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It is evident that colorectal cancer screening programs have

contributed to a decrease in mortality [1–3]. Since pro-

fessional groups, especially gastroenterologists, generally

prefer colonoscopy as the most effective tool for colorectal

cancer prevention [2], a considerable proportion of people

with adenomatous polyps are discovered at the time of

screening. Accordingly, a large number of people require

post-polypectomy surveillance, which places a huge bur-

den on medical resources [4, 5]. Recent data showing that

20% of colonoscopies performed in practice were for sur-

veillance after polypectomy [6] indicate the importance of

appropriate allocation of medical resources. Therefore,

efficient and safe guidelines on surveillance colonoscopy

are needed to decrease the cost, risk and over-use of

colonoscopy.

Before the 1990s, because there was no available guide-

lines, annual follow-up colonoscopy was common practice

after polypectomy. The National Polyp Study, showing that

it was safe to defer the first follow-up colonoscopy for

3 years [7], raised the issue of the cost and burden of post-

polypectomy surveillance, and eventually led to develop a

guideline in 1997 that recommended a 3-year interval of

colonoscopy after removal of adenomas [8, 9]. In 2003, the

updated guideline recommended extended intervals of sur-

veillance colonoscopy and introduced the concepts of risk

stratification according to the results of index colonoscopy

[10]. The observations of Atkin et al. [11] using sigmoid-

oscopy over 3- to 6-year intervals showed that persons with

adenoma of less than 1-cm size and with no high-grade

dysplasia were not at a higher risk for developing colorectal

cancer. This data clearly showed that patients could be

stratified into low-risk or high-risk groups according to the

size of adenoma in index colonoscopy. Based on these

observations, the guideline published in 2003 recommended

the first follow-up colonoscopy after 5 years for low-risk

patients [10]. In 2006, the updated guideline further

emphasized risk stratification at index colonoscopy to

encourage a shift from intense surveillance to surveillance

based on risk [12]. Recent guidelines recommend the first

follow-up colonoscopy after 3 years in people at high risk

(three or more adenomas, high-grade dysplasia, villous

features, or an adenoma 1 cm or larger in size). Follow-up

colonoscopy after 5–10 years is recommended for people at

lower risk who have one or two small (\1 cm) tubular

adenomas with no high-grade dysplasia. Surveillance

examination for hyperplastic polyps was first included in a

2006 guideline, and 10-year follow-up evaluation is

recommended.

However, recent surveys have shown that a large pro-

portion of clinicians do not follow the recommended

guidelines. One national survey of surveillance colonos-

copy after polypectomy in 1999 and 2000 showed that 54%

of gastroenterologists and 86.5% of general surgeons rec-

ommend surveillance examinations every 3 years or even

more often for a small adenoma [13]. For a hyperplastic

polyp, 24% of gastroenterologists and 54% of surgeons

recommend surveillance. Another national survey in 2004

showed that 61% of primary care physicians (family

medicine and internal medicine) recommend surveillance

for a hyperplastic polyp after 5 years or less, and 71%

recommend surveillance for a single tubular adenoma after

3 years or less [14]. A recent self-reported patient survey

showed that 46.7% of subjects with one or two non-

advanced adenomas received a surveillance colonoscopy
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within 5 years [15]. These surveys consistently demon-

strated the over-use of surveillance colonoscopy, especially

in subjects with hyperplastic polyps or low-risk adenomas.

The reasons why physicians are performing aggressive

surveillance colonoscopy are unclear. Possible explana-

tions include their disagreement or unfamiliarity with the

guidelines, or other factors that are considered in making

the decision, such as suboptimal bowel preparation, or

concerns about the potential risk of missed cancers. One

survey of gastroenterologists preparing for 2004 recertifi-

cation showed that although 78% of respondents reported

that they were familiar with the 2003 guideline, they cor-

rectly answered fewer than 60% of questions, and up to

76% disagreed with the recommendations and therefore

performed surveillance colonoscopy sooner than recom-

mended by the guidelines [16].

In this issue of the journal, Ransohoff and colleagues

gave us further data regarding the over-use of surveillance

colonoscopy, especially in persons with low-risk adenoma

[17]. The present cross-sectional study was performed

to evaluate the physicians’ recommendations for post-

polypectomy surveillance in a community practice in North

Carolina. One hundred fifty-two gastroenterologists in 55

practices participated in the present study. Compared to

previous surveys, the distinguishing point of this study was

that the authors assessed the physicians’ recommendations

based on the medical records in their offices, not on the

physicians’ own reports. They reviewed the records of

10,089 average-risk persons who received a first-time

screening colonoscopy in 2003. Among them, hyperplastic

polyps were found in 4.5% of subjects, low-risk adenoma

(less than 1 cm, 1 or 2 adenomas) in 14.0%, and high-risk

adenoma (more than 1 cm, 3 or more adenomas) in 7.5%.

The physicians recommended follow-up colonoscopy after

4–6 years in 24% of subjects with hyperplastic polyps, and

after 1–3 years in 35% of those with only small adenomas.

The surveillance interval recommended for high risk ade-

nomas was longer than the 3 years that guidelines recom-

mend for about 26%.

Ransohoff and colleagues raise important issues about

the quality of colonoscopy. This may be the main reason

why physicians performed shorter intervals of follow-up

colonoscopy than the recommended guidelines even though

most of them are familiar with those guidelines. This

practice is also related to the general fear of missing polyps

or cancer, which could potentially precipitate legal action.

This study revealed that the surveillance interval for colo-

noscopies tended to be shorter if bowel preparation was less

than excellent, especially in those with low-risk adenoma.

Although there are no guidelines for the interval of colon-

oscopy with suboptimal bowel preparation, most physicians

prefer to recommend a shorter follow-up interval [18]. This

is due to the fact that suboptimal bowel preparation

increases the rate of missed adenomas, including advanced

adenoma [19].

Another important problem is that the preparation

quality was not reported in 32% of examinations. Thus,

strengthening quality control of colonoscopy procedures

through education will be the most forceful way to reduce

the over-use of colonoscopy when the primary care phy-

sicians generally recommend shorter interval surveillance

than recommended in the guidelines due to the lack of

confidence in the quality of their colonoscopy.

In conclusion, Ransohoff and colleges demonstrated that

surveillance colonoscopy is still over-used in community

practice. However, from this study, we are able to show a

possibility for improving our clinical practice based on

evidence. This study suggests that education about the

importance of risk stratification and qualified colonoscopy,

such as bowel preparation and reporting, will reduce the

burden of surveillance colonoscopy. Because the data was

collected in 2003, it is difficult to simply apply the results

of this study to recent practice. Therefore, we anticipate a

follow-up study to evaluate changes in the decision-making

processes of the same physicians after establishment of

newer guidelines that further emphasize the importance of

risk stratification and quality indicators of colonoscopy.
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