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Scope
This guideline provides follow-up recommendations for individuals after curative resection of colorectal cancer (CRC) or 
colorectal precancerous lesions (polyps) to prevent the development of subsequent CRC. It does not apply to individuals with 
colonic hereditary predisposition syndromes or inflammatory bowel disease. Recommendations for these individuals and 
for the detection of CRC or precancerous lesions in asymptomatic individuals are found in BCGuidelines.ca: Screening for the 
Purposes of Colorectal Cancer Prevention and Detection in Asymptomatic Adults.

Key Recommendations 
•	 Removal of colorectal precancerous lesions (polyps) can prevent CRC.
•	 Early detection and treatment of recurrent CRC may prolong patient survival.
•	 Individuals with a history of precancerous lesions or CRC are at an increased risk for CRC in the future.
•	 Colonoscopy is the standard of care follow-up procedure to detect CRC or precancerous lesions.
•	 Individuals undergoing colonoscopy with removal of precancerous lesions should have a surveillance colonoscopy:
	 In 10 years following removal of 1 to 4 low risk precancerous lesions,1

	 In 3 years following removal of 5 or more low risk precancerous lesions,
	 In 3 years following complete removal of a high-risk precancerous lesion, 
	 Within 6 months if a large precancerous lesion is removed in a piecemeal fashion.

•	 The findings of the first surveillance colonoscopy will determine the timing of further colonoscopies or whether the 
individual returns to screening with fecal immunochemical test (FIT) (see Figure 1: Algorithm for surveillance colonoscopy).

•	 Individuals followed by colonoscopy do not require FIT.

Epidemiology
Detection and removal of precancerous lesions (previously known as polyps) has been clearly demonstrated to reduce CRC 
incidence and mortality, and identification of CRC at an early stage markedly increases individual survival. Individuals who 
have had a high risk precancerous lesion resected are at an increased risk of future high risk precancerous lesions and CRC; 
colonoscopy surveillance at regular intervals is recommended (see below).2–4

https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/colorectal-cancer-screening
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/colorectal-cancer-screening
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The risk of a precancerous lesion becoming malignant is greatest for ‘high risk’ lesions (also known as advanced adenomas), 
which are defined as having any of the following: 
a)	 adenomas with villous features
b)	 adenomas with high grade dysplasia
c)	 adenomas or sessile serrated lesion (SSL) ≥ 10 mm (as measured by the colonoscopist at the time of excision)
d)	 sessile serrated lesions (SSLs) with cytologic dysplasia
e)	 Traditional serrated adenomas (TSAs)
f)	 hyperplastic polyps ≥ 10 mm (as measured by the colonoscopist at the time of excision). 

Precancerous lesions that do not meet the above criteria are classified as low risk precancerous lesions.

For individuals who have undergone curative resection of CRC, the majority of recurrences will become apparent in the first  
2 to 3 years after the primary tumour resection.5

Management
Surveillance following prior colonoscopy with or without precancerous lesions
If an individual has been managed through the British Columbia (BC) Colon Screening Program (CSP), it is the intention  
that they will be contacted directly to arrange follow-up procedures at the appropriate interval. It is always helpful if 
individuals can be advised of the expected interval so they can monitor their own healthcare needs. 

Following removal of precancerous lesions
Hyperplastic polyps (HPs) < 10mm have no potential for malignant transformation and following removal require no  
special surveillance.

Most CRCs arise from precancerous lesions. Two major types of precancerous lesions are found in the colon and rectum: 
adenomas and serrated lesions. Amongst the serrated lesions, sessile serrated lesions (SSLs) and traditional serrated 
adenomas (TSAs) are considered to have the potential for malignant transformation. HPs ≥ 10mm have some potential  
for malignant transformation and are considered high risk lesions. 

Individuals having multiple precancerous lesions are also at higher risk of CRC. This was previously defined as 3 or more 
precancerous lesions; however, more recent evidence suggests that the risk of CRC appears to increase once 5 or more 
precancerous lesions are detected.2,6 If the number of precancerous lesions removed during an individual’s lifetime is  
10 or more, then referral to the Hereditary Cancer Program for evaluation of a potential genetic predisposition to CRC  
is recommended.7 

The importance of a high-quality baseline colonoscopy cannot be overstated. A complete exam to the cecum, an adequate 
bowel preparation, and careful inspection of the mucosa with optimal polypectomy technique are associated with a 
decreased risk of CRC and CRC death.8–11 The BC CSP monitors these colonoscopy quality indicators and provides feedback  
to individual physicians, endoscopy units and health authorities regarding performance relative to the provincial average  
and accepted benchmarks. In addition, CSP supports quality improvement initiatives.

http://www.bccancer.bc.ca/books/hereditary-cancer-program#:~:text=The%20Hereditary%20Cancer%20Program%20is%20part%20of%20the,hereditary%20cancer%20may%20also%20be%20offered%20genetic%20testing.
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Table 1: Surveillance Recommendations1,12

Findings at first colonoscopy Recommendations for first follow-
up surveillance colonoscopy

Recommendations for subsequent 
surveillance colonoscopy

Individuals with no polyps or only 
hyperplastic polyps < 10 mm*

No surveillance required. Resume screening 
as per: BCGuidelines.ca: Screening for the 
Purposes of Colorectal Cancer Prevention and 
Detection in Asymptomatic Adults

Not applicable

Individuals with 1 to 4 low risk precancerous 
lesions (< 10 mm, tubular adenomas with 
only low-grade dysplasia or SSLs without 
dysplasia)

Follow-up colonoscopy in 10 years As per findings at each surveillance 
colonoscopy

Individuals with 5 or more low risk 
precancerous lesions (< 10 mm, tubular 
adenomas with only low-grade dysplasia or 
SSLs without dysplasia)

Follow-up colonoscopy in 3 years If 0 to 4 low risk lesions identified, then 
follow-up colonoscopy at 5 years and then  
as per colonoscopy findings

Individuals with 1 or more high risk lesion(s) Follow-up colonoscopy in 3 years If 0 to 4 low risk lesions identified, then 
follow-up colonoscopy at 5 years and then  
as per colonoscopy findings

Individuals with large precancerous lesions removed in a piecemeal fashion (rather than in a single piece) are at risk of 
residual precancerous tissue. Repeat colonoscopy to assess the site of lesion removal is recommended at 6 months. Further 
surveillance colonoscopy intervals will be based on several factors and will be at the discretion of the physician performing 
the colonoscopy.

Figure 1: Algorithm for surveillance colonoscopy1,12,13
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https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/colorectal-cancer-screening
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/colorectal-cancer-screening
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/colorectal-cancer-screening
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	 Controversies in care
Recommendations for colonoscopy surveillance following removal of precancerous lesions (polyps) are evolving. There 
is emerging data that an individual with 1 or 2 low risk adenomas has a reduced risk of CRC compared to the general 
population14,15 and a similar risk of high risk precancerous lesions on surveillance colonoscopy as those individuals who 
had a normal baseline colonoscopy.1,16,17 Similarly, individuals with 3 to 4 low risk adenomas do not appear to have an 
increased CRC incidence or mortality when compared to those with a no precancerous lesions or 1 to 2 low risk adenomas 
at baseline colonoscopy.2,6 In addition, there is evidence to support that individuals with 1 to 4 low risk SSLs have similar 
outcomes to those with 1 to 4 low risk adenomas.3 The British13 and European1 guidelines do not recommend surveillance 
colonoscopy following the removal of 1 to 4 low risk precancerous lesions but recommend these individuals return to average 
risk screening (i.e., resume FIT every 2 years) within organized screening programs. The United States Multi-Society Task 
Force guidelines18 continue to advocate for colonoscopy surveillance but have increased the interval to 7 to 10 years for 
individuals with 1 or 2 low risk precancerous lesions and 3 to 5 years following polypectomy of 3 or 4 low risk precancerous 
lesions. In Canada, Ontario has recommended that individuals with 1 or 2 low risk adenomas have a FIT in 5 years rather 
than a surveillance colonoscopy.17 It is anticipated that other Canadian jurisdictions will also decrease the use of surveillance 
colonoscopy in these lower risk individuals by either increasing the colonoscopy interval or having them return to screening 
with FIT. The literature and the BC experience through BC Colon Screening Program outcomes are being closely monitored on 
a continuous basis and these guidelines may be revised in future if indicated.

Follow-up after CRC with curative resection
The goal of follow-up after resection is to identify recurrent disease or metastases and to detect subsequent precancerous 
lesions. These recommendations are generally expert consensus-based, reflecting national and international standards. 
Individuals with specific genetic syndromes should follow specialist recommendations. Individuals with significant co-
morbidities, very advanced age or limited 5-year life expectancy are not routinely offered surveillance. 

Follow-up visits
Diligent follow-up after a cancer diagnosis is extremely important. Factors including patient and practitioner mobility, 
orphaned patients, multi-practitioner care, and long intervals between follow-up visits may all predispose a patient for a 
missed follow-up. Careful use of Electronic Medical Records (EMRs) reminders is recommended. Be sure clarity is established 
regarding the most responsible practitioner (i.e., surgeon, oncologist, or family physician). It is important for the patient 
and practitioner(s) to understand who is taking responsibility for coordinating this follow-up. Engaging the patient in their 
anticipated follow-up is important.

Over the first 5 years, follow-up will consist of various examinations and intervals, including:
•	 History and physical 
•	 Labs and tumour markers 
•	 Diagnostic imaging 
•	 Colonoscopy

The guidance below is excerpted from BC Cancer’s Follow-up and Surveillance of Colon Cancer Patients Treated with Curative 
Intent, please refer directly to this document for more detailed information.19

Stage 0-I:
•	 Repeat colonoscopy is recommended in 1 year (6 months if complete colonoscopy was not performed at time of initial 

diagnosis), and if normal, in 3 years, and if normal every 5 years thereafter. 
•	 There is no evidence of improved survival with routine imaging or blood work.
•	 Performance of FIT is unnecessary in patients undergoing colonoscopy surveillance.20

Stage II-III:
Follow up visits should be conducted: 
•	 Every 3-6 months for the first 3 years
•	 Every 6 months for the next 2 years for a total of 5 years of surveillance 

http://www.bccancer.bc.ca/books/colon/follow-up-and-surveillance-of-colon-cancer-patients-treated-with-curative-intent
http://www.bccancer.bc.ca/books/colon/follow-up-and-surveillance-of-colon-cancer-patients-treated-with-curative-intent
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Each follow-up visit should include:
•	 Focused history and physical examination21,22 
	 Monitor for gastrointestinal and constitutional symptoms, including unexplained weight loss. 
	 Perform rectal exam at least annually. 

•	 Carcinoembryonic antigen (CEA) tumour marker level should be checked at each follow-up visit. If CEA is elevated,  
repeat test within 28 days. Significantly elevated levels, usually at least doubling, can indicate hepatic or pulmonary 
metastases, and therefore a CT scan of chest and abdomen should be performed. If CEA continues to rise consultation 
should be obtained.

•	 Routine laboratory investigations, such as liver chemistry, in the absence of symptoms are generally not useful. 
•	 FIT is unnecessary in patients undergoing colonoscopy surveillance.20

Chest, abdominal and pelvic imaging (CT scan preferable) should be done a minimum of 2 times over the first 3 years of 
follow-up (suggested at 12 months and 36 months). For those with advanced stage cancers or undergoing chemotherapy, 
follow the recommendations of the oncologist.22,23 A chest CT scan is recommended for every 12 months for the first 3 years 
in cases of advanced cancer or rectal cancer.22,24 Routine CT scanning is not recommended beyond 5 years. There is little 
evidence to show a survival benefit for routine chest x-ray for post CRC resection patients.25 Magnetic resonance imaging 
(MRIs) are generally reserved for the initial evaluation of rectal cancers.

Repeat colonoscopy is recommended in 1 year (6 months if complete colonoscopy was not performed at time of initial 
diagnosis), and if normal, in 3 years, and if normal every 5 years thereafter until age 75, then individualized based on the 
health and wishes of the patient.22,26 

Any test abnormalities, changes or new signs and symptoms should warrant investigation and referral to the primary 
oncologist.

Stage IV treated with curative-intent metastatectomy (Stage IV NED)
•	 No standard guidelines currently exist for surveillance in Stage IV NED and are as determined by the treating oncologist.
•	 May follow the recommendations as per Stage II-III above.
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	 Abbreviations
•	 CEA	 Carcinoembryonic Antigen
•	 CRC	 Colorectal cancer
•	 CT	 Computed tomography
•	 EMRs	 Electronic Medical Records
•	 FIT	 Fecal immunochemical test
•	 HP	 Hyperplastic polyps
•	 MRI	 Magnetic resonance imaging
•	 SSL	 Sessile serrated lesions
•	 TSA	 Traditional serrated adenomas 

	 Practitioner resources
•	 BC Colon Screening Program: http://www.bccancer.bc.ca/screening/colon 
•	 Hereditary Cancer Program at the BC Cancer Agency: www.bccancer.bc.ca 
•	 Pathways: https://pathwaysbc.ca/login
•	 UBC CPD BC Cancer Primary Care Learning Sessions - Colorectal Cancer: https://elearning.ubccpd.ca/ 
•	 Canadian Cancer Society: www.cancer.ca 
•	 Colon Cancer Canada: www.coloncancercanada.ca
•	 Public Health Agency of Canada: Cancer

	 Patient, Family and Caregiver resources
•	 BC Colon Screening Program: http://www.bccancer.bc.ca/screening/colon 
•	 BC Colon Screening: Facts and Myths
•	 BC Cancer: Hereditary Cancer Program
•	 HealthlinkBC: Health information, translation services, Health Service Navigators and dieticians, www.healthlinkbc.ca 

or by telephone at 811. 
•	 Canadian Cancer Society: www.cancer.ca 
•	 Colon Cancer Canada: https://www.colorectalcancercanada.com/
•	 Public Health Agency of Canada: Cancer

	 Associated Documents
•	 BCGuidelines.ca: Screening for the Purposes of Colorectal Cancer Prevention and Detection in Asymptomatic Adults
•	 BC Cancer: Colon Screening Program: Colonoscopy Referral Form 
•	 BC Cancer: Standard Out-Patient Laboratory Requisition Form

http://www.bccancer.bc.ca/screening/colon
http://www.bccancer.bc.ca/
https://elearning.ubccpd.ca/
https://cancer.ca/en/
https://www.colorectalcancercanada.com/
https://www.canada.ca/en/public-health/services/chronic-diseases/cancer.html
http://www.bccancer.bc.ca/screening/colon
http://www.bccancer.bc.ca/screening/colon/colon-health/facts-myths
http://www.bccancer.bc.ca/books/hereditary-cancer-program#:~:text=The%20Hereditary%20Cancer%20Program%20is%20part%20of%20the,hereditary%20cancer%20may%20also%20be%20offered%20genetic%20testing.
https://www.healthlinkbc.ca/
https://cancer.ca/en/
https://www.canada.ca/en/public-health/services/chronic-diseases/cancer.html
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/colorectal-cancer-screening
http://www.bccancer.bc.ca/screening/Documents/Colonoscopy-Referral-Form.pdf
http://www.bccancer.bc.ca/screening/Documents/Standard-Outpatient-Lab-Requisition.pdf
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The principles of the Guidelines and Protocols Advisory Committee are to:
•	encourage appropriate responses to common medical situations
•	recommend actions that are sufficient and efficient, neither excessive nor deficient 
•	permit exceptions when justified by clinical circumstances

Contact Information: 
Guidelines and Protocols Advisory Committee
PO Box 9642 STN PROV GOVT 
Victoria BC V8W 9P1
Email: hlth.guidelines@gov.bc.ca 
Website: www.BCGuidelines.ca

Disclaimer
The Clinical Practice Guidelines (the “Guidelines”) have been developed by the Guidelines and 
Protocols Advisory Committee on behalf of the Medical Services Commission. The Guidelines 
are intended to give an understanding of a clinical problem, and outline one or more preferred 
approaches to the investigation and management of the problem. The Guidelines are not 
intended as a substitute for the advice or professional judgment of a health care professional, 
nor are they intended to be the only approach to the management of clinical problem. We 
cannot respond to patients or patient advocates requesting advice on issues related to 
medical conditions. If you need medical advice, please contact a health care professional.

THE GUIDELINES AND PROTOCOLS ADVISORY COMMITTEE

This guideline is based on scientific evidence current as of the effective date.

This guideline was developed by the Guidelines and Protocols Advisory Committee in collaboration 
with the Provincial Laboratory Medicine Services, and adopted under the Medical Services Act and the 
Laboratory Services Act.

For more information about how BC Guidelines are developed, refer to the GPAC Handbook available at 
BCGuidelines.ca: GPAC Handbook.

mailto:hlth.guidelines%40gov.bc.ca?subject=
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines
https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/gpac-handbook/gpachandbook2017.pdf

