study.

Demographic data including gender, age, family

history, Co-morbidity, preoperative carcinoembry-

onic antigen level, operation type, index tumor cell

differentiation, TMN-T stage, and index tumor loca-

tion were all collected for analysis in these patients.

To investigate relationship between colonoscopy

follow up interval (duration from last time tumor free

colonoscopy examine to the newly diagnosis meta-

chronous colorectal cancer) and its final pathologic

diagnosis, we compared clinicopathological factors

related to stage of metachronous colorectal cancer.

Categorical data were compared by using Pearson’s

chi-squared test. Relationship between colonoscopy

follow up interval and final pathological stage were

analysis with linear regression. Statistical significance

was defined as p < 0.05. All analyses were performed

using the Statistical Package for the Social Sciences

version 20 (SPSS Inc. Chicago, USA).

Results

We recorded total 31 patients had metachronous

colorectal cancer found via colonoscopy follow up
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(Fig. 1). Amount them, no synchronous colorectal

cancer was found neither while index tumor resection

and follow up nor metachronous tumor resection and

follow up. All of them were showed below (Table 1).
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Fig. 1. From Jan 1995 to Dec 2015, total 31 patients enroll this study.

Table 1. Data character

Co-morbidityc

Patient
Family

historya AGEb Gender
HTN CAD DM

CEAd Operation

type

Tumor

differe

TMN

(T)

Index

tumor site

Time interval

(month)

Stage of

meta

1 - 65 F - - - 2.8 Radical WDA 2 R 25 III A

2 - 85 M - - - 3.5 Local MDA 1 R 8 f Tis

3 - 73 M - - - 3 Radical MDA 1 T 6 Tis

4 - 71 M - - - 1.6 Radical MDA 2 S 12 f Tis

5 + 30 M - - - 1.1 Radical WDA 2 T 33 II A

6 - 48 M - - - 3.3 Local WDA 1 R 8 IV

7 - 65 F + - - 0.8 Radical WDA 1 S 27 III A

8 - 61 M - - - 13.3 Radical MDA 2 T 63 II B

9 - 70 M - - - 1.5 Radical WDA 2 R 11 II B

10 - 62 M - - + 1.3 Radical WDA 1 S 25 I B

11 - 69 M - - - 2.8 Radical MDA 2 R 10 Tis

12 - 66 F + - + 7.3 Radical MDA 1 R 12 Tis

13 - 66 M + - - 5.2 Radical MDA 2 R 8 III B

14 - 83 M + - - 2.6 Local MDA 1 R 13 f Tis

15 - 89 M - - - 1.7 Radical MDA 2 D 12 f I B

16 - 61 F + - + 5.8 Local MDA 1 R 26 I A

17 - 49 F + - + 8 Radical WDA 1 S 6 I A

18 - 75 M + - - 1.9 Radical WDA 2 T 53 III C

19 - 70 M - - - 6 Radical WDA 2 R 19 I A

20 - 61 M + - - 2.4 Radical WDA 1 S 16 III A

21 - 62 M - + + 2.3 Radical MDA 2 R 35 Tis

22 - 81 F - - - 2.4 Radical WDA 1 S 13 III B

23 - 79 M + + - 2.3 Radical MDA 1 A 14 f I B

24 - 61 M - - - 1.8 Radical MDA 2 R 6 Tis

25 - 55 F - - - 1.3 Radical MDA 2 R 37 I A

26 - 68 M + - - 3.3 Radical MDA 2 R 41 IV

27 - 82 M - - - 4.3 Radical PDA 2 R 18 I B

28 - 62 F - - - 1.9 Radical MDA 1 S 14 I B

29 - 78 M - - - 2.5 Radical WDA 2 R 13 Tis

30 + 52 F - - - 1.3 Radical MDA 2 A 11 I A

31 - 57 M - - - 3.7 Radical MDA 2 R 20 Tis

a Two patients had family history and compatible with hereditary nonpolyposis colorectal cancer (HNPCC); b Age while cancer

diagnosed; c HTN: hypertension history; CAD: coronary artery disease history; DM: diabete mellitus history; d CEA:

carcinoembryonic antigen level while 1st time cancer resection; e Tumor differentiation: WDA: well differentiated adenocarcinoma;

MDA: moderate differentiated adenocarcinoma; PDA: poorly differentiated adenocarcinoma; f Metachronous colorectal cancer found

via first time postoperative follow up colonoscopy.



We mainly focused on the final stage while meta-

chronous colorectal cancer emerged. Two patients had

family history, and they both meet HNPCC criteria.

We compare it with metachronous CRC stage and

found that there was no statistical significance (p =

0.858). We divided patients to three group according

to their age, < 50, 50~75, and > 75. We compared each

of them with metachronous CRC stage, and we get

there was no statistical significance. By the same way,

we analysis gender, co-morbidity such as hyperten-

sion, coronary artery disease, diabete mellitus, previ-

ous CEA level before operation, operation type, TMN

stage T1 or T2, and its index tumor site, and then com-

pared with metachronous CRC stage. The p value of

those subgroup all > 0.05.

In our study, family history, age, gender, co-mor-

bidity such as hypertension, coronary artery disease,

diabete mellitus, previous CEA level before opera-

tion, operation type, TMN stage T1 or T2, and its in-

dex tumor site had no statistical significance compare

with stage of metachronous colorectal cancer (p >

0.05) (Table 2).

However, the pathologic morphology of index

cancer does have relationship with final pathology

stage of metachronous cancer (p = 0.15). The more

well differentiation, the more severe while found
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Table 2. Risk factor for stage of metachronous cancer

Risk factor Subgroup Pearson association p value

Yes 02 (6.5%)Family history (HNPCC)

No 29 (93.5)

0.034 0.858

< 50 3 (9.6%)

50~75 21 (67.7%)

AGEb

> 75 07 (22.5%)

-0.21 0.257

Male 22 (70.9%)Gender

Female 09 (29.0%)

-0.86 0.647

Yes 10 (32.2%)Hypertension

No 21 (67.7%)

0.243 0.188

Yes 2 (6.5%)Coronary artery disease

No 29 (93.5%)

-1.32 0.479

Yes 05 (16.1%)Diabete mellitus

No 26 (83.8%)

-2.5 0.175

CEA ng\mL -0.35 0.852

Local excision 04 (12.9%)Operation type

Radical resection 27 (87.0%)

-1.08 0.564

Well 12 (38.7%)

Moderate 18 (58.0%)

Tumor differentiation

Poor 1 (3.2%)

-0.432 a0.015a

T1 13 (41.9%)TMN-T staging

T2 18 (58.0%)

-0.15 0.934

Ascending colon 2 (6.5%)

Transverse colon 04 (12.9%)

Descending colon 11 (3.2%)0

Sigmoid colon 07 (22.5%)

Index tumor site

Rectum 17 (54.8%)

-0.205 0.268

Colonoscopy follow up interval Month 0.378 a0.036a

a p < 0.05: statistic significant. b Age while cancer diagnosed.



metachronous colorectal cancer.

For survey the relationship between colonoscopy

follow up interval and metachronous colorectal can-

cer stage, we defined stage Tis, Ia, Ib, IIa, IIb, IIIa,

IIIb, IIIc, IV as 1 to 9. We obtained its log value and

compared with the follow up time interval (month).

We noted it do have significant association between

them (p = 0.036).

We did further analysis for their distribution and

get a regression curve (Fig. 2). And then we get the

equation of this curve (Equation 1).

log Stage = 0.009 * M + 0.225 (Eq. 1)

Eq. 1. Relationship between stage and follow up interval.
Stage: We defined stage Ois, Ia, Ib, IIa, IIb, IIIa,
IIIb, IIIc, IV as 1 to 9. M = Follow up interval of
colonoscopy (month).

Base on this curve, we may predict that if we want

to control the second cancer within curable stage

(within stage III), a reasonable follow up interval is 75

months. If we want to do more intensive surveillance

in order to keep metachronous colorectal within stage

II (no need of chemotherapy), a reasonable follow up

interval is 52 months. Furthermore, if we follow

colonoscopy every 8.4 months, the predict meta-

chronous colorectal cancer stage would be within

stage I.

Discussion

Patient with stage I colorectal cancer underwent

curative resection are deemed to cure because of early

treatment. However, they are still at risk of meta-

choronous colorectal cancer. The 5 years’ survival

rate of resected stage I colorectal cancer is about

90%.31 In our study, amount 2309 resected stage I

colorectal cancer patients whom were received regu-

lar follow up, there were 31 metachronous colorectal

cancer. The incidence rate is 1.34%.

Whether resected stage I colorectal cancer should

be follow up intensively or not, there were six of 12

randomized trials12-23 and five separate meta-analy-

ses24-28 support a significant overall survival benefit

for intensive posttreatment surveillance following po-

tentially curative resection of CRC.

The best follow-up strategy is not established yet.

Due to the stage I disease whose outcome is usually

pretty well and make it difficult to detect difference

between the more and less intensively followed groups.

According to ESMO guideline,6 metachronous

primary cancer could be detected with an incidence of

0.7% within the first 2 years after curative surgery.

Park IJ et al. surveyed 5447 patients who underwent

curative colorectal surgery due to colon cancer. They

found 39 patients with metachronous colorectal can-

cer. The time interval between index and metach-

ronous cancer ranged from 6 to 215 months (mean 39

months), with 13 (33.3%) patients diagnosed with

metachronous cancer after 5 years.33 However, the

data above including all stage colorectal cancer. In our

study, we focused on resected stage I colorectal cancer

and survey the time interval between “last time nega-

tive colonoscopy survey” to “the time of metach-

ronous colorectal cancer diagnosis”. It is 6 to 63

months in our study. Nevertheless, the time interval

between index and metachronous cancer in our study

is 8 to 115 months.

In our study, we defined time interval as duration

from last time tumor free colonoscopy examine to the

newly diagnosis metachronous colorectal cancer.

Amount 31 patients whom had metachronous colo-

rectal cancer, 5 patients found metachronous cancer at

first time follow up colonoscopy after curative resec-

tion (mean time interval is 11.8 months). Theoreti-

cally speaking, only one lesion and then status post

curative resection, we can regard it as tumor free.
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Fig. 2. Distribution and regression curve. a We defined
stage Ois, Ia, Ib, IIa, IIb, IIIa, IIIb, IIIc, IV as 1 to 9.
We obtained its log value and compared with the
follow up time interval (month).



These 5 patients all received complete colonoscopy

before index tumor resection, and revealed no syn-

chronous colorectal cancer. Besides, the metachro-

nous cancer stage of these 5 patients were Tis and IB,

which were compatible with our result and suggestion

(if we follow colonoscopy every 8.4 months, the pre-

dict metachronous colorectal cancer stage would be

within stage I). They met our study purpose and did

not against our final conclusion thus we analysis and

discuss them with others together.

There are many risk factor of interval colorectal

cancer. James M et al. reveal interval colon cancer

does have relationship with aged � 60 years, right co-

lon, and colonoscopy complete or not.29 Nevertheless,

its’ analysis data was colorectal cancer of all stage. In

our study, patients with resected stage I colorectal

cancer whom encounter metachronous colorectal can-

cer had no association with HNPCC history, age, gen-

der, co-morbidity such as hypertension, coronary ar-

tery disease, diabete mellitus, operation type, TMN

stage T1 or T2, and its original tumor site (all p >

0.05). It also had no association with preoperational

CEA level (p = 0.852).

Index tumor differentiation did have association

with the metachronous colorectal cancer’s final stage.

It showed moderate negative association, which means

poor differentiated adenocarcinoma had better out-

come compare with well differentiated adenocar-

cinoma if metachronous cancer emerged. We though

it is due to limit data available. In our study, there was

only one patient had poorly differentiated adenocar-

cinoma (primary cancer). And his final pathological

staging of metachronous cancer is IB, which is better

than part of other well differentiated adenocarcinoma

or moderate differentiated adenocarcinoma.

We also found that colonoscopy follow up inter-

val had significant association with metachronous

colorectal cancer’s final stage (p = 0.036). The longer

the follow up interval, the more severe metachronous

CRCs it turned out. Furthermore, we get a regression

curve which showed as above (Fig. 2). Base on this

curve, we may predict that if we want to control the

second cancer within curable stage (beyond stage III),

a reasonable follow up interval is 75 months. If we

want to do more intensive surveillance in order to

keep metachronous colorectal beyond stage II (No

need of chemotherapy), a reasonable follow up inter-

val is 52 months. Furthermore, if we follow colono-

scopy every 8.4 months, the predict metachronous

colorectal cancer stage would be beyond stage I base

on over study.

Limit to the low incidence rate, the case number of

this study is not big enough. And some extremity data

will and do affect the result. Further large scale multi-

center study may be necessary for more detail and pre-

cise recommendation.

Conclusions

In our study, the incidence rate of metachronous

colorectal cancer amount the patients with resected

stage I colorectal cancer is 1.34%. The follow up in-

terval of colonoscopy do have association with the

metachronous colorectal cancer stage. We get a re-

gression curve (Eq. 1). According to this equation, if

we wish to control metachronous colorectal cancer

within curable stage (stage III), the reasonable follow

up interval is 75 months.

References

1. Chiu HM, Chen SL, Yen AM, Chiu SY, Fann JC, Lee YC, et

al. Effectiveness of fecal immunochemical testing in reduc-

ing colorectal cancer mortality from the One Million Taiwan-

ese Screening Program. Cancer 2015;121(18):3221-9.

2. Park IJ, Yu CS, Kim HC, Jung YH, Han KR, Kim JC. Meta-

chronous colorectal cancer. Colorectal Dis 2006;8(4):323-7.

3. West NP, Hohenberger W, Weber K, Perrakis A, Finan PJ,

Quirke P. Complete mesocolic excision with central vascular

ligation produces an oncologically superior specimen com-

pared with standard surgery for carcinoma of the colon. Jour-

nal of Clinical Oncology: Official Journal of the American

Society of Clinical Oncology 2010;28(2):272-8.

4. Washington MK, Berlin J, Branton P, Burgart LJ, Carter DK,

Fitzgibbons PL, et al. Protocol for the examination of speci-

mens from patients with primary carcinoma of the colon and

rectum. Arch Pathol Lab Med 2009;133(10):1539-51.

5. NCCN Clinicl Practice Guidelines in Oncology. Colon can-

cer version 2.2014. National Comprehesive Cancer Network

2014.

6. Labianca R, Nordlinger B, Beretta GD, Brouquet A, Cervantes

Vol. 28, No. 2 Colonoscopy for Resected Stage I Colorectal Cancer 85



A. Primary colon cancer: ESMO Clinical Practice Guidelines

for diagnosis, adjuvant treatment and follow-up. Ann Oncol

2010;21 Suppl 5:v70-7.

7. Glimelius B, Tiret E, Cervantes A. Rectal cancer: ESMO

Clinical Practice Guidelines for diagnosis, treatment and fol-

low-up. Ann Oncol 2013;24 Suppl 6:vi81-8.

8. Meyerhardt JA, Mangu PB, Flynn PJ, Korde L, Loprinzi CL,

Minsky BD, et al. Follow-up care, surveillance protocol, and

secondary prevention measures for survivors of colorectal

cancer: American Society of Clinical Oncology clinical prac-

tice guideline endorsement. J Clin Oncol 2013;31:4465-70.

9. Daniel E, Polter MD. Risk of colon perforation during co-

lonoscopy at Baylor University Medical Center. Proc (Bayl

Univ Med Cent) 2015;28(1):3-6.

10. Meyerhardt JA, Mangu PB, Flynn PJ, Korde L, Loprinzi CL,

Minsky BD, et al. Follow-up care, surveillance protocol, and

secondary prevention measures for survivors of colorectal

cancer. Recommendations from cancer Care Ontario (CCO).

J Clin Oncol 2013;31(35):4465-70.

11. British Columbia Medical Association Guidelines. Followup

of colorectal polyps or cancer. http://www.bcguidelines.ca/

pdf/colorectal_followup.pdf

12. Ohlsson B, Breland U, Ekberg H, Graffner H, Tranberg KG.

Follow-up after curative surgery for colorectal carcinoma.

Randomized comparison with no follow-up. Dis Colon Rec-

tum 1995;38:619-26.

13. Mäkelä JT, Laitinen SO, Kairaluoma MI. Five-year follow-

up after radical surgery for colorectal cancer. Results of a pro-

spective randomized trial. Arch Surg 1995;130:1062-7.

14. Kjeldsen BJ, Kronborg O, Fenger C, Jørgensen OD. A pro-

spective randomized study of follow-up after radical surgery

for colorectal cancer. Br J Surg 1997;84:666-9.

15. Schoemaker D, Black R, Giles L, Toouli J. Yearly colono-

scopy, liver CT, and chest radiography do not influence

5-year survival of colorectal cancer patients. Gastroentero-

logy 1998;114:7-14.

16. Rodríguez-Moranta F, Saló J, Arcusa A. Postoperative sur-

veillance in patients with colorectal cancer who have under-

gone curative resection: a prospective, multicenter, random-

ized, controlled trial. J Clin Oncol 2006;24:386.

17. Wang T, Cui Y, Huang WS, Deng YH, Gong W, Li CJ, et al.

The role of postoperative colonoscopic surveillance after rad-

ical surgery for colorectal cancer: a prospective, randomized

clinical study. Gastrointest Endosc 2009;69:609-15.

18. Pietra N, Sarli L, Costi R, Ouchemi C, Grattarola M,

Peracchia A. Role of follow-up in management of local recur-

rences of colorectal cancer: a prospective, randomized study.

Dis Colon Rectum 1998;41:1127-33.

19. Secco GB, Fardelli R, Gianquinto D, Bonfante P, Baldi E,

Ravera G, et al. Efficacy and cost of risk-adapted follow-up in

patients after colorectal cancer surgery: a prospective, ran-

domized and controlled trial. Eur J Surg Oncol 2002;28:

418-23.

20. Grossmann EM, Johnson FE, Virgo KS, Longo WE, Fossati

R. Follow-up of colorectal cancer patients after resection

with curative intent-the GILDA trial. Surg Oncol 2004;13:

119-24.

21. Primrose JN, Perera R, Gray A, Rose P, Fuller A, Corkhill A,

et al. Effect of 3 to 5 years of scheduled CEA and CT fol-

low-up to detect recurrence of colorectal cancer: the FACS

randomized clinical trial. JAMA 2014;311:263-70.

22. Wattchow DA, Weller DP, Esterman A, Pilotto LS, McGorm

K, Hammett Z, et al. General practice vs surgical-based fol-

low-up for patients with colon cancer: randomised controlled

trial. Br J Cancer 2006;94:1116-21.

23. Rosati G, Ambrosini G, Barni S, Andreoni B, Corradini G,

Luchena G, et al. A randomized trial of intensive versus mini-

mal surveillance of patients with resected Dukes B2-C co-

lorectal carcinoma. Ann Oncol 2016;27:274-80.

24. Pita-Fernández S, Alhayek-Aí M, González-Martín C,

López-Calviño B, Seoane-Pillado T, Pértega-Díaz S. Inten-

sive follow-up strategies improve outcomes in nonmetastatic

colorectal cancer patients after curative surgery: a systematic

review and meta-analysis. Ann Oncol 2015;26:644-56.

25. Renehan AG, Egger M, Saunders MP, O'Dwyer ST. Impact

on survival of intensive follow up after curative resection for

colorectal cancer: systematic review and meta-analysis of

randomised trials. BMJ 2002;324:813.

26. Figueredo A, Rumble RB, Maroun J, Earle CC, Cummings B,

McLeod R, et al. Follow-up of patients with curatively re-

sected colorectal cancer: a practice guideline. BMC Cancer

2003;3:26.

27. Jeffery M, Hickey BE, Hider PN. Follow-up strategies for pa-

tients treated for non-metastatic colorectal cancer. Cochrane

Database Syst Rev 2007;CD002200.

28. Tjandra JJ, Chan MK. Follow-up after curative resection of

colorectal cancer: a meta-analysis. Dis Colon Rectum 2007;

50:1783-99.

29. Richter JM, Campbell EJ, Chung DC. Interval colorectal can-

cer after colonoscopy. Clin Colorectal Cancer 2015;14(1):

46-51.

30. Moy B, Jacobson BC. Surveillance after colorectal cancer re-

section. www.uptodate.com �2016 UpToDate�

31. Rex DK. Guidelines for colonoscopy surveillance after can-

cer resection: a consensus update by the American Cancer

Society and US Multi-Society Task Force on Colorectal Can-

cer. Gastroenterology 2006;130(6):1865-71.

32. Lozano R, Naghavi M, Foreman K. Global and regional mor-

tality from 235 causes of death for 20 age groups in 1990 and

2010: a systematic analysis for the Global Burden of Disease

Study 2010. Lancet 380(9859):2095-128.

86 Yueh-Chen Lin, et al. J Soc Colon Rectal Surgeon (Taiwan) June 2017



林岳辰等 J Soc Colon Rectal Surgeon (Taiwan) 2017;28:80-87 87

原    著

根除性手術後的第一期大腸癌病患合理的
大腸鏡檢查追蹤間格

林岳辰 1,2  江支銘 1,2  陳進勛 1,2  唐瑞平 1,2  張簡俊榮 1,2  游耀東 1,2  謝寶秀 1,2
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1長庚紀念醫院林口總院  肛門直腸科

2長庚大學

目的  目前針對第一期大腸癌術後的病人，對於追蹤的準則並沒有統一的共識。在我們
的研究中，我們嘗試著去尋找關於異時性大腸癌的嚴重程度的危險因子，以及合理的大

腸鏡追蹤時間間格。

方法  從 1995 年 1 月到 2015 年 12 月，在台灣林口長庚醫院總共有 17025 個病人被診
斷大腸癌，其中有 2258 位病人是第一期並且接受治癒性手術。在之後的追蹤裡，我們
總共發現了 31個病人有異時性大腸癌做進一步的分析。

結果  在我們的資料庫裡，異時性大腸癌的嚴重度跟家族癌症史、年齡、性別、合併症
如高血壓心臟病及糖尿病、第一次切除大腸癌時的 CEA 數值、切除方式、T1 或 T2、
以及原始大腸癌的位置沒有統計學上顯著的相關。

結論  大腸鏡追蹤的時間間格跟異時性大腸癌的嚴重程度有顯著相關，並且我們算出一
條回歸曲線，根據這條曲線方程式，我們可以預測如果預期在發現異時性大腸癌時仍在

可治癒的程度 (第三期以內)，合理的大腸鏡追蹤間格為 75個月。

關鍵詞  第一期大腸癌、大腸鏡、追蹤。


