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Summary and comparison of recently updated
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Recently, updated guidelines for post-polypectomy surveillance have been published by the U.S. Multi-Society Task Force (US-
MSTF), the British Society of Gastroenterology/Association of Coloproctology of Great Britain and Ireland/Public Health Eng-
land (BSG/ACPGBI/PHE), the European Society of Gastrointestinal Endoscopy (ESGE), the Japan Gastroenterological Endos-
copy Society (JGES), and the Korean Multi-Society Taskforce Committee. This review summarizes and compares the updated
recommendations of these 5 guidelines. There are some differences between the guidelines for the recommended post-polyp-
ectomy surveillance intervals. In particular, there are prominent differences between the guidelines for 1-4 tubular adenomas
<10 mm with low-grade dysplasia (nonadvanced adenomas [NAAs]) and tubulovillous or villous adenomas. The USMSTE
JGES, and Korean guidelines recommend colonoscopic surveillance for patients with 1-4 NAAs and those with tubulovillous
or villous adenomas, whereas the BSG/ACPGBI/PHE and ESGE guidelines do not recommend endoscopic surveillance for
such patients. Surveillance recommendations for patients with serrated polyps (SPs) are limited. Although the USMSTF guide-
lines provide specific recommendations for patients who have undergone SPs removal, these are weak and based on very low-
quality evidence. Future studies should examine this topic to better guide the surveillance recommendations for patients with
SPs. For countries that do not have separate guidelines, we hope that this review article will help select the most appropriate
guidelines as per each country’s healthcare environment. (Intest Res 2023;21:443-451)
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INTRODUCTION

Adenomas and serrated polyps (SPs; sessile serrated lesion

[SSL] and traditional serrated adenoma [TSA]) are precancer-
ous lesions that can progress to colorectal cancer (CRC)."”
Therefore, polypectomy through colonoscopy is the most ef-
fective method to reduce the incidence and mortality of CRC.*
However, since patients who undergo colonoscopic polypec-

tomy have an increased risk of developing colorectal polyps
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and CRC in the future, these patients require appropriate sur-
veillance using colonoscopy after polypectomy.

The aim of the post-polypectomy surveillance guidelines is
to determine the appropriate follow-up for patients based on
the results of the index colonoscopy. Since it is important to
determine the appropriate follow-up for patients with colorec-
tal polyps, guidelines for surveillance after polypectomy have
been established. These guidelines recommend surveillance
colonoscopy at appropriate intervals for patients at a high risk
of developing metachronous advanced colorectal neoplasia
(ACRN) and minimize the surveillance colonoscopy burden
for low-risk patients, allowing a balance between the risk of
further development of colorectal neoplasia and the burden of
colonoscopy.

As more studies on the risk of metachronous ACRN accord-
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ing to baseline polyp characteristics and new evidence on this
topic, especially on the risk of metachronous CRC, are being
reported, post-polypectomy surveillance guidelines have re-
cently been updated by organizations in various countries. For
example, in 2020, the U.S. Multi-Society Task Force (USMSTF)
on CRC,’ British Society of Gastroenterology/Association of
Coloproctology of Great Britain and Ireland/Public Health
England (BSG/ACPGBI/PHE),” and European Society of Gas-
trointestinal Endoscopy (ESGE)® published updated post-pol-
ypectomy surveillance guidelines. More recently, updated
post-polypectomy surveillance guidelines were published by
the Japan Gastroenterological Endoscopy Society (JGES) in
2021 and by the Korean Multi-Society Taskforce Committee
(the Korean Society of Gastroenterology, Korean Society of
Gastrointestinal Endoscopy, Korean Association for the Study
of Intestinal Diseases, and Korean Society of Abdominal Radi-

'%in 2022. It is now time to review these latest

ology jointly)
guidelines. This review summarizes and compares the recom-
mendations of 5 recently updated guidelines. This review fo-
cuses on the recommendations themselves rather than on their

evidence or background.

DEFINITIONS OF TERMS

The USMSTF guidelines classify the types of polyps as advanc-
ed adenoma (AA), advanced neoplasia, low-risk adenoma,
and high-risk adenoma. In these guidelines, AA is defined as
adenoma =10 mm or with tubulovillous/villous histology or
high-grade dysplasia (HGD), and advanced neoplasia is de-
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fined as AA or CRC. Low-risk adenomas are defined as 1-2
nonadvanced adenomas (NAAs) and high-risk adenomas are
defined as AAs or >3 adenomas. The USMSTF proposes that
instead of using categories such as “high-risk adenoma’ or “low-
risk adenoma,” studies specify individual criteria that are cap-
tured by the categories (e.g, use 3-4 adenomas <10 mm in-
stead of high-risk adenoma) because the evidence supporting
the level of risk for the different criteria is constantly evolving.

The BSG/ACPGBI/PHE guidelines use the term “premalig-
nant polyp,” and this term includes adenomas and SPs (exclud-
ing diminutive [1-5 mm)] rectal hyperplastic polyps). In these
guidelines, high-risk findings comprise either: >2 premalig-
nant polyps including >1 advanced colorectal polyp, or >5
premalignant polyps. Advanced colorectal polyps are advanced
adenomatous polyps or advanced SPs. An advanced adeno-
matous polyp refers to an adenoma measuring at least 10 mm
in size or with HGD. Advanced SP refers to an SP measuring
at least 10 mm in size or with dysplasia. Contrary to the USM-
STF guidelines, the BSG/ACPGBI/PHE guidelines do not con-
sider tubulovillous or villous histology as advanced adenoma-
tous polyps.

The ESGE guidelines categorize polyps as those that require
surveillance and those that do not. In these guidelines, polyps
not requiring surveillance are defined as 1-4 adenomas <10
mm in size with low-grade dysplasia (LGD), irrespective of vil-
lous components or any SP <10 mm without dysplasia, where-
as polyps requiring surveillance are defined as adenoma >10
mm or with HGD or >5 adenomas, or any SP that is either with
dysplasia or >10 mm.

Table 1. Comparison of Surveillance Interval Recommendations for Conventional Adenomas Provided in the 5 Guidelines

Baseline colonoscopy finding 2020 USMSTF 2020 BSG/ACPGBI/PHE 2020 ESGE 2021 JGES 2022 Korea
1-2 tubular adenomas <10 mm 7-10 yr Return to screening Return to screening 3-5yr 5-10 yr
3-4 tubular adenomas <10 mm 3-5yr Return to screening Return to screening 3yr 3-5yr
5-10 tubular adenomas <10 mm 3yr 3yr 3yr 3yr 3yr
Adenoma > 10 mm 3yr 3yr 3yr 1-3 yr 3yr
Adenoma with high-grade dysplasia 3yr 3yr 3yr 1-3yr 3yr
Adenoma with villous histology <10 mm 3yr Return to screening Return to screening 1-3 yr 3yr
> 10 adenomas 1yrand consider  Referred to BSG hereditary ~ Genetic counseling 1yr 1 yr and consider
genetic testing CRC guidelines (1-2 yr) genetic testing
Piecemeal resection of adenoma >20 mm 6 mo 2-6 Mo’ 3-6 mo 6 mo 6 mo

“The BSG/ACPGBI/PHE recommends surveillance after 3 years in the presence of 2 or more precancerous polyps.

*The BSG/ACPGBI/PHE recommends checking the site once more 18 months after the original excision.

USMSTF, U.S. Multi-Society Task Force; BSG, British Society of Gastroenterology; ACPGBI, Association of Coloproctology of Great Britain and Ireland;
PHE, Public Health England; ESGE, European Society of Gastrointestinal Endoscopy; JGES, Japan Gastroenterological Endoscopy Society; CRC, colorectal

cancer.
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Similar to the USMSTF guidelines, the JGES guidelines and
the Korean guidelines define AAs as adenomas >10 mm or
with HGD or tubulovillous/villous histology.

SURVEILLANCE OF CONVENTIONAL ADENOMA

A summary and comparison of the updated surveillance rec-
ommendations for conventional adenomas from the 5 guide-
lines is presented in Table 1 and Fig. 1.

1. Surveillance for 1-4 Tubular Adenomas <10 mm in
Size and with LGD

In most guidelines, surveillance intervals for patients with tu-

bular adenomas <10 mm in size and with LGD (NAAs) were

extended from those in previous guidelines. However, the rec-

ommended intervals for these lesions differ slightly among

the guidelines. The USMSTF recommends intervals of 7-10

USMSTF

| >10 adenomas |

BSG/ACPGBI/PHE

1yr

1-3yr
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years and 3-5 years for patients with 1-2 and 3-4 NAAs, re-
spectively. Compared to the 2012 USMSTF guidelines'' which
recommended 5-10 years and 3-year intervals for patients
with 1-2 and 3-4 NAAs, the intervals were slightly extended
to 7-10 years and 3-5 years, respectively. The shift to an ex-
tended interval is based on new studies confirming that indi-
viduals with low-risk adenomas are not at increased risk of
CRC as well as ACRN during follow-up.

In contrast to the USMSTF guidelines, the BSG/ACPGBI/
PHE and ESGE guidelines do not recommend endoscopic
surveillance for patients with 1-4 adenomas <10 mm in size
with LGD. Instead, the BSG/ACPGBI/PHE and ESGE guide-
lines recommend that the patients return to screening pro-
grams (e.g, fecal immunochemical tests). The ESGE recom-
mends performing colonoscopies after 10 years in countries
without organized screening programs. The BSG/ACPGBI/
PHE recommends colonoscopy after 5 or 10 years if the pa-
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SSL 210 mm/dysplasia
TSA

25 premalignant polyps

22 premalignant polyps
including at least one advanced
polyp (adenoma 210 mm/HGD

or SP 210 mm/dysplasia)

3-4 NAAs
3-4 SSLs <10 mm
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3-5yr
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| |1-2ssLs<t0mm |
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25 adenomas 3-9 NAAs 5-10 NAAs/SSLs
Adenoma 210 mm/HGD AA
SP 210 mm/dysplasia SSL 210 mm/dysplasia
TSA TSA
HP 210 mm
1-2 NAAs 3-4 NAAs
3-4 SSLs <10 mm

Normal

Normal
1-2 NAAs
1-2 SSLs <10 mm

| [1-2Nmas |
10 yr Normal
<20 HPs <10 mm
Return to Normal
screen 1-4 NAAs

1-4 VA/TVA <10 mm & LGD
1-4 SPs <10 mm

Normal

1-4 NAAs

1-4 VAITVA <10 mm & LGD
1-4 SPs <10 mm

Fig. 1. Summary of main recommendations from the 5 guidelines. Advanced adenomas (AAs) refer to adenomas >10 mm in size or
those with high-grade dysplasia or tubulovillous/villous histology. Nonadvanced adenomas (NAAs) refer to tubular adenomas <10 mm
and with low-grade dysplasia. Serrated polyps (SPs) include hyperplastic polyps (HPs), sessile serrated lesions (SSLs), and traditional ser-
rated adenomas (TSAs). USMSTF, U.S. Multi-Society Task Force; BSG, British Society of Gastroenterology; ACPGBI, Association of Coloproc-
tology of Great Britain and Ireland; PHE, Public Health England; ESGE, European Society of Gastrointestinal Endoscopy; JGES, Japan Gas-
troenterological Endoscopy Society; HGD, high-grade dysplasia; VA, villous adenoma; TVA, tubulovillous adenoma; LGD, low-grade dys-

plasia.
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tient is more than 10 years younger than the national bowel
screening lower age limit and has polyps but no high-risk find-
ings. These recommendations are in contrast to the previous
2010 BSG/ACPGBI/PHE" and the 2013 ESGE guidelines,"”
which recommended a 3-year surveillance interval for patients
with 3-4 adenomas <10 mm. The 2013 ESGE guidelines rec-
ommend a 3-year surveillance interval for patients with >3
adenomas.

Among the 5 guidelines, the JGES guidelines recommend
the shortest interval for 1-4 NAAs. The JGES recommends in-
tervals of 3-5 years and 3 years for patients with 1-2 and 3-4
NAAs, respectively. In contrast, the Korean guidelines recom-
mend intervals of 5-10 years and 3-5 years for patients with
1-2 and 3-4 NAAs, respectively.

2. Surveillance for 5-10 Adenomas
All 5 guidelines consistently recommend a 3-year surveillance
interval for patients with 5-10 adenomas.

3. Surveillance for >10 Adenomas
For patients with > 10 adenomas, the USMSTE JGES, and Ko-
rean guidelines recommend surveillance colonoscopy after 1
year. Additionally, the USMSTF and Korean guidelines recom-
mend genetic testing for these patients based on the absolute/
cumulative adenoma number, patient age, family history of
CRC, and personal history of features related to polyposis. The
ESGE also recommends genetic counseling for these patients.
The BSG/ACPGBI/PHE recommends the BSG hereditary CRC
guidelines for managing patients with 10 or more adenomas.
The BSG hereditary CRC guidelines published In 2020 sug-
gest colonoscopic surveillance at 1- to 2-year intervals until 75
years of age for patients with >10 adenomas without MUTYH
or APC gene mutations." Furthermore, the BSG hereditary
CRC guidelines suggest gene panel testing for patients aged
<60 years with >10 adenomas, >60 years with >20 adeno-
mas, or those with >10 adenomas with a family history of pol-
yposis or CRC."

4. Surveillance for Adenoma >10 mm or with HGD

All 5 guidelines agree that patients with adenoma =10 mm or
with HGD require a surveillance colonoscopy after 3 years.
However, for these patients, the BSG/ACPGVI/PHE recom-
mends a 3-year surveillance interval only in patients with 2 or
more premalignant polyps and not in those with a single pre-
malignant polyp.
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5. Surveillance for Adenoma with Tubulovillous/

Villous Histology
The USMSTF and Korean guidelines recommend a 3-year sur-
veillance interval for patients with adenomas <10 mm with
tubulovillous/villous histology. The JGES recommends sur-
veillance intervals of 1-3 years for these patients. However, the
BSG/ACPGVI/PHE and ESGE guidelines consider that patients
with adenomas with tubulovillous/villous histology do not re-
quire surveillance.

The USMSTE JGES, and Korean guidelines recommend a
shorter surveillance interval for patients with adenomas con-
taining tubulovillous/villous histology because several studies
have reported that villous histology is a potential risk factor for
ACRN on follow-up.""® However, tubulovillous/villous histol-
ogy is not included in the BSG/ACPGVI/PHE and ESGE guide-
lines based on recent studies showing that tubulovillous/vil-
lous histology was not significantly associated with long-term

risk of CRC incidence or mortality, " and given the high in-
terobserver variability among pathologists in the assessment

of villous architecture.”

6. Piecemeal Resection of Adenoma >20 mm

As the risk of local recurrence increases after piecemeal resec-
tion of colorectal polyps,®' all guidelines recommend repeat
endoscopies at short intervals. Recent studies have reported a
higher risk of recurrence associated with piecemeal resection
than en-bloc resection, especially for polyps >20 mm.”* The
USMSTE JGES, and Korean guidelines recommend conduct-
ing colonoscopic surveillance after 6 months for patients with
piecemeal resection of adenomas >20 mm. The ESGE recom-
mends surveillance intervals of 3 to 6 months for these patients.
Meanwhile, the BSG/ACPGVI/PHE recommends performing
assite check 2-6 months and 18 months after piecemeal resec-
tion of adenomas >20 mm.

SURVEILLANCE OF SP

A summary and comparison of the updated surveillance rec-
ommendations for SPs from the 5 guidelines is presented in
Table 2 and Fig. 1.

1. SP Terminology

Colorectal carcinogenesis can occur via the serrated pathway
in addition to the adenoma-carcinoma sequence.”’ SPs are
considered to give rise to 15% of CRC via the serrated neoplas-
tic pathway.” SP is an umbrella term that includes hyperplastic

www.irjournal.org
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Table 2. Comparison of Surveillance Interval Recommendations for Serrated Polyps Provided in the 5 Guidelines

Baseline colonoscopy finding

2020 USMSTF 2020 BSG/ACPGBI/PHE

2020 ESGE

2021 JGES®

2022 Korea

<20 HPs in rectum or sigmoid colon 10 yr
<10 mm or <20 HPs proximal to
sigmoid colon <10 mm

No recommendation

No recommendation

No recommendation

No
recommendation

HP >10 mm 3-5yr No recommendation No recommendation No recommendation 3yr’
1-2 SSLs <10 mm 5-10 yr Return to screening Return to screening  No recommendation 5-10 yr
3-4SSls <10 mm 3-5yr Return to screening Return to screening  No recommendation 3-5yr
5-10SSLs <10 mm 3yr 3yr No recommendation No recommendation 3yr
SSL > 10 mm 3yr 3yr 3yr No recommendation 3yr
SSL with dysplasia 3yr 3yr 3yr No recommendation 3yr
TSA 3yr 3yr’ 3yr No recommendation 3yr
Piecemeal resection of SSL >20 mm 6 mo 2-6 mo® 3-6mo No recommendation 6 mo
SPS No Referred to BSG hereditary No recommendation 1yr No

recommendation

CRC guidelines (1-2 yr)

recommendation

“The BSG/ACPGBI/PHE recommends surveillance after 3 years in the presence of 2 or more precancerous polyps.

*The BSG/ACPGBI/PHE recommends checking the site once more 18 months after the original excision.

‘The JGES proposes surveillance intervals of 3-5 years for SSL without considering size and number.

“The Korean guidelines recommend a 3-year surveillance interval for serrated polyps > 10 mm regardless of whether they are HPs or SSLs.

USMSTF, U.S. Multi-Society Task Force; BSG, British Society of Gastroenterology; ACPGBI, Association of Coloproctology of Great Britain and Ireland; PHE,
Public Health England; ESGE, European Society of Gastrointestinal Endoscopy; JGES, Japan Gastroenterological Endoscopy Society; HP, hyperplastic polyp;
SSL, sessile serrated lesion; TSA, traditional serrated adenoma; SPS, serrated polyposis syndrome; CRC, colorectal cancer.

polyp (HP), SSL, and TSA.** HPs have little malignant poten-
tial, whereas SSLs and TSAs are known to be precursors of
CRC.* Because HPs and SSLs have different malignancy risks,
surveillance strategies for these 2 lesions may have to be dif-
ferent. Therefore, it is clinically important to differentiate these
2 types of lesions. The key feature that ditferentiates SSL from
HP is their architectural distortion, which is most likely due to
changes in the proliferative zone of the crypts.”! The updated
2019 guidelines from the World Health Organization (WHO)
proposed using the term “SSL" instead of “sessile serrated ade-
noma, sessile SP, or sessile serrated adenoma/polyp (SSA/P)"*'
Previously, “SSA/P” was vaguely described histopathologically
as an SP with overall distortion of normal architecture in 2 or 3
continuous crypts. Accordingly, in actual clinical practice, there
has been a great interobserver variation among pathologists
in distinguishing between HPs and SSA/Ps.” To reduce these
variations, the updated 2019 WHO guidelines recommended
the use of the term “SSL” and defined it as an SP with at least
one unequivocal aberrant crypt. Although interobserver varia-
tion in discrimination between HP and SSL is expected to im-
prove by adopting the one crypt rule, variations between pa-
thologists are likely to persist.***' This background has made it
difficult to study the risk of metachronous ACRN after the re-
section of SPs; therefore, it remains challenging to determine

www.irjournal.org

the surveillance strategies for SPs.

2. Surveillance for HP

Except for the USMSTF guidelines, the remaining 4 guidelines
do not provide detailed surveillance strategies for HPs because
data regarding the risk of metachronous ACRN associated
with HPs are lacking. In the USMSTF guidelines, patients with
<20 HPs <10 mm in size in the rectum or sigmoid colon are
recommended to undergo CRC screening after 10 years with
strong recommendation strength and moderate-quality evi-
dence, while patients with <20 HPs <10 mm in size proximal
to the sigmoid colon are recommended to undergo repeat colo-
noscopy after 10 years with weak recommendation strength
and low-quality evidence. For patients with HPs >10 mm, the
USMSTE recommends surveillance colonoscopy after 3-5
years. The USMSTF specifically proposes a 3-year surveillance
interval if there are concerns about consistency in the distinc-
tion between SSP and HP, complete resection, or bowel prepa-
ration, and a 5-year interval if there are fewer concerns about
these 3 aspects. The Korean guidelines recommend a 3-year
follow-up interval for SPs >10 mm regardless of whether they
are HPs or SSLs. The BSG/ACPGVI/PHE, ESGE, and JGES do
not provide specific recommendations for HPs.
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3. Surveillance for SSL and TSA

In the 2020 USMSTF guidelines, the revised term “SSL" was
not reflected, and the old term, “SSP” was used. In this review,
the “SSP” used in the USMSTF guidelines is referred to as “SSL.
Detailed surveillance guides for SSLs are provided by the USM-
STE The Korean guidelines for SSLs are the same as those of
the USMSTE Only these 2 guidelines considered the number
of SSL <10 mm. The USMSTF and Korean guidelines recom-
mend surveillance colonoscopy after 5-10, 3-5, and 3 years
for patients with 1-2, 3-4, and 5-10 SSLs < 10 mm, respective-
ly. The recommended surveillance intervals for SSLs <10 mm
are similar to those for conventional adenomas <10 mm.

Except for the JGES guidelines, the remaining 4 guidelines
consistently regard SSLs >10 mm, SSLs with dysplasia, and
TSAs as high-risk SPs and recommend surveillance colonos-
copy after 3 years for patients with these lesions. However, the
JGES proposes surveillance intervals of 3-5 years for SSL with-
out considering their size and number. The recommended
surveillance intervals for patients who undergo piecemeal re-
section of SSL >20 mm are the same as those for patients who
undergo piecemeal resection of adenomas >20 mm.

In summary, most guidelines recommend similar surveil-
lance intervals for SSLs and conventional adenomas. A recent
meta-analysis of 11 studies with 1,079,315 patients supports
these guidelines. This meta-analysis demonstrated that the
risks of metachronous ACRN and CRC were very similar be-
tween patients with SSLs and those with conventional adeno-
mas (odds ratio [95% confidence interval]: ACRN, 0.91 [0.23-
3.63); CRC, 1.11 [0.42-2.97]).**

Because data on the risk of metachronous ACRN associat-
ed with SPs are extremely limited, most surveillance recom-
mendations for SPs are weak and based on very low-quality
evidence. Nevertheless, the USMSTF and Korean guidelines,
which provide detailed recommendations, are very helpful to
clinicians.

4. Surveillance for Serrated Polyposis Syndrome

In patients with >20 HPs, the possibility of serrated polyposis
syndrome (SPS) should be considered. The 2019 updated WHO
diagnostic criteria for SPS are as follows: >5 SPs proximal to
the rectum, all >5 mm in size, with >2 being >10 mm in size
or >20 SPs of any size distributed throughout the colon, with
>5 being proximal to the rectum.” The JGES recommends an-
nual surveillance for patients with SPS. The BSG/ACPGBI/PHE
guidelines refer to the BSG hereditary CRC guidelines for the
management of SPS. The BSG hereditary CRC guidelines rec-
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ommend colonoscopic surveillance every 1-2 years until the
age of 75 years for patients with SPS." This guideline also rec-
ommends that patients with SPS should undergo surveillance
colonoscopy annually once all lesions >5 mm in size in the
colon have been removed, and the interval can be extended to
2years if no polyps > 10 mmin size are identified at subsequent
surveillance examinations."

SURVEILLANCE FOR YOUNG ADULTS AGED
<50 YEARS

Since the target age for screening colonoscopy is over 50 years,
post-polypectomy surveillance guidelines have focused on
those over 50 years of age. However, the 2022 USMSTF guide-
lines recommend lowering the starting age for CRC screening

* This is because the incidence of CRC in

from 50 to 45 years.
young adults under the age of 50 has been rapidly increasing
and the prevalence of ACRN in adults aged 45-49 years is simi-
lar to that in adults aged 50-59 years."** The percentage of
young adults with colorectal adenoma is not negligible. Sum-
marizing the results of several studies, the prevalence of colorec-
tal neoplasia in adults aged 30-39 and 40-49 years is 8.0%—
13.4% and 13.8%-28.1%, respectively.” ' Nonetheless, none of
the 5 updated post-polypectomy surveillance guidelines pro-
vide specific recommendations for young adults under the
age of 50.

Arecent meta-analysis of 8 studies found a lower risk of meta-
chronous ACRN in patients with sporadic adenomas aged
<50 years than in those aged >50 years (patients aged >50
years vs. <50 years: odds ratio, 1.62; 95% confidence interval,
1.34-1.96).” These results suggest that patients aged <50 years
with sporadic adenoma without the possibility of hereditary
syndrome do not require more intensive surveillance. Howev-
er, given the small number of studies included in this meta-
analysis, it is difficult to conclude whether the surveillance in-
terval can be extended to young patients. Until more evidence
is accumulated on this issue, it seems reasonable to apply the
current post-polypectomy surveillance guidelines to young
patients aged <50 years.

AGE TO STOP SURVEILLANCE

The age at which post-polypectomy surveillance is discontin-
ued differs slightly according to the guidelines; however, in most
cases, the recommended age is 75 to 80 years. The USMSTF
notes that more research is needed to determine whether the

www.irjournal.org
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potential CRC prevention and early detection benefits in indi-
viduals older than 75 years or those with multiple comorbidi-
ties outweigh the risks of colonoscopy-related adverse events.
The BSG/ACPGVI/PHE also suggests that surveillance colo-
noscopy should not be performed in individuals aged >75
years or in those with a life expectancy of less than 10 years.
Similarly, the ESGE suggests discontinuing colonoscopic sur-
veillance at the age of 80 years or earlier, if life expectancy is
limited by comorbidities. The Korean guidelines state that sur-
veillance colonoscopy should be performed in elderly patients
based on the individual physician’s judgment, considering vari-
ous factors such as the patient’s health condition and medical
resources in each country rather than applying a uniform stan-
dard.

CONCLUSIONS

Though some recommendations for post-polypectomy sur-
veillance are similar to the 5 guidelines, different surveillance
intervals have been recommended for specific types of pol-
yps. In particular, there are significant differences between the
guidelines for 1-4 NAAs and tubulovillous or villous adeno-
mas. The USMSTE JGES, and Korean guidelines recommend
colonoscopic surveillance for patients with 1-4 NAAs and those
with tubulovillous or villous adenomas, whereas the BSG/AC-
PGBI/PHE and ESGE guidelines do not.

Although the detection rate of SPs continues to increase
owing to the widespread use of high-definition colonoscopies
and the development of image-enhanced endoscopic tech-
nology, surveillance strategies for SPs are not as definite as for
conventional adenomas and are insufficient. As studies on the
risk of metachronous ACRN according to the type, number,
and size of SPs are sparse, some guidelines do not provide rec-
ommendations on the surveillance of patients with SPs. Al-
though the USMSTF and Korean guidelines provide specific
recommendations for surveillance intervals depending on the
number and size of SSLs, these recommendations are based
on low-quality evidence. To better guide surveillance recom-
mendations for patients with SPs, more studies on outcomes
after SP removal should be conducted.

Healthcare environments fundamentally differ among coun-
tries. For example, there can be considerable differences in
terms of the cost and accessibility of colonoscopy, the number
and skill of colonoscopists, health insurance coverage, and
healthcare policies. It is optimal to adhere to the guidelines
created in each country using their specific clinical data; how-
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ever, in reality, it is difficult to create individual guidelines. For
countries that do not have separate guidelines, we hope that
this review article will help select the most appropriate guide-
lines as per their healthcare environment.
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