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Summary of the Clinical Problem
Screening colonoscopy, through early diagnosis of CRC and re-
moval of polyps, prevents death due to CRC.1 Increasing participa-
tion in CRC screening and improving quality of colonoscopy en-
hances detection and resection of colorectal polyps. Thus, guidance
on appropriate timing of follow-up colonoscopy for postpolypec-
tomy surveillance is warranted.2

Characteristics of the Guideline Source
The USMSTF on CRC, which represents the gastroenterology pro-
fessional societies ACG, AGA, and ASGE, developed these recom-
mendations (Table). The authors specifically refer to the docu-

ment as “recommendations”
rather than “guidelines” per the
task force charter. The task force
comprised gastroenterologists

with interest and expertise in CRC. Funding was supported by the
NCI, NIH, and VA. The authors disclosed no relative conflicts of in-
terest after 2016. Authors disclosed industry relationships that were
not considered conflicts. The authors developed PICO (popula-
tion, intervention, comparison, outcome) questions to guide com-
prehensive literature searches. Of 2002 candidate articles identi-
fied by searches, 136 articles were fully reviewed, with management
recommendations developed and then refined based on consen-
sus discussion by all authors. The QOE and strength of recommen-
dations were rated using GRADE.

Evidence Base
These recommendations extend previously suggested screening in-
tervals after removal of 1 to 2 tubular adenomas smaller than 10 mm
from 5 to 10 years to 7 to 10 years. Recent data including 2 meta-
analyses suggest that adults with 1 to 2 tubular adenomas smaller
than 10 mm are at low absolute risk of metachronous advanced neo-
plasia (adenoma �10 mm, adenoma with villous or high-grade dys-
plastic histology, or CRC) at 3- to 5-year follow-up (3.6%-4.9%).4,5

These absolute risks are low, comparable with those of adults with
normal baseline colonoscopy (1.6%-3.3%).4,5

Repeat colonoscopy is recommended 3 years after complete re-
moval of 5 to 10 tubular adenomas smaller than 10 mm. This rec-
ommendation is supported by retrospective data from a single aca-
demic center of more than 1400 adults with follow-up colonoscopy
after at least 200 days that found that 5% had metachronous ad-
vanced neoplasia (vs 1.8% for 3-4 adenomas <10 mm and 1.4% for
1-2 adenomas <10 mm).6 For 3 to 4 small adenomas, recom-
mended surveillance interval is 3 to 5 years, but limited data result
in a weak recommendation.
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MAJOR RECOMMENDATIONS
• Repeat colonoscopy is recommended 7 to 10 years after

complete removal of 1 to 2 tubular adenomas smaller
than 10 mm (strong recommendation; moderate quality
of evidence [QOE]).

• Repeat colonoscopy is recommended 3 to 5 years after
complete removal of 3 to 4 tubular adenomas smaller
than 10 mm (weak recommendation; very low QOE).

• Repeat colonoscopy is recommended 3 years after
complete removal of 5 to 10 tubular adenomas smaller
than 10 mm (strong recommendation; moderate QOE).

• Repeat colonoscopy is recommended 3 years after
complete removal of 1 or more adenomas 10 mm or
larger (strong recommendation; high QOE).

• Repeat colonoscopy is recommended 6 months after
piecemeal resection of an adenoma or sessile serrated
polyp 20 mm or larger (strong recommendation;
moderate QOE).

Table. Guideline Rating3

Standard Rating
Establishing transparency Good

Management of conflict of interest in the guideline
development group

Good

Guideline development group composition Good

Clinical practice guideline–systematic review intersection Good

Establishing evidence foundations and rating strength
for each of the guideline recommendations

Good

Articulation of recommendations Good

External review Fair

Updating Fair

Implementation issues Good
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New data strengthen the recommendation for repeat colonos-
copy at 3 years for adults with at least 1 adenoma 10 mm or larger
removed at colonoscopy. Specifically, cohort studies from the US,
the Netherlands, and Australia support the high risk of these adeno-
mas, finding them independently associated with increased risk of
metachronous advanced neoplasia, including CRC.2 A US multi-
center prospective cohort study found that CRC risk is significantly
higher among adults with advanced adenoma at baseline vs those
without baseline adenomas (cumulative incidence over 15 years,
2.9% vs 1.2%).7

Piecemeal resection of colon polyps at colonoscopy contrib-
utes to increased risk of metachronous or recurrent neoplasia. Meta-
analysis of 33 studies showed 20% increased risk of local recur-
rence for piecemeal resection vs 3% for en bloc resection of
nonpedunculated polyps; 96% of recurrences were detected at 6
months.8 These findings, buttressed by other data, prompt a strong
recommendation for short-interval repeat colonoscopy in 6 months
for adults with piecemeal resection of adenoma or sessile serrated
polyp 20 mm or larger.2

Benefits and Harms
The benefits of surveillance after baseline examination are less clear
than those of CRC screening. Individuals with certain categories of
adenomas (despite resection) appear to have increased risk of CRC
compared with the general population.2 However, colonoscopy pro-
cedures, including bowel preparation and sedation, also carry po-
tential risks and costs. Therefore, stratifying risk to best minimize
unwarranted procedures and potential allocation of resources away
from adults warranting more intensive surveillance is imperative.

Discussion
These recommendations incorporate new evidence (including data
based on risk of incident and fatal CRC) to update and strengthen
surveillance guidance for average-risk adults; family history should

be acquired and updated at each colonoscopy. They emphasize high-
quality colonoscopy, including attention to adequate bowel prepa-
ration, cecal intubation and photodocumentation, colonoscopist per-
formance benchmarks (such as for adenoma detection rate), and
complete polypectomy. Major changes from the 2012 recommen-
dations include extended surveillance intervals for 1 to 2 small ad-
enomas (7-10 years vs 5-10 years) and for 3 to 4 small adenomas (3-5
years vs 3 years), as well as more specific recommendations for cer-
tain scenarios (such as 1 year vs <3 years for >10 adenomas [as well
as considering genetic testing] or after removal of serrated polyps).2

Areas in Need of Future Study or Ongoing Research
Because interval advanced neoplasia or CRC after colonoscopy may
result from new growth, incomplete polyp resection, or missed neo-
plasia, further investigations are warranted to better understand how
to stratify and minimize risk while maximizing effectiveness of sur-
veillance. Newly published work proposes stricter criteria (ad-
enoma �20 mm or high-grade dysplasia) to reduce the proportion
of adults classified as high risk for CRC who warrant intensive
surveillance.9 Although strong randomized trial data exist for CRC
screening, the ongoing European Polyp Surveillance trial has ran-
domized adults to different surveillance intervals based on base-
line colonoscopy findings.10 Increases in CRC diagnosis among
younger adults (<50 years) as well as higher procedure-related risks
in older adults (>75 years) prompt further assessment of surveil-
lance benefits in these groups, as well as how family history of co-
lorectal neoplasia may affect surveillance recommendations. Fu-
ture data with higher-quality colonoscopies may afford insights into
whether extending 10-year intervals for adults with normal base-
line colonoscopy may be appropriate, and whether adults with
smaller polyps (eg, <6 mm) may warrant lengthened surveillance in-
tervals. Finally, as with CRC screening, alternative approaches (such
as stool-based testing) may represent potential options for surveil-
lance in lower-risk adults.
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