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Background/Aims: We investigated the clinical practice patterns of post-polypectomy colonoscopic surveillance among Ko-
rean endoscopists. Methods: In a web-based survey conducted between September and November 2021, participants were 
asked about their preferred surveillance intervals and the patient age at which surveillance was discontinued. Adherence to the 
recent guidelines of the U.S. Multi-Society Task Force on Colorectal Cancer (USMSTF) was also analyzed. Results: In total, 196 
endoscopists completed the survey. The most preferred first surveillance intervals were: a 5-year interval after the removal of 
1–2 tubular adenomas < 10 mm; a 3-year interval after the removal of 3–10 tubular adenomas < 10 mm, adenomas ≥ 10 mm, 
tubulovillous or villous adenomas, ≤ 20 hyperplastic polyps < 10 mm, 1–4 sessile serrated lesions (SSLs) < 10 mm, hyperplastic 
polyps or SSLs ≥ 10 mm, and traditional serrated adenomas; and a 1-year interval after the removal of adenomas with high-
grade dysplasia, > 10 adenomas, 5–10 SSLs, and SSLs with dysplasia. In piecemeal resections of large polyps ( > 20 mm), sur-
veillance colonoscopy was mostly preferred after 1 year for adenomas and 6 months for SSLs. The mean USMSTF guideline ad-
herence rate was 30.7%. The largest proportion of respondents (40.8%–55.1%) discontinued the surveillance at the patient age 
of 80–84 years. Conclusions: A significant discrepancy was observed between the preferred post-polypectomy surveillance 
intervals and recent international guidelines. Individualized measures are required to increase adherence to the guidelines. 
(Intest Res 2024;22:186-207  )
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ORIGINAL ARTICLE

INTRODUCTION

Colorectal cancer (CRC) is one of the leading malignancies in 

terms of incidence and mortality in Korea. In 2022, the age-

standardized incidence and mortality rates were 33.8 and 8.8 
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per 100,000 men and 19.8 and 4.7 per 100,000 women, respec-

tively.1 With the rapid increase in the incidence of CRC in Ko-

rea,2 the national burden of colonoscopy and polypectomy 

has increased markedly.3

Surveillance colonoscopy accounts for approximately 20% 

of all colonoscopies performed in the United States and the 

United Kingdom,4 and determining the appropriate surveil-

lance interval is important for endoscopists. Although clarity 

on the long-term risks of CRC after polypectomy and the pop-

ulation that may benefit from surveillance colonoscopy is 

lacking,5 appropriate surveillance may reduce such risks, es-

pecially in high-risk patients.4,6 Therefore, referring to the 

guidelines regarding post-polypectomy surveillance intervals 

is recommended.7-9

The Korean multi-society post-polypectomy surveillance 

guidelines were published in 2012.7 Before developing the 

guidelines, the Multi-Society Task Force for Guidelines for 

Colorectal Polyp Screening, Surveillance, and Management 

surveyed the status of the post-polypectomy surveillance strat-

egy in 2011.10-12 After the publication of the guidelines in 2012,7 

a few studies investigated the clinical practice patterns of Ko-

rean endoscopists and their adherence to the guidelines in 

various clinical scenarios.13,14 Understanding these patterns 

will help prepare strategies to increase adherence to the newly 

revised Korean guidelines.15 However, currently available sur-

veys are less representative as they included a relatively small 

number of respondents (40 gastroenterologists in one study 

and 138 in the other).13,14 In addition, a report describing the 

patient age at which endoscopists prefer to stop further sur-

veillance in older adults is lacking. Therefore, in this study, we 

aimed to investigate the preferred surveillance intervals after 

colonoscopic polypectomy and the timing of surveillance dis-

continuation in older patients.

METHODS

1. Survey Participants and Survey Method
The Intestinal Tumor Research Group of the Korean Associa-

tion for the Study of Intestinal Diseases (KASID) prospectively 

conducted a web-based nationwide survey on post-polypec-

tomy surveillance from September 23, 2021 to November 12, 

2021 (Supplementary Material 1). Using a web-based elec-

tronic survey tool (SurveyMonkey, San Mateo, CA, USA), the 

invitation e-mail including a survey link was sent to the mem-

bers of the KASID (n = 1,452). The individual responses were 

saved in a password-protected database and converted to a 

Microsoft Excel (Microsoft, Redmond, WA, USA) file for analy-

sis. The study protocol was approved by the Institutional Re-

view Board of Keimyung University Dongsan Hospital (IRB 

number 2019-1510). Informed consents were obtained from 

all participants.

2. Data Collection and Outcome Measures
Baseline characteristics of respondents, such as sex, age, spe-

cialty, type of practice hospital, and the number of performed 

colonoscopies and polypectomies, were obtained. Practice 

hospitals were classified into: primary facilities, including pri-

mary outpatient clinics; secondary facilities, including hospi-

tals and general hospitals; and tertiary facilities, including spe-

cialized general hospitals and academic hospitals. The survey 

included questions regarding the timing of performing the 

first and second surveillance colonoscopy based on the U.S. 

Multi-Society Task Force on Colorectal Cancer (USMSTF) 

guidelines.8 Exceptionally, we used a 5- to 10-year interval in-

stead of a 7- to 10-year interval to simplify the survey content. 

In summary of the USMSTF guidelines, the recommended in-

tervals between baseline and the first surveillance colonosco-

pies are as follows depending on the baseline findings; 10 

years for a normal colonoscopy and ≤ 20 hyperplastic polyps 

(HPs) < 10 mm, and 7 to 10 years for 1–2 tubular adenomas 

(TAs) < 10 mm, 5 to 10 years for 1–2 sessile serrated lesions 

(SSLs) < 10 mm, and 3 to 5 years for 3–4 TAs or SSLs < 10 mm, 

and HP ≥ 10 mm, and 3 years for 5–10 TAs or SSLs < 10 mm, 

TA or SSL ≥ 10 mm, advanced adenoma, and traditional ser-

rated adenoma (TSA), 1 year for > 10 TAs, and 6 months for 

piecemeal resection of adenoma or SSL > 20 mm.8 If the first 

surveillance colonoscopy shows normal colonoscopy find-

ings, the second surveillance colonoscopy is recommended 

10 years later after the removal of 1–2 or 3–4 TAs < 10 mm, 5 

years after removal of 5–10 adenomas < 10 mm and advanced 

adenomas.8 We assumed that an adequate colonoscopy was 

performed in the asymptomatic average-risk population aged 

50 years or more, with complete resection of all polyps by pol-

ypectomy. To investigate the interval between the first and 

second surveillance colonoscopies, no polyp detection during 

the first surveillance colonoscopy was assumed. Advanced 

adenomas were defined as adenomas with tubulovillous or 

villous histology, with high-grade dysplasia (HGD), or of ≥ 10 

mm in diameter.16 High-risk adenomas were defined as either 

≥ 3 adenomas or any advanced adenoma, and low-risk adeno-

mas were defined as 1–2 non-advanced adenomas < 10 mm 

in diameter.17 We investigated the patient age for surveillance 
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cessation and its determining factors, in addition to the factors 

determining surveillance intervals with reference to the previ-

ously reported 2012 survey.11

3. Statistical Analysis
All responses were demonstrated using descriptive statistics. 

The adherence rate for the surveillance intervals was calculated 

based on the recent USMSTF8 and previous Korean7 guide-

lines. The relationship between adherence to the guidelines 

and endoscopists’ demographics was assessed through univar-

iate logistic regression analyses for selected lesions. A two-pro-

portion z-test was utilized to compare adherence before and 

after the distribution of the 2012 Korean guidelines,7 as well as 

to compare the proportions of influential factors determining 

the surveillance intervals between the present and previous 

study populations.11 A two-sided P-value < 0.05 was considered 

statistically significant. All statistical analyses were performed 

using R Statistical Software (version 4.1.2; R Foundation for Sta-

tistical Computing, Vienna, Austria).

RESULTS

1. Clinical Characteristics of Respondents
Among 1,452 physicians, 295 (20.3%) agreed to participate in 

this survey, and 196 (13.5%) completed the questionnaire on 

the surveillance intervals in various clinical polyp scenarios. 

The male-to-female ratio of all respondents was about 3:1, and 

83.7% (n = 164) were aged less than 50 years. Most respon-

dents (96.9%, n = 190) were gastroenterology specialists. The 

proportions of those working in primary, secondary, and ter-

tiary healthcare facilities were 20.9% (n = 41), 21.4% (n = 42), 

and 57.7% (n = 113), respectively. Regarding the clinical prac-

tice experience of the respondents, 75.0% (n = 147) had 4 or 

more years of experience in performing colonoscopy, and 

70.4% (n = 138) and 58.2% (n = 114) performed more than 50 

colonoscopies and 50 polypectomies every month, respective-

ly. The preferred surveillance tests after colonic polyp resec-

tion were as follows: colonoscopy (98.5%, n = 193), sigmoidos-

copy (5.1%, n = 10), fecal occult blood test (3.1%, n = 6), and 

computed tomographic colonography (0.5%, n = 1). Among 

the respondents, 13 selected two or more tests; colonoscopy+ 

sigmoidoscopy (n = 6), colonoscopy+fecal occult blood test 

(n = 4), sigmoidoscopy+fecal occult blood test (n = 1), colonos-

copy+sigmoidoscopy+fecal occult blood test (n = 1), and 

colonos copy+computed tomographic colonography (n = 1). 

The Korean guidelines published in 20127 were the most influ-

Table 1. Baseline Characteristics of the Respondents (n=196)

Characteristic No. (%)

Sex

   Male 149 (76.0)

   Female  47 (24.0)

Age 

   <40 yr 81 (41.3)

   40–49 yr 83 (42.3)

   50–69 yr 32 (16.3)

Specialty board certification

   Gastroenterology 190 (96.9)

   Othersa  6 (3.1)

Practice hospital

   Primary facility  41 (20.9)

   Secondary facility  42 (21.4)

   Tertiary facility 113 (57.7)

Years in colonoscopy practice

   <3 yr 49 (25.0)

   4–9 yr 68 (34.7)

   ≥10 yr 79 (40.3)

No. of performed colonoscopies (/mo)

   <49 58 (29.6)

   50–99 75 (38.3)

   ≥100 63 (32.1)

No. of performed polypectomies (/mo)

   <49 81 (41.3)

   50–99 61 (31.1)

   ≥100 53 (27.0)

Preferred surveillance test after polypectomy

   Colonoscopy 193 (98.5)

   Sigmoidoscopy  10 (5.1)

   Fecal occult blood test    6 (3.1)

   Computed tomography colonography    1 (0.5)

   Fecal DNA test 0

Most influential guidelines determining surveillance

   Korean guidelines 160 (81.6)

   USMSTF guidelines   87 (44.4)

   ESGE guidelines    41 (20.9)

   BSG guidelines   5 (2.6)

   No influential guidelines   5 (2.6)

a Others include general surgery (n=3), pediatrics (n=1), family medicine 
(n=1), and internal medicine specialties other than gastroenterology (n=1).

USMSTF, U.S. Multi-Society Task Force on Colorectal Cancer; ESGE, Euro-
pean Society of Gastrointestinal Endoscopy; BSG, British Society of Gastr-
oenterology.
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Fig. 1. Preferred first and second post-polypectomy surveillance intervals of respondents when the following conventional adenomas were 
removed by an adequate index colonoscopy in the asymptomatic average-risk population: (A) 1–2 TAs <10 mm, (B) 3–4 TAs <10 mm, (C) 
5–10 TAs <10 mm, (D) an adenoma ≥10 mm, (E) an adenoma with tubulovillous or villous histology, (F) an adenoma with HGD, (G) >10 
adenomas on single examination, and (H) piecemeal resection of an adenoma ≥20 mm. TA, tubular adenoma; HGD, high-grade dysplasia.
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ential in determining the surveillance intervals (n = 160, 81.6%). 

Table 1 shows the detailed characteristics of the respondents.

2.  First and Second Surveillance Colonoscopies after 
Polyp Resection

Figs. 1 and 2 show the first and second surveillance colonosco-

py intervals preferred by respondents when polyps were com-

pletely removed during baseline colonoscopy. When 1–2 TAs 

with low-grade dysplasia (LGD) of diameter < 10 mm were re-

moved, 35.7% (n = 70) of respondents preferred to perform the 

first surveillance colonoscopy after 5 years. A 3-year surveil-

lance interval was the most preferred in the following scenari-

os: 3–4 (48.0%, n = 94) or 5–10 TAs (35.2%, n = 69) with LGD of 

diameter < 10 mm, an adenoma with tubulovillous or villous 

histology (49.5%, n = 97), an adenoma (50.0%, n = 98) or HP 

(36.2%, n = 71) ≥ 10 mm, ≤ 20 HPs in the rectum or sigmoid co-
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Fig. 2. Preferred first and second post-polypectomy surveillance intervals of respondents when the following serrated polyps were re-
moved by an adequate index colonoscopy in the asymptomatic average-risk population: (A) ≤20 HPs in the rectum or sigmoid colon 
<10 mm, (B) ≤20 HPs proximal to the sigmoid colon <10 mm, (C) 1–2 SSLs <10 mm, (D) 3–4 SSLs <10 mm, (E) 5–10 SSLs <10 mm, (F) 
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lon of diameter < 10 mm (30.1%, n = 59), ≤ 20 HPs proximal to 

the sigmoid colon < 10 mm (33.7%, n = 66), 1–2 (37.2%, n = 73) 

or 3–4 SSLs (40.3%, n = 79) < 10 mm, an SSL ≥ 10 mm (41.3%, 

n = 81), and a TSA (41.8%, n = 82). A 1-year surveillance interval 

was the most preferred in cases of an adenoma and HGD 

(48.0%, n = 94), > 10 adenomas (69.9%, n = 137), 5–10 SSLs < 10 

mm (35.2%, n = 69), an SSL with dysplasia (34.7%, n = 68), and 

piecemeal resection of an adenoma ≥ 20 mm (43.4%, n = 85). A 

6-month interval was the most preferred in cases of piecemeal 

resection of an SSL ≥ 20 mm (44.9%, n = 88). 

The 5-year interval was mostly preferred between the first 

and second surveillance colonoscopy in cases where either of 

the following were removed during baseline colonoscopy: 1–2 

(45.9%, n = 90) or 3–4 (38.8%, n = 76) TAs with LGD < 10 mm, 

≤ 20 HPs in the rectum or sigmoid colon < 10 mm (41.3%, 

n = 81), an HP ≥ 10 mm (46.4%, n = 91), or 1–2 SSLs < 10 mm 

(34.2%, n = 67). Performing the second surveillance colonos-

copy after 3 years was mostly preferred in cases of: 5–10 TAs 

with LGD < 10 mm (41.8%, n = 82), an adenoma ≥ 10 mm 

(36.7%, n = 72), an adenoma with tubulovillous or villous his-

tology (34.2%, n = 67), an adenoma with HGD (32.1%, n = 63), 

> 10 adenomas (31.6%, n = 62), ≤ 20 HPs proximal to the sig-

moid colon < 10 mm (35.7%, n = 70), 3–4 (35.7%, n = 70) or 

5–10 SSLs (41.3%, n = 81) < 10 mm, an SSL ≥ 10 mm (37.2%, 

n = 73), an SSL with dysplasia (36.2%, n = 71), a TSA (34.7%, 

n = 68), and piecemeal resection of an adenoma (34.2%, n =  

67) or SSL (37.2%, n = 73) ≥ 20 mm. 

3. Adherence to the Guidelines and Its Predictors
Compared to the USMSTF guidelines,8 the mean adherence 

rate of the respondents was 30.7%, and the respondents gen-

erally preferred shorter surveillance intervals (Fig. 3). The ad-

herence rates to the guidelines were relatively high for cases 

with > 10 adenomas (69.9%), TAs with a diameter ≥ 10 mm 

(50.0%), or significant villous features (49.5%), while later sur-

veillance was more preferred in cases of piecemeal resection 

of large ( ≥ 20 mm) TAs (52.0%) or SSLs (48.5%).

When the 2012 Korean guidelines were used as a refer-

ence,7 the mean adherence rate of the respondents was 40.2%. 

The adherence shows an improving tendency in the following 

clinical scenarios compared with the results of the survey per-

formed before the distribution of the guidelines: 5 years later 

for 1–2 TAs < 10 mm (adherence rates: 35.7% vs. 10.3%, P< 0.001); 

and 3 years later for 3–10 TAs < 10 mm (48.0% [3–4 TAs, P <  
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0.001] or 35.2% [5–10 TAs, P < 0.001] vs. 20.3% [3–10 TAs]), ad-

enomas ≥ 10 mm (50.0% vs. 16.8%, P < 0.001), adenomas with 

HGD (25.5% vs. 9.9%, P < 0.001), and adenomas with significant 

villous components (49.5% vs. 14.9%, P < 0.001).7,11

In univariable analyses, no significant variables were associ-

ated with adherence to the USMSTF guidelines after resecting 

1–2 or 3–4 TAs < 10 mm (data not shown). The variables signif-

icant for adherence to the guidelines were as follows: working 

at a tertiary facility (odds ratio [OR], 12.89; 95% confidence in-

terval [CI], 3.76–44.19; P < 0.001) and having 4 to 9 years of colo-

noscopic experience (OR, 0.32; 95% CI, 0.15–0.71; P = 0.005) for 

5–10 TAs < 10 mm; working at a secondary facility (OR, 3.97; 

95% CI, 1.37–11.48; P = 0.011) or a tertiary facility (OR, 11.51; 

95% CI, 4.45–29.77; P < 0.001) and performing 50–99 polypec-

tomies per month (OR, 11.38; 95% CI, 1.28–101.22; P = 0.029) 

for a TA ≥ 10 mm; working at a secondary facility (OR, 4.43; 

95% CI, 1.44–13.63; P = 0.009) or a tertiary facility (OR, 14.79; 

95% CI, 5.36–40.79; P < 0.001), and having 4 to 9 years (OR, 0.28; 

95% CI, 0.13–0.61; P = 0.001) or ≥ 10 years (OR, 0.47; 95% CI, 

0.23–0.99; P = 0.048) of colonoscopic practice for a tubulovil-

lous adenoma or TA; age ≥ 50 years (OR, 2.37; 95% CI, 1.00–

5.62; P = 0.049), working at a tertiary facility (OR, 25.51; 95% CI, 

3.38–192.29; P = 0.002), and performing ≥ 100 colonoscopies 

per month (OR, 2.46; 95% CI, 1.07–5.65; P = 0.034) for an adeno-

ma with HGD (Supplementary Table 1). For 1–2 or 3–4 SSLs 

< 10 mm, no significant factors were identified in univariate 

analyses (data not shown). Factors significant for adherence to 

the guidelines included working at a tertiary facility (OR, 12.43; 

95% CI, 2.86–54.11; P < 0.001) and having 4 to 9 years of colono-

scopic experience (OR, 0.37; 95% CI, 0.16–0.86; P = 0.021) for 

5–10 SSLs < 10 mm (Supplementary Table 2). Working at a 

secondary facility (OR, 4.15; 95% CI, 1.22–14.07; P = 0.022) or a 

tertiary facility (OR, 12.08; 95% CI, 4.04–36.17; P < 0.001) were 

significant factors for SSLs ≥ 10 mm, while working at a tertiary 

facility (OR, 10.05; 95% CI, 2.93–34.48; P < 0.001) and perform-

ing 50–99 colonoscopies per month (OR, 2.28; 95% CI, 1.04–

5.03; P = 0.040) were significant for an SSL with dysplasia.

4. Cessation of Surveillance Colonoscopy
In various clinical scenarios, the largest proportion of respon-

dents (range, 40.8%–55.1%) answered that they no longer per-

form further surveillance colonoscopy when the patient is 80 

to 84 years of age at the time of baseline colonoscopy. Fig. 4 

shows the detailed proportion of the respondents.

5.  Major Factors Affecting the Intervals of Surveillance 
Colonoscopy

Fig. 5 shows the factors determining the surveillance intervals. 

Fig. 3. Adherence to post-polypectomy surveillance guidelines in various clinical scenarios.8 TA, tubular adenoma; TVA, tubulovillous ade-
noma; HGD, high-grade dysplasia; HP, hyperplastic polyp; SSL, sessile serrated lesion; TSA, traditional serrated adenoma.
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Factors with a response rate of more than 80% were dysplasia 

(98.5%), number (93.4%), and size (92.9%) of adenoma, achieve-

ment of histologic complete resection (92.3%), quality of bow-

el preparation (88.3%), and significant villous component 

(81.6%). Compared with the survey results published in 2012,11 

significant differences were observed in the following factors: 

bowel preparation quality (88.3% vs. 73.8%, P < 0.001), patient 

age (70.4% vs. 47.9%, P < 0.001), successful cecal intubation 

(69.4% vs. 40.3%, P < 0.001), adenoma detection rate (ADR; 

33.2% vs. 21.7%, P = 0.004), withdrawal time (30.6% vs. 12.2%, 

P < 0.001), and adenoma location (21.4% vs. 13.3%, P = 0.015).

DISCUSSION

Our study showed that Korean endoscopists preferred early 

surveillance colonoscopy in various clinical scenarios, with a 

Fig. 4. Patient age at which post-polypectomy surveillance colonoscopy was discontinued (A, B). HP, hyperplastic polyp; TA, tubular ade-
noma; TVA, tubulovillous adenoma; HGD, high-grade dysplasia.
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mean USMSTF guideline adherence rate of 30.7%. Low adher-

ence was more pronounced when the polyps belonged to low-

risk adenomas or were serrated. We think that the preference 

for early surveillance in most polyp scenarios may be related 

to the relatively lower cost of colonoscopy in Korea compared 

to other countries, making it more accessible. The observed 

low adherence in the case of low-risk adenomas can be attrib-

uted to the difference in the recommendation of surveillance 

intervals between the Korean guidelines published in 2012 

and the recent USMSTF guidelines published in 2020.7,8 In  

this study, 81.6% of respondents tended to refer to the Korean 

guidelines, which recommend performing surveillance colo-

noscopy 5 and 3 years after polyp resections of 1–2 and 3–4 

TAs, respectively, whereas recent USMSTF guidelines recom-

mend colonoscopy after 7–10 and 3–5 years, respectively.7,8 

Low adherence in the case of serrated lesions may also be re-

lated to the lack of detailed coverage of serrated lesions in pre-

vious Korean guidelines.7 While our results did not consistent-

ly show significant factors across various clinical scenarios, 

they suggest a trend of lower adherence among endoscopists 

working at primary facilities in the cases of high-risk adeno-

mas, 5–10 SSLs < 10 mm, SSL ≥ 10 mm, and an SSL with dys-

plasia. Although the current survey was conducted 9 years af-

ter the publication of the Korean multi-society guidelines,7 the 

adherence rates for each scenario improved by only 15% to 

35%. This suggests that educational activities for the dissemi-

nation of the newly revised guidelines should be continued to 

achieve wide application. 

In cases of adenomas with HGD, only 25.5% of respondents 

preferred performing a colonoscopy after 3 years, whereas 

64.3% preferred it after 1 year. Although the exact reason for 

this finding cannot be confirmed through our investigation, it 

is presumed to be related to the endoscopists’ concerns re-

garding the histologically incomplete resection of HGD and 

possibility of missed polyps. Interestingly, similar results were 

demonstrated in a recent international survey of physicians 

(n = 123) from 7 Asian countries (Korea, Mongolia, Thailand, 

Malaysia, Indonesia, Vietnam, and Myanmar).13 The rates of 

adherence (3 years) and early surveillance ( < 3 years) were 

35.0% and 61.8%, respectively, after the removal of a 12-mm TA 

with focal HGD, and it was relatively higher in the high-volume 

group ( ≥ 20 colonoscopies per month) than in the low-volume 

group ( < 20 colonoscopies per month) (44.9% vs. 17.8%).13 Fur-

ther studies are required to understand the preference for a 

shorter surveillance interval for HGD in high-risk cases ob-

served by index colonoscopy. Further evidence-based educa-

Fig. 5. Major factors influencing the post-polypectomy surveillance interval compared with the previous study’s results.11 CRC, colorectal 
cancer; ADR, adenoma detection rate. aP<0.05, bP<0.01, cP<0.001.
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tion is needed to dispel excessive concerns regarding HGD.

The largest proportion of the respondents preferred to per-

form a surveillance colonoscopy 3 years after the removal of 

20 or less HPs < 10 mm located in the rectum or sigmoid co-

lon, or proximal to the sigmoid colon. In the Polyp Prevention 

Trial, the location and size ( ≥ 6 mm) of HPs were not signifi-

cantly associated with the recurrence of any adenomas or ad-

vanced adenomas, but a study on whether isolated proximal 

HPs < 10 mm are related to metachronous advanced neopla-

sia or large serrated polyps is lacking.8,18 A surveillance colo-

noscopy in patients with an HP ≥ 10 mm or SSL < 10 mm 

tends to be performed earlier than recommended by the 

guidelines; however, the quality of evidence supporting the 

guidelines is very low.8 After the removal of an HP ≥ 10 mm, 

the European Society of Gastrointestinal Endoscopy (ESGE) 

and USMSTF guidelines recommend performing the first sur-

veillance colonoscopy in 3 years and 3 to 5 years, respectively, 

and in the USMSTF guidelines, changing the surveillance in-

terval is favored based on the concerns regarding the consis-

tency of pathologists in distinguishing between SSLs and 

HPs.8,9

Regarding the second surveillance colonoscopy, the risk of 

metachronous advanced neoplasia may be associated with 

high-risk findings at the index and first surveillance colonos-

copy, but the evidence to determine an optimal interval is still 

lacking.19-23 If polyps are not detected on the first surveillance 

colonoscopy, the ESGE guidelines recommend performing a 

second one after 5 years.9 On the other hand, the USMSTF 

guidelines recommend the second surveillance colonoscopy 

depending on both baseline and the first surveillance colonos-

copy findings.8 For example, if the first surveillance colonosco-

py results are normal, the recommended intervals for the sec-

ond surveillance colonoscopy are 10 years later for patients 

with 1–2 or 3–4 TAs < 10 mm at baseline, and 5 years later for 

those with an advanced adenoma or 5–10 adenomas < 10 

mm at baseline.8 In this study, most respondents preferred a 

second surveillance colonoscopy after 3 years in most clinical 

scenarios except for 1–2 TAs or SSLs < 10 mm, 3–4 TAs < 10 

mm, 20 or less HPs < 10 mm in the rectum or sigmoid colon, 

or an HP ≥ 10 mm at baseline colonoscopy. Further studies 

are needed on the optimal interval between the first and sec-

ond surveillance colonoscopies based on the baseline and 

first surveillance colonoscopy findings.

The major determinants of future surveillance intervals 

were not only complete histologic resection but also high-risk 

features of adenomas in the current study. In a meta-analysis, 

the pooled 5-year cumulative incidence of advanced adeno-

mas was relatively high in patients with high-risk (17.1%; 95% 

CI, 12.0%–23.0%) and with lower-risk (4.9%; 95% CI, 3.2%–

7.0%) adenomas at baseline colonoscopy compared with 

those with normal findings (3.3%; 95% CI, 1.9%–5.1%).24 Re-

currence of adenoma was also significantly associated with 

age ≥ 60 years (pooled relative risk [RR], 1.65; 95% CI, 1.38–

1.93), adenomas in the proximal colon (pooled RR, 1.43; 95% 

CI, 1.30–1.57), and male sex (pooled RR, 1.22; 95% CI, 1.12–

1.32).25 In the USMSTF and revised Korean guidelines, an ade-

noma with a significant villous component is still classified as 

a high-risk finding, and surveillance colonoscopy is recom-

mended after 3 years of polypectomy.8,15 However, it was not 

significantly associated with recurrence (pooled RR, 1.21; 95% 

CI, 0.97–1.45) in a systemic review and pooled analyses,25 and 

long-term CRC incidence or mortality (hazard ratio, 1.16; 95% 

CI, 0.71–1.91) in a recent multicenter cohort study conducted 

in the United Kingdom.20 Based on these findings, patients 

with villous histology were classified as a non-surveillance 

group in the ESGE guidelines.9 Quality indicators of colonos-

copy also have a significant impact on the detection of 

colorectal neoplasia.20,26,27 In this study, bowel preparation 

quality (88.3%) and successful cecal intubation (69.4%) were 

considered as major determinants, but ADR (33.2%) and 

withdrawal time (30.6%) were not. Although ADR varies wide-

ly among endoscopists, it is a crucial quality indicator associ-

ated with long-term CRC incidence and mortality.27,28 Longer 

withdrawal time can also increase the probability of polyp or 

adenoma detection and reduce the incidence of interval 

CRC.29,30

The decision to discontinue surveillance colonoscopy in 

older patients is complex, with few guidelines and low quality 

of evidence.19,31 Several guidelines generally recommend 

screening for CRC until 75 years of age for average-risk indi-

viduals,32-34 and surveillance is suggested to be discontinued at 

the age of 75 or 80 years unless other comorbidities affect life 

expectancy.9,19 In this study, the largest proportion of respon-

dents answered that further surveillance was no longer per-

formed at the ages of 80–84 years in various clinical scenarios. 

However, a non-negligible proportion of the respondents 

chose 85–89 years of age, especially in cases of adenoma with 

high-risk features. Considering the relatively low incidence of 

CRC and high incidence of procedure-related adverse events 

in older patients,35 the decision to discontinue surveillance 

colonoscopy should be individualized according to the pa-

tient’s comorbidities and life expectancy.9,36
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Our study has several limitations. First, considering that this 

survey was conducted for members of the KASID and more 

than half of the respondents worked at a tertiary facility, selec-

tion bias might have occurred. Second, investigating the pre-

ferred second surveillance interval according to the types of 

polyps observed in the first surveillance colonoscopy was not 

possible as our survey assumed that the first showed no pol-

yps. Third, although a survey on the major influential factors of 

surveillance was conducted, we could not investigate their ac-

tual effects on the determination of the surveillance interval in 

each polyp scenario. Despite these limitations, the strength of 

this study lies in investigating the clinical practice patterns of 

Korean endoscopists in various polyp scenarios according to 

recent international guidelines.8 Furthermore, our findings 

will provide important clinical implications for the establish-

ment of strategies to increase adherence to the revised Korean 

guidelines.

In conclusion, the post-polypectomy surveillance intervals 

preferred by Korean endoscopists varied according to the 

characteristics of colorectal polyps, and a tendency for early 

surveillance compared with the recent USMSTF guidelines 

was observed.8 Discontinuation of surveillance colonoscopy 

was usually done when the patient was over 80 years of age. 

The decision of the surveillance interval is influenced not only 

by the characteristics of the colorectal polyp but also by the 

patient and operator factors. Thus, individualized measures 

are required to increase adherence to the guidelines.
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