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advanced neoplasia during surveillance colonoscopy. The key recommendations state that the high-risk findings for metachronous

polypectomy surveillance is required because of the limited medical resources and concerns regarding colonoscopy complications.
CRC following polypectomy are as follows: 1) adenoma > 10 mm in size; 2) 3-5 (or more) adenomas; 3) tubulovillous or villous adenoma;

In these consensus guidelines, an analytic approach was used to address all reliable evidence to interpret the predictors of CRC or
4) adenoma containing high-grade dysplasia; 5) traditional serrated adenoma; 6) sessile serrated lesion (SSL) containing any grade
of dysplasia; 7) serrated polyp of at least 10 mm in size; and 8) 3-5 (or more) SSLs. More studies are needed to fully comprehend
the patients who are most likely to benefit from surveillance colonoscopy and the ideal surveillance interval to prevent metachronous

most important method for managing advanced metachronous neoplasia. A more efficient and evidence-based guideline for post-
CRC. (Korean J Gastroenterol 2022;80:115-134)

Colonoscopic polypectomy is effective in decreasing the incidence and mortality of colorectal cancer (CRC). Premalignant polyps dis-
covered during colonoscopy are associated with the risk of metachronous advanced neoplasia. Postpolypectomy surveillance is the

Key Words: Colonoscopy; Colorectal cancer; Guideline; Polypectomy; Surveillance
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Table 1. Definition of Level of Evidence
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(SIGN), Grading of Recommendations, Assessment,

Development and Evaluation (GRADE) % F8 =2

grading WHE L F 71E JFARANES AEHA

1 AR89 =) A4 Table 13} 2o adA =

Level of evidence

Definition

High * Study Design:

Intervention: The results are derived from randomized controlled trials (RCTs) or observational studies with control groups
Diagnosis: Diagnostic accuracy studies in the form of RCTs or cross-sectional cohort studies

* Considerations: There are no methodological concerns in terms of quality assessment of the evidence, and the evidence shows
consistency with a sufficient level of precision; thus, the reliability of the synthesized results is considered high

* Considerations: There are slight concerns regarding the quality assessment, or consistency, or precision of the evidence; thus,

There are serious concerns regarding the quality assessment, or consistency, or precision of the evidence; thus, the reliability

Moderate * Study Design:
Intervention: The results are derived from RCTs or observational studies with control groups
Diagnosis: Diagnostic accuracy studies in the form of RCTs or cross-sectional cohort studies
the reliability of the synthesized result is considered moderate
Low * Study Design:
Intervention: Results are derived from observational studies with or without controls/comparators
Diagnosis: Diagnostic accuracy studies with a case-control design
* Considerations:
of the synthesized result is considered low
Very low * Study Design:

Intervention: Observational studies without controls/comparators or studies consisting of evidence-based on expert opinions

or reviews

Diagnosis: Diagnostic accuracy studies with a case-control design
* Considerations: There are critical concerns regarding the quality assessment, or consistency, or precision of the evidence;
thus, the reliability of the synthesized result is considered very low.
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Table 2. Definition of Strength of Recommendation

S| A AHpostpolypectomy surveil-
lance): E HA| GA| FAHA F3H3H EH(synchronous
polyp)= 2ol A|A 8kl Aol TS & ¥ (metachronous
polyp)e] oPJSHE7] A WAste] AASE] 919t thduiAlE 4
AL TS A m S A BIRSH] 913 HARE Ale] g

(2) YA %(advanced adenoma): AE2] 27|17} 10 mm
o]A}to]

> 1 (o] o L OAL L ==
U IEelgy Bl §RANS TN UF.

. s it .

A
A YA MY E(advanced neoplasia): AP} o=}k

(4) FUEFEH(serrated polyp): B e} Aek7]Eo] <A
slo] ZFAlZH (hyperplastic polyp), A% &A1 (traditional
serrated adenoma), & ¢li= £ H(sessile serrated lesion)
5 Tk Aol

(5) 7]Z2dA A7 (index colonoscopy): 34 HIZ W A7
= AlBs7] A 7P Fell AlBE AAR A HolA A
T ool 44 S oo tigiAI% A AHsupervised en-
doscopy) $91& W A St Gfudt oy

ot FE] WHUWAIABAE ou]ditt

(6) ¥ ot o)A Z(adequate bowel preparation): %% ot
a0 ot Aok ob7kA) WA ghor} Boston
Bowel Preparation Scale 63 ©]A} T Ottawa Scale 78
0]3} T Aronchick Scale®] excellent, good, fair®l 7-¢=
Hofabe. e

(7) oFA 9] JAWAIA A AHhigh-quality examination): F
Qo) o AR ofel Fele] ARAY © AFES
21 chaah ol Aofsich At HEEALA 0%
o[, o4 20% o])yE B3t i HAIEAAAE Fagt
WA ES 71 Aol A i AIE S At IX(B

3

Strength of

Symbol ) Description
recommendation
A Strong recommendation  Considering the benefits and harms, level of evidence, values and preference, as well as resources of the
intervention/examination, it is strongly recommended in most clinical situations.
B Conditional Considering that the use of the intervention/examination may vary depending on the clinical situations or values
recommendation of patients/society, selective use or conditional selection of the intervention/examination is recommended.
(o} Not recommended The harm of the intervention/examination may outweigh the benefits and considering the clinical situations

or values of patients/society, the use of the intervention/examination is not recommended.

| Inconclusive

Considering the benefit and harm, level of evidence, values and preference, as well as resources required for

the intervention/examination, the level of evidence is too low, the weighing of the benefit/harm is seriously
indecisive, or the variability is large. Therefore, the use of the intervention/examination is not determined.
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Key question 1.
Key question 2.

interval?
Key question 3.

Is the size of tubular adenoma a risk factor that should be considered when shortening the colonoscopic surveillance interval?
Is the number of colorectal adenomas a risk factor that should be considered when shortening the colonoscopic surveillance

Is a tubulovillous adenoma or a villous adenoma a more influential risk factor that should be considered when shortening the

colonoscopic surveillance interval compared to a tubular adenoma?

Key question 4.
Key question 5.
Key question 6.

surveillance interval?
Key question 7.
Key question 8.

interval?
Key question 9.

Is a serrated polyp a risk factor that should be considered when shortening the colonoscopic surveillance interval?
Is a traditional serrated adenoma a risk factor that should be considered when shortening the colonoscopic surveillance interval?
Is histology of sessile serrated lesion with dysplasia a risk factor that should be considered when shortening the colonoscopic

Is the size of a serrated polyp a risk factor that should be considered when shortening the colonoscopic surveillance interval?
Is the number of sessile serrated lesions a risk factor that should be considered when shortening the colonoscopic surveillance

Is piecemeal resection of colorectal polyps >20 mm in size a more influential risk factor, than en bloc resection of the polyps, that

should be considered when shortening the colonoscopic surveillance interval?
Key question 10. Is a family history of colorectal cancer a risk factor that should be considered when shortening the colonoscopic surveillance

interval?

Key question 11. For patients without colorectal cancer-related high-risk findings after resection of polyps, what is the appropriate timing and interval

for colonoscopic surveillance?

Key question 12. For patients with colorectal cancer-related high-risk findings after resection of polyps, what is the appropriate timing and interval

for colonoscopic surveillance?

Vol. 80 No. 3, September 2022
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Table 4. Summary and Strength of Recommendations for Postpolypectomy Colonoscopic Surveillance

Interval of colonoscopic

Index colonoscopy finding surveillance Strength of recommendation Level of evidence
Adenoma >10 mm in size 3 years Conditional recommendation Low
3-4 adenomas’® 3-5 years Conditional recommendation Moderate
5-10 adenomas® 3 years Conditional recommendation Moderate
Number of adenomas >10° 1 year Conditional recommendation Moderate
Tubulovillous adenoma or villous adenoma 3 years Strong recommendation Low
Adenoma with high-grade dysplasia 3 years Strong recommendation Moderate
Traditional serrated adenoma 3 years Conditional recommendation Low

A sessile serrated lesion with dysplasia 3 years Conditional recommendation Very low
Serrated polyp >10 mm 3 years Conditional recommendation Very low
Number of sessile serrated lesions between 3-4° 3-5 years Conditional recommendation Very low
Number of sessile serrated lesions >5" 3 years Conditional recommendation Very low
Piecemeal resection of colorectal polyps >20 mm in size 6 months Strong recommendation Low

Only applicable when there are no other high-risk findings (>10 mm in size, high-grade dysplasia, tubulovillous adenoma, or villous adenoma);
bOnly applicable when there are no other high-risk findings (>10 mm in size, dysplasia).

The Korean Journal of Gastroenterology



Kim SY et al. Postpolypectomy Colonoscopic Surveillance Guidelines 4121

@) g O] A AWARAA AN A 7
o W wetor & 1IN

Az e A7 A9ES 2AZ 26l ARAYE
7NEHANA A GA A A EAE 1-27] 8] & YA =(non-ad-
vanced adenoma, ©|s} AE)} FLHA, 3-47 AMEE 2
AR WA S8 SAATA o Aow o) Hes
1 QJup 111an 28 gon g x| o A= 57 o]Are] AlES
o AR A H Y Y 8 A (high-risk finding) 2 A4 2]
SHAAT,” USMSTF J2AFfA = 3-4 Age] 5 A
QA A 9ol i A7} 38 Qi S 27
2 oA 37 oA AMEL 1A MZE(highrisk ad-
enoma) 0.8 7kl gk

olol, 71 AN The
EE 57 ol4te] 4% AAZ 1-27)

O

O

1918847 g 3
A% AAE 219 A9

AE g el A 99S ISk o] FAJE S0
gisf HeHEALS Agsignt. 28E JTEL 747 AT o

A WA 7\, 28 AR R, B T1Kdo] AR Aol sl
3, pEo] AR AT TN A 55 8
o 44 A9e] B10] oA Ben F A3k B chepei
T o] YAAA EAsh= d] ofgfgo] ok
A+ Atololl Al FA A o] Aol EATHAN 1-27] HF
(n=27,638), 37 ©]Ao] A%(n=4,973) Y 571 o]Ate] A
(n=991)°] A|AH £AE EAT A5 HEREA SFlS
4999 W24 7]7F Eob 77k 5.4%, 10.3%, 10.0%] 2
YA E o] WA THSupplementary Fig. 1A). T3 1-27)
AE AATl Blel 370 o]} Ew 67 ol AF AAT
oAA gAY Eo] BT Al fd=s 44 2.0 (95% CI,
1.78-2.26; p<0.001; 7°=0%) 9 2.2 (95% CI, 1.35-3.73;
p=0.002; 1%=62.2%)2 YA Eo] drelslk 9]F o] 9,]U] ol
Al Z7V59 tHSupplementary Fig. 2A). 3719 &8& F
E AqahE EAslthe Aldtde] glou 1270 g AlA
Zof| v]3f 3-47) AME AAFNA HAPAYEo] WA Af
¥ E = 1.26 (95% CI, 1.05-1.62; p=0.012; 7% =0%)0.58 &
AR SR FofstA &9, 3-47) HF A Aol Hls] 571 o]
Aol Mz AATNA AWAMZo] FAISH Al 9JFE i
1.96 (95% CI, 0.97-3.96; p=0.060; /°=68.0%) 2.8 5-2|5}7|
= ko =71 F3dS H St (Supplementary Table 1).

ients Ayt Mg dekEA seS u, 24 71X &
Qb 1-27], 37] ol % A oliFel ME AATNA 2zt
0.2%, 05%, 0.1%9%] thAto] TSI tH(Supplementary
Fig. 1B). 1-271] A& A ATl Blef 371 o) E= 570 o4
o] ME AATAA o] TS A A== 27
1.80 (95% CI, 0.94-3.45; p=0.077; [220%) gl 2.36 (95% CI,
0.22-25.94; p=0.481)0.& A= /|7t 2714 1A &
A3 A= = e ou SAR SR ROlshA] ook
tHSupplementary Fig. 2B). T3}, 1-27] AMZE A vl
3-47) WE AATNA Qo] WAL A 8=+ 2.66
(95% CI, 0.39-18.13; p=0.317, I%=0%), 3- 47) AE A Ao
]OH 57H ]/\]—4 »J_ Zﬂ}]?—oﬂ/\i EHX]—O]—O] H]—Aﬂo]— /\H:H HOJ
T+ 1.15 (95% CI, 0.14-9.29; p=0.897; I7=0%)& EA Al
o)L Holx] ¢kthSupplementary Table 2).
Aeotd, Z|EHAUHAIDAARNA 1270 BE A A

HE a7 o)A E 67 ool WE AATOIA chgerol
ST A SUEE SAH Kol2 Holx gkort, A1
B8Ol I 4 AYEE ool D TSI 0

Ral
o,
o
o
u
2
R
re
-
i
o,

A¥el 604] wgke] B}, 604] o4kl
Aol 107 ololdA
4 A%, fA4 gl
U §%F 50 A% B ol g B $iel
Lz] 2oy} I Qelet” USMSTF A=A A AL A7}
© Ay, PuSTo] ksl oFA o] Z|SEUAAI A AAR
A 1071E Z2she Aol AlAE ks 19 oyl 4%
UAAAAE AP AL 383t 9ok 3-107]9 Az
AAT0=975)°] vl 10715 23sh= AEe] AAH 2147
o] TS o ZePAEES] WS 71 Sl Tl
I Ao A 4.39 9] =2 7|7 Zot X PAAEo] TS ¢
3.2 WAHH|(OR) 2.25 (95% CI, 1.49-3.38)% 10715 ZIsl=
WESY ESTN ﬂoﬂ/ﬂ*ﬂ o] urE =2l zo] oy olxpint

T
& 7 B AEEdzo

=
AES 71% og 1:H %}7}53&

p
_|

7Y A2 Cribriform-Morular

Vol. 80 No. 3, September 2022



7= AI A H’

1
L

2013¢ ESGE A Z XX A

AARI7?

k!
=

gH

1

=

29
o

2 efjof

I
w_a
N

M
o

o Al

=47

ol ZA3te] 202049

A LA Z " Saini

L=

.

A3 oA

¥

XO

]

ojn
K
N
<Lk

A

e

=21

[¢)

A ASIHRR, 1.26; 95% CI, 0.95-1.66). Atkin

X

3T

5t

t}.* 202010 USMSTFO]

21 201280 AABHAE AT TP AR 7] Al

5

fol-

T A7 AR A

=
s

shd 7]

AF
Y
:

A

THHR, 1.16; 95% CI, 0.71-1.91).

o}oF
1S A

3o 4]

Fairley

—

oy

o] g7tel|

1

I

M
o

P Apol

a9
o
o

F=oll A= e

10-15%,
47%,

F7F

o] ulgol 247} 19%, 4%

o] Al

=21

o

G HH, Atkin

=

o

WAy

|

A
o

A7 Al Al

4%} 10 mm ©]

Rl

s}

o

A, 17837799 o4 29 87

19} wlitsto] ookl 99S

7y 3789} 74812 =gkt Y

Tl A 71Ed

37hel AEE AA

7O

864,831

7REE 299 ohit

= o
2=

=
o

. el

G4l I, 1 em o4 F719] AIFol 90% ol elei] 1)

[e]

]

hyA

o

I

o A5 Al

=21

AIAIBEAL Aok, SEAJHE,

2 99| Flo|=aklul)

=0
==

2R Atkin

3
o

=

g

A= o

L

.

Aol dHishA

A $o] 4] glokek? o] AolA 310709 4%, 10 mm

qko] 1-274 AHEL A7

.

The Korean Journal of Gastroenterology

Aol Q)7 272} 3.15, 3.40, 5.95



HEHAZAM =2

=
pLn

AL Qi 7]

a9
vl

o

shoich. SHAIe SAEY ] 2], $IX] we Lol

2454 oo}

71

¥

.AO
ﬂAlO

Aol Az

71 B} ] mato]
7F81A] ok=rty ® 1% it " &}A|ul Schreiner

=
=

A7 A
9130l

=
[

Kim SY et al. Postpolypectomy Colonoscopic Surveillance Guidelines 123

Hr

ojn

K
N
M
nE

il

)

WAAAANA A 7HA

3

o

AARI7?

&

& B3} Lim 518 7|12t A
>
T

1.
tfgo] 6 mm ©]

EX
=i

[e]

Z].>=
=

Wgo] 314v) 7}

A7l Al

o] Al

=52

HAAY7HA] §lth. Macaron
[e)

L
T
1, Erichsen

s
FolMe= ZIEHEHAIZAA = ¢l

o

a7 Az

T

2
[e)
T o

o 3

3713t

a2
Ral

5

o
e NERFHAAANA & gl FUEHo]

l

°f

ol

oy 1%

il

FAWGHA G AARIA AAE 2H4 €]

sk
e

Fefo|c}. 2,045
55 H|
10 mm ©J4+9]

L=

Fu

4.84 (95% CI, 2.36-9.93)%
Al A

o

et ehatel tizate] 7

QAQCHHR, 3.3; 95% CI, 1.3-8.6).%

L=

A AAZT} w=QFOH(HR, 4.2; 95% CI, 1.3-13.3), tigt

o] HiEY et 8,1057 9 HiEe] gl 8

HolE FTE ¢ILofA
177(0.2%)0] %31 ¥ 4= OR

1R s} vl et

=
=

1=t dAe 2

Ay 7

el

S

[e)
hs

o]

X
T o
o X
- X
ZZ
~ XO
N T
NONp
d' N
BT
oF T
= -
=y B
A —_—
%n 9
R
TR
= o
oy 7T
% B

o] 247} 4,21,

58,61-67
wUEH,

o3
=

3

A7L ek webA, AA7tA e G AIELS =

A ol A

Rl

3

o

o
=
i

AlZdo Al 10 mm oA 279 EYHE
bk
7]

=
=

ER
o

=

‘mo
J)
=
W

N
Nlo

el

Qe 3} 18678}

BHA]

[}

=
hl

USMSTF$} BSG X FE A Ao A= o} 7}2] A7} F

¥ 10 mm ©[3}9] o] Aol FuE|

g

ik
J)
oS
Hr
ol
o8

SFtHadjusted OR, 2.37; 95% CI,

HH

= 2l

3}

35 1-4 AAS

KN

40

}_

off isteite 674 o4 A7

)

Vol. 80 No. 3, September 2022



T«

Wr _— uroﬂoowmnlwwqmwmlmmum,élzomewomﬁueewdmoom_ﬂﬁldlﬂ%zo
gl EH7U n.rﬂﬂrmﬂﬂ%ow,ﬁ_}o m.ﬂo(w_lu,moqnlAuveqﬁowmw_ﬂ%mﬁaeq
= T T o_ez]f%of%mgx%m?ﬂm@%%@puﬁﬁzﬂonﬂ@rﬂ@
T T o PN ? Ex T TR BT we® Wy o BW
e T X SEw N oo T B TR QW od N o @ ok M N =
Gl N S% — B VB PN oo e NS o 50
R0 Eomo | S oo R%%ﬂ}%mez_oWHQQJmoo—.%wlﬁﬁ%@%
— Q T [¢6]
< & < =y B X mg [ — oMo g <X =8, B = 7 g 39
~ OU,WEO QZ._‘I s N N O @ B el ~n
%o |2 & Rro X3 gWg  “mB8F g EZ 5 3mP 4L . W
2T xxf STHEERg ST aMmas Yoo RS g T uT AR
S r = D e = ™, iy ° T omo o = oY = — ¥ =7 o = = =~
T3 |28y | 8P sl LRt B T RIS L B X
. o — ) N S 5
ny oF MOL_LHWL 21ﬂ,mﬂo H_u‘m_wUG.yn_AI”,E.‘_Wﬂoq‘.ﬂmM“ﬂOBﬂpﬁm‘m‘Hﬂ‘_mmM
A T v THE T EA ST o, Apom ymSw o = 8
ﬂ‘#oe X X =2 X_l,lwien/._‘l ™ ,w.nno o 1ﬂ0Tﬂ|ﬂCQ| EH o N
= moe = R o o g © 4Xn.rm1md,AHeH Y ﬂoﬁoMMowmomﬂ ovo_JOﬁo
= Tl B gl PaEXs Mg @R T T Vgl o<
5 oa® | FEAY 2R ET o eabir T am 8 LW ox =
R e Ky o 2N o X o B S UL o BXRTO om g5 TR
= — T S o]) = X et = B g O 2
A oF - N iy 0 — i - P M ™ ~ 5
W B gy e HE| Tazer  POIRTT i Smyg WSS EgRswy
"oy S’ Tz xwlPaTFEL0 sy T No w8y
o T W T | R Tsl Ml  TE s M et D
B2 oaY | Ref TPRopPaHgT¥oMm T N mdTI0sk B L
E L |PHVYR| U¥cslogCunmgs eV Mamy §F° - wx
S T AT ST G W S Do T
] S Of FRNBT ST RMHT O INTH T HIT SR SN
Y B . RR M ROT W RN RGN M o) B N ) mRY
A oD P F i MBEBAGTHy MXobSmpIa<ge s s
7 b R S TP Fomr, TP RETIRAPE S 4 p ¥
nn 2 o | oo O TR M A W ° ﬂ%;%w%%ﬂxm@p %o ©
go N o o.zT/_.m ?Wﬂoﬂﬂlﬂﬂoﬂ ﬁoﬁo%ﬂ&q}m@lOWoa o 5
M o oF | " Fgesmg  p<d T pooa oo 800 o
Te e |BAY PBEBCTETE THa g 0kloz Oy U
s ,Iﬁ ~— s —~, O — o —
ulo 1mr N;,,Wbm_wm Zu_lﬂxm_uPUﬂllxonn‘Elo Zo]mu\n.MoWo]]mﬂo/M%o Hu._-o_l
ol 1 o S ig FA 8 SmBT R T o a0 TN PR X OE oA
B BE oo M L EREXS TR wEST S Eagn T DF =
o R ST g agpd| SPEFEHRe NEPE®8ox mE gy ® Mo
o oy w T o ﬂ%@ﬂﬂ\&,oz._ﬂuu %Hzomml,gﬁﬁ%o.tmfr B
™ i g  Bemg| TRLEETTow W _EgXdesgwyg o
W oo Nm  PggE| WAL eXEr ThHO I Fm LyZag¥ oz
< F 4 M T MFE SRRy T¥EgT TSR SR
=, =) vaﬂg 1ﬂ_..1m 0 ZT_ _.i U.__l R N ,UILI] B Eﬁﬂulo_ ,OIXﬁ _._.: o) o = o
S T o BN b =) 2 N R L ogg Moo ol T oz 7 o
&Hﬂ N | T oo ol OO E_ﬂ_uﬁmm_mﬂ7izo G T
i D T e SR g BRI AT I ey TR
- a ~ —_ B JL c._o ﬁo % o - ﬂllq ﬁi EO o M B xr OWE ze) Lt
e e [N T TE > Mo o H I X0 4™ ﬂmoﬁouﬁa‘pg.%q
m ol Ik il c %X ol oy 5 O go B o N oo om0y B g T W o M
) 5 =~ e, — i ™ {0k B = = of
@ 5 T TE = oy B2 of B G o NEE o e T E o SECICE =T
o K M T | Ammg| MPQ =T WoBTES P T W TRy S o
ﬁo ol L_L U.:| WAU ﬂfﬂ Mu_uOlL ﬂo ﬁ‘._ ‘MI_I ‘OI LOL /O\ % .HT_ A.._ Z‘A_O ‘ﬁ E_L ,OI m_-me m ‘N‘_Lo n#lmlw_ _._.LH q ﬂu.ﬁ 1ﬂ.W0 ‘w ‘,_lwﬁ ﬂmU ﬂvA.H
Q%H © T o = N @@urmz4%ﬂ%xLrjd%m_ﬂﬂégﬁ%ﬂ@%%%
~ AT < T OB MR BWN I o ®E MmN T

Fob Z 202049

a9
hal

[¢]

2Rl A& 10 mm o|Ake] B4

=

stag AAIe] Bl mEsor

JE©]

0} O A
TS o

o
The Korean Journal of Gastroenterology

AT 2

1.

2
=

o

1Y

i et

Ex
O

Al

L=

A7 ARl A

g
A7)

A

A
=
[¢)

==
e



Kim SY et al. Postpolypectomy Colonoscopic Surveillance Guidelines 4125

gl wU HHS 34 Ho 3

Hr

20 mm ©JA}

7]
o

2]

1

.

hva
3F

3F

20
=14
=

2}

7Fsteiet”
314 oltf Al Lheht]

=
[}

o

O

%
2700 34

=76

o

o] 2017 %9

A&

L

.

L

Al Ale]

a4

[e]

ROl 76%

_‘1

A
o

A7E S fHdEs 20%%
1-

=2

u
Kot Pellise

=
A
ufzel &

A18u 7}t 348 S7HHE Bl ITH1.0 vs. 3.4;

0.002).

p:

A A Z99] 7717} 40 mmE YAY, A&

Al Al A A

Y
o

)
%

ojn

3K
o
N
<
Ho
ﬂ

i}

-

=

AA7EA] 71 A7 ARl A
20204 ]

ol

=
el
)
mwo
it
)

&l

A4 10 mm wREe] =

QA7

21717 918l
3l

T+

o JHES
g &gol

-

=]
=

=
.

A

L=

.

A7} 7

)

2
o

1=}
L

2
hil

st

=

d

Qg Heba A&

o]

5-10¢
4, 5-1070 Sl

3
°

1

o] 207| w|vto 2

FHWSHASAAE 2 Aol ozt 1-274
AbA AT, 3-470 e A9 3-69 ALA Al

A HARIA 10 mm 1]

<

Aol 2717k 274, Al

=
=

e

3)

=

x

Al

=

2
=

el %3

ofof 3hu]

o

71&
st
AR 53] 20 mm o4} Z7|9] it

2
[e]

=

=

9

=
e

Al
O QtEofof

o]

10 mm ©|9te]

-
L

A3l A

o

B

o

i

Aok He A A8k 9t 20204

A 713

USMSTF oA

b

ol

eyl

,mo

ik
J1
TE
Hr
J1
H

Mo

20 mm ©]A+<9]

L=
R

|

=
=
pil

A2

= 20 mm

802 20 mm ©|
t2A 49 3717} 20 mm ©]

15

a9
pul

[¢]

-

Fu

s

~

oh ! o 317 201349 ESGEO|A Z%9] 77
1}

o A% USMSTFS} H

Vol. 80 No. 3, September 2022

(9) 20 mm o4 3719 tf
HIE 9. 20 mm oA 7|9 o




HAIRE 20 mm o4 2719 df

ER
(¢}

= - H:Enyndu.%mﬂoﬂ%ﬁr%%%m%ﬁ
o oW MR 5 R gn ool < ogr H BT Mol K 2R G Mo o
o T oo WD RO = B THHE o RBEREE = o < 2
S ) oo MO H FEro g  Ng @ T T pe
™ m_m BE XD S o P ﬂo_aﬁmoewvo_Lm_ﬂuuuov%ﬂwo%ﬂ
o il wfoTMJMMMW mﬁﬁ%gmyﬂoﬂ%%imnm%%%
1o 0 =< = ! - 0 ol o) g8 1
J oS = % o 5 o) Mo = 9 oo I M
¢ NI |zFzefemy | BafgErifziizelice
i o | T & H o © ™ 5 E oo @ | SRy
P OEBEZT |sREPEANG | midple STt toeg
A T i TN Khcosmerx=22 ENTHS
@< A0 mEAxIeTe | TPed 8580 Fe LR
I e WMWL%QMJMMEMUO_E% HMH%E_Em%ﬁﬂ@m%mﬁﬂu%mmm
v U wrmﬂlﬂowm]oﬂmmﬁmrm% H%%%m%mﬂa&@ﬂmwﬂl,
S BN prdiluosXN ol zeEliigp,) gem s S %C
! ! il iy ~° X ENT < i <4 o
e M ER BXTEERO L RIR PRIBNEHoN 388 2 SF
— — — W= X® @ Ul 0 X 5 O
< ez R I sV BaINTEPaleEsTESE 0
= — — 7 S ! 53 < 8] Ie) 0 R © ~
> ETa cxdelBiW elr oozt odex g8
X Zl oz X == = T ~ N 2 ® - o =m Moo= - ON b & b ©
= - =y utwroanuuiaa%:,_ﬂ 7ﬂuwml7d41HL|o_umM% L2 B s
T O mBy DETEEPEST RER9L YR U8B s dE
. 3 ) > ) ]
W ))% B He s o m{urmﬂﬂmuﬂﬁo%@wu%rowau%
W NS RERWTREBRL| SHTHRL=-HCTHS §Pg g
=2 X WN DT %o TR g o o8 o) &3
ok o T T PE xR WY SRR P T
B R WEk | REwTSB_omOST T oLme %
X 0 vl = .S o o = | =0
woAr o e F o a s SEepE T epo B w g
TR &0@9 ﬂ%mo%du.xHmM9mL_LmnAﬂ_.xﬂomﬂﬁr_aﬁ
Wy T i 7 R AERERITTE N g oM I
s o MW X ou "2 WY T e 2N Ry B N
B =K Bl oy 2 mp ek % T < g u_muﬂ T @. ¥ s Mo 0 5 al
pr AN ~< P = T XA gl d® Mg
g P o 5T ST AT R . e ol
T i o = T =o X X T - X° N D 0 OF 5 =B O
Ewe® S5 Bpl | TrpdasuEiTasira, o7
By = [l Hjn a0 il T mn o| o "0 K 1S RS mo ==
< e} —_— oln i of X KA W ERRS =
o_e%ﬂo N R oﬁﬂ%w_x Emﬂwwﬂomﬂﬂprou%mﬂiouuuﬂ mowwﬂaﬁ:_odw%
ﬂuwummﬂ_m MENNL ﬁ_.ut%: z,—OATm.lo_.mﬂmun_rm],wmmmuL_‘_ﬂﬁmp_,_ms_%mm%uor
"T 30 ~ ~A " = N — N
Poax e [NEXP 2ol g e NN
BRNT e | TR T sbmonﬂogaem_%%mﬂxS.Lﬂluuumu@.mﬂhw%
fls —_ K- o
camle FH el Tl e PP Er R TEpCaEm g
%Eﬂouun Ws wo T - o]o__mﬂmuoomﬂ,%xﬁdpmﬂﬂﬂ]ﬂu X% =
pHEeT Lz |msPafd TXdemR - w2WTIergaPp o
W gt Do | oW E P %ﬁ%xxuﬁ?g%ﬂd.ﬁmﬂﬂﬁmﬂz%ﬁo
B g LH |[oBNVp| N oZT oW Sl AgolgpM?ns »o
F LS O N Mﬂﬂ_‘mﬂoaﬁcl_lﬂﬁ ,2ﬂﬁ7mnAUMﬂandlﬂtm
S F P o X 2 S E s B E C TS R 5
o — . o= Al - TN Q" Uy e =Zn P o ) O
=X TE gl |Fypre | 2HEPTRNPTHT JDORo o B e
Row o L o TR urmauw%ﬂmﬂﬁﬁw%ﬂn%@ﬂ%ﬂfrﬁ
TR e or FRIFPEAPTT o=@ X B~ A

=

=

7= AI A

=]
1229%2 B3OV ghRE 344 oftfo] BABTE® of

=717} 10 mm o]Ao| A, 37) oA},

2011

i

2=
=

The Korean Journal of Gastroenterology

FTHOR, 1.15;

olo
5 A

oAl AR EEG ST S B

A
gREe] 7} Be TASES AAALE

95% CI, 0.96-1.37).
A A AR A



Kim SY et al. Postpolypectomy Colonoscopic Surveillance Guidelines 127

gAAS A ARTA A

=
L

7]

1

.

2helof A

=

Higo2 o]l 7ol

FTET WK & o . BT LRT o oo
T X o W oF T oo X m £ T W T Mo oy o F A= o RO
ﬂAzT.]_MEaaﬂo. o ﬁaﬂﬁogoooywrmﬂanc_omM id“_,ﬂ.mu %MLW
= — — o — )
T X 3| = I L N I N oo N2 3R E
7% o N e EEN- B S wo Mox & K
R e JPRH % Idolmo,dn_ziﬂ.ﬂa A g o ol
A_.E%Wﬁuﬂurﬂﬂﬁ > Wmimwﬁlof @Mﬂrvxﬂo me/rwn_mﬂe Whﬁwﬁn
~ L‘dllﬂ ) o o qﬂoMﬂ mXI— X X e}
L T N I S T T q| =e®= g -
N ) TE
sTBEL LW A TN o PN T wewm oy M S .
o ~ K o o o M o H.ollO”z# bjo ,#oTﬂE.OOt ™ B R
o) X = =1 PR T oo 7 o o] < T ~ 0
Mrmﬁuﬂ«o,.ﬂ_ﬂo%o o ﬂﬂ%i%%ﬂrﬁﬂfr@z T LT
1ﬁoﬂoﬂoﬂ|%ﬁ = = Mo i Lo BN R RLCS ok N o
ol < w2 ol et R s ST EAENL] me P W
ﬂmﬁu%ﬁm:%mu]ﬂ w,w_7 WﬁmEMaM@V{mﬂx e Ma%ﬂrﬂﬂ‘_kmuﬂﬂiaj‘wru
7%%%“%&% Eg zfi%ﬂuOﬁoMmﬂﬂﬁﬁmr% .MTA,_WmﬁomMjlvouw
%W]aqyl,iﬁ Mmﬂr ﬂdniozulquﬂﬁﬂﬁW, = ﬁumeﬂlwﬁm,_mo
7 - ~
EMﬁxﬂLﬂ%anm Mtuﬁn mﬂ,_MﬂUrﬂyEomuEuﬁoon_lM}ﬂ MII%QH HHUI,MIEU,W
QNACINECHE -t VS PR ERE p X eS| ad R RT
T B o M T | PRI B cm® 2 RPred g ®ss
ﬂmo‘ﬁﬁ_/ﬂmﬂqﬂl,ﬂowl ﬂ‘uﬂ__flﬂ ‘a HDEH XOE‘I,ﬂﬁﬂ/ro ,M ﬂplWX ‘.AI —_
IR TGN N ST CR o I ST A X T i AR I 0
N D < X o = 2o - = 0 =y
SR S A B A - =Bo Nz
Eﬁuﬁd%&é i utwruqumemﬂdelﬂo1d|;_u XOMOWW%E.XOJH%
r o I o) ﬂXo T <° =] " —~— o = R &7 R
DOREye® B e gk ERRER) LR dsT el
uawfﬂ,m;_w_ g3 FodmTExERTNE NRT e TN T
o i° o K Ao My X T reliv M o5
T LT R RER PSR ENRLBICE RN AR LT RFE B
xoMﬁuaLuodmua/oolmouunmu_/uo,_oAﬂwwﬁﬁi%wﬂaAdwuoxumOwmeﬁ
v S 0 vd O 1o}
R - R e M - ST T T S i T B,
ﬂﬁom_.o‘.rulﬂﬁ H]ﬂozy /H\EHMMHWLWﬁo]U.WﬂoELQ—OﬁmuXﬂ%]ﬂHL_LMﬂMMHEHWﬂEHo
T T Sl kg T A RXA T ELT Rl oy PR
TR EF e Fia b s Sa St M Faa i NI b
o)) X m 2 ~° = 7 ‘w Zuq Ll‘_g .*OT | a5 fe) - = ,‘m MM
Il Nl T S R R O N R O
ﬁdﬁa%rﬂﬂ%mlmm%ﬂm\nWMﬂLtmmuAMmumMﬁLo#eﬂ-__l‘_#ieﬂﬂH]o el R
I P B - L I RS Bod W, e m T oo Mo AR Lse g
,Eauwuc_ouoﬁamWﬂ_m mmn__v.wEWmMﬂo%mMATa@mﬂ%ﬁiﬁeidu _ﬁaa
i%ﬂoMﬂﬂLmHHEoOﬂHpL ﬁTﬂmEﬂm_‘].ﬂaAMBmﬂo_aﬂw_ﬁﬂwwmﬁuﬂ%mﬂ
R E6mMeroSeTdecsssdwmm o o | R S T
& dETadmEt g8  foiogkmna By s=0"x
T T Wy Dm0 gwi S &g d o Yoy T T DNV
P 2wy NGB T m®E R
R T 3 oo oy S m SR = B Mo mx <y oF 9 o WU of
e SR NgsS ) cce s T us e Plog S K22
;omﬁWm mrt]w]_l\pmww_w@,LﬁMM,_owvﬁmlﬂk%U,—MﬂukWu,*oTMEOMﬂoWoﬁﬂaofl
,:-Eeiw MMeeow&oXWOLQAWﬁHW %&Iﬂﬁﬂ”ZoFmUHTWM MﬂﬂurmLtEoz,_oﬁo
o] N e ~ M = ° ~al - TOo . —_— T
TRl xRl X888 HE s ieg®E 8 S Rez Wy a P
TR m T o2, S AR 52 Thw T sl grd oD w2
SRwpp T RESE WO T gWE g Nt s oz HFT
S oA et B R g TRTT YRR TR MK T E T X
KTEMFPTLEFSRILTEETIANEFTFTUOUNTZT S WM FET B <

goke] Aol A2 5.29(OR,
7FStATE ™ 71U AI A Al

s
=

FiE T 182 3.6H(OR, 3.6;
22
[e

|

R

u=e] fiati ZEE Atoll whaw, TS AIE AR
s

95% CI, 2.8-4.5), T
5.2; 95% CI, 1.8-15.1)

Ul A7 ARl A

& o

(]

T

Sk giek webd 29 A
Vol. 80 No. 3, September 2022

A A



128 #+9% S 28 M = FHUIUWAIEEA TaXy

l mgﬂ qua’l!g Ea’s’elllne colonosc0py I

[ Recommendations for ]
post-polypectomy surveillance
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I Colonoscopy without high-risk findings | [ 5-10 years >

Fig. 1. Recommendations for post-polypectomy colonoscopic surveillance.
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Appendix 2. Methodology

1. Overview of Methodology

The Guidelines were developed based on the Guidance for
development of clinical practice guidelines Ver. 1.0 published
by the National Evidence-Based Healthcare Collaborating
Agency (NECA).

- Procedure for Guideline Development

Stage 1. Planning

1) Selection of key themes of the guidelines
2) Review of existing guidelines

3) Establishment of development plan

4) Selection of key questions

Stage 2. Development

5) Search of evidence

6) Quality assessment of evidence

7) Synthesis of evidence

8) Writing recommendations, determining strengths of rec-
ommendations

9) Drawing consensus

Stage 3. Finalization
10) External review
11) Publication of finalized guidelines

2. Contributors and their Roles in Guideline
Development

The Committee of the Korean Guidelines for Post-poly-
pectomy Colonoscopic Surveillance (subsequently referred to
as the Guidelines) comprises Guidelines Development
Committee and Taskforce Committee. The details of the mem-

bers of the committees can be found in Appendix 2.

1) Guidelines Development Committee

o Composition: Thirteen specialists recommended by the
Korean Society of Gastrointestinal Endoscopy, the
Korean Society of Gastroenterology and the Korean
Association for the Study of Intestinal Diseases, and one
expert on guideline development methodology

o Roles and responsibilities

- Planning and selection of methodology for development
of the Guidelines

- Development of the entire methodology for the detailed
adaptation process such as search, selection, and ap-
praisal of the Guidelines

- Advisory roles for the Taskforce Committee and review
of the development process

- Strategy development for distribution and implementation
of the Guidelines

2) Taskforce Committee

o The Taskforce Committee primarily comprised members
of the Korean Society of Gastrointestinal Endoscopy, the
Korean Society of Gastroenterology and the Korean
Association for the Study of Intestinal Diseases

- Composition of Taskforce Committee responsible for
sharing the development plan for the Guidelines, collat-
ing opinions and adaptation

- Selection of areas and issues of high priority for in-
clusion in the Guidelines

o Determination of key questions according to the scope
of guideline development

- Determination of key questions according to the se-
lection of priority areas

3. Declaration of Competing Interests

All members who participated in development of the
Guidelines disclosed their real and explicit interests asso-
ciated with development of the Guidelines. All members, in-
cluding the chairperson of the Guidelines Development
Committee, have no experience regarding the development
or approval process of guidelines under review before the de-
velopment of the present Guidelines, and have had no rela-
tionship with companies related to the medicines, commod-
ities and services concerning the Guidelines within two years
preceding the development of the Guidelines. Those who re-
ceived research grants did not participate in the discussion
and voting process when medications of the applicable com-
pany were discussed. The authors received no financial sup-
port from institutions or organizations other than the Korean
Society of Gastrointestinal Endoscopy, the Korean Society of
Gastroenterology, and the Korean Association for the Study
of Intestinal Diseases.
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4, Purpose of guideline development and target users

The Guidelines were developed to present standardized
protocols for the surveillance strategy after treatment, for all
clinicians who perform colonoscopy and provide treatment for
patients who underwent resection of colorectal polyps in clin-
ical settings in Korea, thereby promoting efficient evi-
dence-based treatment.

The target population of the Guidelines is all patients (both
men and women, including those with comorbidities) who
have undergone colonoscopy and have had polyps resected.

The target users of the Guidelines are all clinicians who
perform colonoscopy or treat patients who had polyps re-
moved by colonoscopy, as well as relevant government offi-
cials, patients, and the general public.

5. Development of the Guidelines

(1) Selection of themes and key questions

Three guidelines developed in the United States (USMSTF),
Europe (ESGE), and the Commonwealth (BSG) were reviewed
and 12 themes were initially selected. The key questions and
related search terms were initially drafted by the Taskforce
Committee, collected by the Guidelines Development
Committee, reviewed, and finally selected. The Key questions
were determined by including specific information on the tar-
get patient population (P), intervention (1), comparator (C), and
outcomes (O).

A) What are the risk factors related to colorectal cancer
(CRC) incidence?

o Key Question 1. Is the size of tubular adenoma a risk
factor to be considered when shortening the colono-
scopic surveillance interval?

o Key Question 2. Is the number of colorectal adenomas
a risk factor that should be considered when shortening
the colonoscopic surveillance interval?

o Key Question 3. Is a tubulovillous adenoma or a villous
adenoma a more influential risk factor that should be
considered when shortening the colonoscopic surveil-
lance interval compared to a tubular adenoma?

o Key Question 4. Is a serrated polyp a risk factor that
should be considered when shortening the colonoscopic
surveillance interval?

o Key Question 5. Is a traditional serrated adenoma a risk
factor that should be considered when shortening the

colonoscopic surveillance interval?

o Key Question 6. Is histology of sessile serrated lesion
with dysplasia a risk factor that should be considered
when shortening the colonoscopic surveillance interval?

o Key Question 7. Is the size of a serrated polyp a risk
factor that should be considered when shortening the
colonoscopic surveillance interval?

o Key Question 8. Is the number of sessile serrated lesions
a risk factor that should be considered when shortening
the colonoscopic surveillance interval?

o Key Question 9. Is piecemeal resection of colorectal polyps
>20 mm in size a more influential risk factor that should
be considered when shortening the colonoscopic surveil-
lance interval than en bloc resection of the polyps?

o Key Question 10. Is a family history of colorectal cancer
a risk factor that should be considered when shortening
the colonoscopic surveillance interval?

B) What is the optimal timing and interval for colonoscopic
surveillance?

o Key Question 11. For patients without colorectal can-
cer-related high-risk findings after resecting the polyps,
what is the appropriate timing and interval for colono-
scopic surveillance?

o Key Question 12. For patients with colorectal cancer-re-
lated high-risk findings after resection of polyps, what
is the appropriate timing and interval for colonoscopic
surveillance?

(2) Search of existing guidelines

The Guidelines Development Committee conducted a sys-
tematic search related to the key questions. International
sources of information (MEDLINE, EMBASE, Cochrane Library)
were used, and manual searches of guidelines were per-
formed in relevant fields, such as colorectal polyp resection.

(3) Selection of guidelines

The Taskforce Committee selected guidelines from the
searched results that matched the key questions. The proce-
dure for selecting guidelines involved first and second rounds
of screening, and appraisal of the selected guidelines to de-
termine the final guidelines. The inclusion and exclusion cri-
teria for the first and second rounds of screening are outlined
as follows:

o Inclusion criteria

1) Guidelines

fulfilling patient or population/inter-
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vention/comparator/outcomes (PICO) criteria that match
the key questions

2) Evidence-based guidelines (those including reports of
systematic literature searches, and exhibiting a clear
connection between the recommendations and the sup-
porting evidence)

3) Peer-reviewed guidelines

4) Guidelines published in Korean or English

5) Guidelines published since 2015

o Exclusion criteria for the first screening

- Articles not including research on patients with color-
ectal polyp resection

- Simple reviews, articles on individual clinical studies or
critical pathways

- Duplicate publications

o Exclusion criteria for the second screening

- Articles not including research on surveillance guide-
lines for patients with colorectal polyp resection

- Articles that are not recommendations or guidelines

- Guidelines written by a single, non-representative au-
thor, etc.

- Guidelines not developed using an evidence-based method

- Guidelines developed by consensus only without system-
atic search

Guidelines not published in Korean or English

Guidelines developed without peer review

- Articles with the same content published in different
journals or that differ only regarding the type of pub-
lication

- The original full text of the article was unavailable

The first round of literature screening was performed by
reviewing the titles and abstracts of the searched literature
based on the predefined exclusion criteria for the first round
of screening. The second round of literature screening was
performed by reviewing the original text of the guidelines se-
lected from the first round based on the predefined exclusion
criteria for the second round of screening. Two researchers
conducted the screening process, and in cases of disagree-
ment, discussion was held until consensus. Three guidelines
were selected, and in cases of exclusion, the reasons for ex-
clusion were documented. A detailed selection guide for
searching guidelines can be found in Appendix 3, and the
selection process of the guidelines is presented in Appendix

4. The three guidelines selected following the second round
of screening were presented to the Guidelines Development
Committee. The three guidelines were as follows:

- 2020 Recommendations for Follow-Up After Colonoscopy
and Polypectomy: A Consensus Update by the US
Multi-Society Task Force on Colorectal Cancer (US).

- 2020 British Society of Gastroenterology/Association of
Coloproctology of Great Britain and Ireland/Public
Health England post-polypectomy and post-colorectal
cancer resection surveillance guidelines (BCG-ACGBI)

- 2020 Post-polypectomy colonoscopy surveillance:
European Society of Gastrointestinal Endoscopy (ESGE)
Guideline - Update 2020 (EU)

(4) Appraisal of guidelines

The Guidelines Development Committee performed the first
appraisal of the three guidelines selected after the second
screening process was completed by the Taskforce Committee.
For appraisal of the guidelines, three members were assigned
per guideline. The Korean Appraisal of Guidelines for Research
& Evaluation (K-AGREE) was used. The appraisal results were
shared, and if there were a difference exceeding 4 points
in the scores between the appraisers, re-review was conducted
following which the results could be modified. K-AGREE is cate-
gorized into 6 domains: Scope and Purpose, Stakeholder
Involvement, Rigor of Development, Clarity of Presentation,
Applicability, and Editorial Independence. Guidelines with a
standardized score >50% in the Rigor of Development domain
were finally selected. There were cases in which guidelines
were selected even if the appraisal score was low, because
the Taskforce Committee deemed that there were exceptional
matters for consideration. The final three guidelines were se-
lected after undergoing the first appraisal process. A detailed
description of the appraisal process and results can be found
in Appendix 5, and a summary of the final selected guidelines
can be found in Appendix 6. The Taskforce Committee eval-
uated the update/revision status of the three finally selected
guidelines, and the acceptability, and applicability of the
recommendations. This information is presented in Appendix 7.

(5) Summary of recommendations and evidence by
key questions

The Taskforce Committee organized and summarized the
recommendations and evidence for the guidelines that under-
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went the appraisal process using the Key questions. In the
summary of recommendations, the content and strengths of
the recommendations were summarized, and the contents of
the recommendations of the three guidelines were compared.
Regarding the summary of evidence, the evidence related to
the recommendation was outlined for each key question.
Further details can be found in Appendix 8.

(6) Writing of the statement draft

The draft for the statements was written upon determining
the comprehensive level of evidence for each Key question.

1) Level of Evidence

Level of

Evidence Definition

High * Study Design:

(Intervention) The results are derived from randomized
clinical trials or observational studies with control
groups

(Diagnosis) Diagnostic accuracy studies in the form of
randomized clinical trials or cross-sectional cohort studies
Considerations: There are no methodological
concerns in terms of quality assessment of the
evidence, and the evidence displays consistency with
sufficient level of precision, and the reliability of the
synthesized results is considered high

Moderate  * Study Design:

(Intervention) The results are derived from
randomized clinical trials or observational studies
with control groups

(Diagnosis) Diagnostic accuracy studies in the form
of randomized clinical trials s or cross-sectional
cohort studies

Considerations: There are slight concerns regarding
the quality assessment, consistency or precision of
the evidence, and the reliability of the synthesized
results is considered moderate

Low Study Design:

(Intervention) Results are derived from observational
studies with or without controls/comparators.
(Diagnosis) Diagnostic accuracy studies with
case-control design

Considerations:

There are serious concerns regarding the quality
assessment, consistency or precision of the
evidence, and the reliability of the synthesized result
is considered low

Very low * Study Design:

(Intervention) Observational studies without
controls/comparators or studies involving evidence
based on expert opinions or reviews

(Diagnosis) Diagnostic accuracy studies with
case-control design

considerations: There are critical concerns regarding
the quality assessment, consistency or precision of
the evidence, and the reliability of the synthesized
result is considered very low

2) Strengths of Recommendations

Strength of

Symbol
y Recommendation

Description

A Strong
recommendation

Considering the benefits and risks,
level of evidence, values and
preferences, and resources of the
intervention/examination, it is
strongly recommended in most
clinical situations

B Conditional
recommendation

Considering use of the
intervention/examination may vary
depending on the clinical situations
or values of patients/society,
selective use or conditional
selection of the
intervention/examination is
recommended

C Not recommended The risks associated with the
intervention/examination may
outweigh the benefits, and
considering the clinical situations or
values of patients/society, the use
of the intervention/examination is
not recommended

| Inconclusive Considering the benefits and risks,
level of evidence, values,
preferences, and resources of the
intervention/examination, the level
of evidence is too low, or the
risk/benefit analysis is seriously
indecisive, or the variability is large,
and therefore, the use of the
intervention/examination is not
determined

(7) Consensus process and determination of the
strengths of recommendations

The Taskforce Committee organized and summarized the
recommendations and evidence for the guidelines that under-
went the appraisal process by application of the Key
questions. In the summary of recommendations, the contents
and strengths of the recommendations were summarized,
and the contents of the recommendations of the three guide-
lines were compared. For the summary of evidence, the evi-
dence related to the recommendation was outlined for each
Key question. For the consensus process, the modified Delphi
technique was employed with invited experts. The present and
former presidents, the present secretary general, the director
and members of the scientific committee, the board members
of the Korean Society of Gastroenterology, Korean Association
for the Study of Intestinal Diseases, and the Korean
Physician’s Association participated as panelists. Prior to vot-

ing, the drafted recommendation statements and supporting
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evidence were sent by e-mail to the panel members so that
they could read the content in advance and conduct in-
dependent assessment. The level of consensus was classified
using a 5-point Likert scale as follows: 1) Strongly Agree, 2)
Agree, 3) Partially Agree, 4) Disagree, 5) Strongly Disagree,
6) Not certain. The results of 1) and 2) were summed. When
the number of panelists who agreed was at least two-thirds
of the total number of voters, the recommendation was con-
sidered as agreed upon. Immediately after voting for each
recommendation, a review of the evidence supporting the rec-
ommendations, and discussions among the panelists on ben-
efits and common understandings were conducted. As a re-
sult of the first vote, the panelists agreed to adopt 11 recom-
mendations, and one recommendation that failed to reach
consensus was modified before the second voting was con-
ducted online. As a result of the second vote, at least
two-thirds of the total number of voters agreed on the revised

recommendation, and hence final consensus was achieved
on 12 recommendations.

(8) Derivation of final statements and external review

For statements, a designated individual was assigned re-
sponsibility for each recommendation, and the responsible
individual for each theme drafted the manuscript, considering
the detailed content of the statement, by referring to the proc-
ess of deriving key questions and recommendations, literature
evidence and the minutes. For objective verification of the
prepared draft, an external review was conducted by eight
colonoscopy specialists and experts from the Korean Society
of Coloproctology, who did not directly participate in develop-
ment of the Guidelines. Following the review, the final state-
ments were prepared and compiled by the Taskforce
Committee, and documented after final review by the
Guidelines Development Committee. The final version of the
Guidelines was confirmed subsequent to the final review.
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Appendix 3. Search and Selection of Guidelines.

Search Strategy and Selection Process for Guidelines
on Post-polypectomy Colonoscopic Surveillance

Search of guidelines

1) Main source of information
- International sources of information: OVID-MEDLINE or
PubMed, OVID-EMBASE, Cochrane Library

2) Search strategy

A comprehensive search was conducted using the search
terms “patient” and “guidelines”.

The search was performed using the databases of the
three sources listed above. A total of 590 articles were
searched.

After removing duplicates, 503 articles remained

3) Selection of guidelines
o Guidelines matching the key questions were selected
from the results searched by the Taskforce Committee

o Inclusion criteria

Guidelines fulfilling PICO criteria that matched the key
questions

- Evidence-based guidelines (including reports of system-
atic literature searches that demonstrated clear con-
nections between the recommendations and the sup-
porting evidence)

Peer-reviewed guidelines

Guidelines published in Korean or English
- Guidelines published since 2015

o Exclusion criteria for the first screening

1 Articles not including research on patients with colorectal polyp
resection

2 Duplicate publications

Fifty five articles were selected by consensus between the two
researchers. The original full texts were acquired.

o Exclusion criteria for the second screening

Articles that are not recommendations or guidelines
Guidelines written by a single, non-representative author, etc.

Guidelines not developed by an evidence-based method

B W N R

Guidelines developed based on consensus only without
systematic search

Guidelines not published in Korean or English
6 Guidelines developed without peer review

Articles containing the same content published in different
journals or differ only in the type of publication

8 The original full text of the article is not available

Three guidelines were finally selected based on consensus between
the two researchers.
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Appendix 4. Schema illustrating the flow of the search and selection of literature for development of the Guidelines for Post-polypectomy

Colonoscopic Surveillance
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Appendix 5. Appraisal.

The Korean Appraisal of Guidelines for Research & Evaluation (K-AGREE) was used as the appraisal instrument. The form
of K-AGREE is as follows:

1. K-AGREE

«—Strongly Disagree Strongly Agree—
1 2 3 4 5 6 7 NA

Domain 1. Scope and Purpose

1 The overall objective(s) of the guideline is (are) specifically described.

2 The health (clinical) question(s) covered by the guideline is (are) specifically described.

3 The population (patients, public, etc.) to whom the guideline is meant to apply are specifically
described.

Domain 2. Stakeholder Involvement

4 The guideline development group includes individuals from all the relevant professional groups.

5 The views and preferences of the target population (patients, public, etc.) have been sought.

6 The target users of the guideline are clearly defined.

Domain 3. Rigor of Development

7  Systematic methods were used to search for evidence.

8 The criteria for selecting the evidence are clearly described.

9 The overall objective(s) of the guideline is (are) specifically described.

10 The health (clinical) question(s) covered by the guideline is (are) specifically described.

11 The population (patients, public, etc.) to whom the guideline is meant to apply is specifically

described.

12 The overall objective(s) of the guideline is (are) specifically described.

13 The health (clinical) question(s) covered by the guideline is (are) specifically described.

14 The population (patients, public, etc.) to whom the guideline is meant to apply is specifically

described.

Domain 4. Clarity of Presentation

The recommendations are specific and unambiguous.

The different options for management of the condition or health issue are clearly presented.

Key recommendations are easily identifiable.

Vol. 80 No. 3, September 2022
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«—Strongly Disagree Strongly Agree—

1 2 3 4 5 6 7

NA

Domain 5. Applicability
The guideline describes facilitators and barriers to its application.

The guideline provides advice and/or tools on how the recommendations can be put into
practice.

The potential cost implications of applying the recommendations have been considered.

The guideline presents key review criteria for monitoring and/ or audit purposes.
Domain 6. Editorial Independence

The views of the funding body have not influenced the content of the guideline.

Competing interests of guideline development group members have been recorded and
addressed.

Overall assessment

Overall appraisal of the guidelines

Competing interests of guideline development group members have been recorded and o The use of the guideline is

addressed.

recommended

o The use of the guideline is
recommended (modification required)

o The use of the guideline is not
recommended

2. Results of appraisal

o First appraisal

Editorial independence Applicability

875 87.5

88
86 86
84 B4
82 8125 o 8175
: e

77.08333333

76 75 78
74 e
72 74
70 72
(11 70

USMSTF2020 ES GE 2020 BSG2020 USMSTF2020 ESGE 2020 BSGH020

Overall appraisal of the guidelines

102

100
100

ag

96

94

92

a0

a8 875 87.5
6

84

82

80

USMSTF2020 ESGE2020 B5G2020
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o Second appraisal

Scope and purpose Rigor of the development

98 9583333333 96 95,3125
96 95
o 91 6E6E6EGT 94
g; 93 921875
88 :i
gs £3.33333333 a0 89.58333333
82 89
80 B8
78 a7
76 26

USMSTF2020 ESGE2020 B5G2020 USMSTF2020 ESGE2020 B5G2020

Stakeholder involvement Clarity of presentation

% 9166666667 91.66666667 98 95893333333
22 96
o0 94
28 . 9166666667
51 30
84
82 a8
80 79.16666667 13 84.72222222
78 a4
76 82
T4 -0
72 78

USMSTF2020 ESGE 2020 BAG2020 USMSTF2020 ESGE2020 B5G2020

3. Final selection of guidelines
After appraisal, all three guidelines were finally selected.
The finally selected guidelines were as follows:

- 2020 Recommendations for Follow-Up After Colonoscopy
and Polypectomy: A Consensus Update by the US
Multi-Society Task Force on Colorectal Cancer (US).

- 2020 British Society of Gastroenterology/Association of
Coloproctology of Great Britain and Ireland/Public
Health England post-polypectomy and post-colorectal
cancer resection surveillance guidelines (BSG-ACGBI)

- 2020 Post-polypectomy colonoscopy surveillance:
European Society of Gastrointestinal Endoscopy (ESGE)
Guideline - Update 2020 (EU)

Vol. 80 No. 3, September 2022
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Appendix 6. Selected Guidelines

Selected Guideline 1.

- 2020 Recommendations for Follow-Up After Colonoscopy and Polypectomy: A Consensus Update by the US Multi-Society Task Force on
Colorectal Cancer (USMSTF).

Selected Guideline 2.

- 2020 British Society of Gastroenterology/Association of Coloproctology of Great Britain and Ireland/Public Health England post-polypectomy
and post-colorectal cancer resection surveillance guidelines (BSG-ACGBI)
Selected Guideline 3.

- 2020 Post-polypectomy colonoscopy surveillance: European Society of Gastrointestinal Endoscopy (ESGE) Guideline - Update 2020 (EU)

The Korean Journal of Gastroenterology
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Appendix 7. Outline of Evidence for Recommendations

= KQO1

Is the size of tubular adenoma a risk factor to be considered when shortening the colonoscopic surveillance interval?

= PICO

Patients Intervention Comparators Outcomes

Patients with polyps removed at Adenoma size >10 mm or 20 mm  Patients with adenoma size <10 CRC incidence and mortality
index colonoscopy mm or those without polyps

m Comparison of recommendations of the selected guidelines

Guideline 1 (USMSTF) Guideline 2 (ESGE) Guideline 3 (BSG)
Year of publication 2020 2020 2020
AGREE appraisal score 100 87.5 87.5
Statement 1. Risk for incident and fatal CRC ESGE recommends surveillance 1. We recommend that the high-risk
after baseline adenoma removal  colonoscopy after 3 years for patients criteria for future CRC comprise
is uncertain. with complete removal of at least 1 either:

2. Surveillance colonoscopy after adenoma>10 mm or with high grade » P two or more premalignant
baseline removal of adenoma dysplasia, or >5 adenomas, or any polyps including at least one
with high-risk features (e.g., size serrated polyp >10 mm or with advanced colorectal polyp
>10 mm) may reduce risk for dysplasia. (defined as a serrated polyp of at
incident CRC, but impact on fatal least 10 mm in size or containing
CRC is uncertain. any grade of dysplasia, or an

3. Incremental impact of surveillance adenoma of at least 10 mm in
colonoscopy after baseline removal size or containing high-grade
of adenoma with low-risk features dysplasia); or
(such as 1-2 adenomas <10 mm) » > five or more premalignant
on risk for incident and fatal CRC is polyps.
uncertain.

2. We suggest that where histological
completeness of excision cannot
be determined in patients with
non-pedunculated polyps of 10-19
mm in size, or an adenoma
containing high-grade dysplasia, or
a serrated polyp containing any
dysplasia, then a site-check should
be considered within 2-6 months.

Level of Evidence, Strength 1. Low quality of evidence Strong recommendation, moderate 1. Strength of recommendation:
of Recommendation 2. Low quality of evidence quality evidence. Strong
3. Low quality of evidence 2. GRADE of evidence: Low Strength

of recommendation: Weak

Vol. 80 No. 3, September 2022
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®] Qutline of evidence
[Guideline 1] USMSTF 2020

- References
Number of subject:
Basic information on the literature Study design Umber ot subjects
(control group/comparator group)
15 Coleman HG, Loughrey MB, Murray LJ, et al. Colorectal Cancer Risk Following Nested 148/148
Adenoma Removal: A Large Prospective Population-Based Cohort Study. Cancer case-control
Epidemiol Biomarkers Prev 2015;24:1373-1380. study
16 Cottet V, Jooste V, Fournel |, et al. Long-term risk of colorectal cancer after adenoma  Cohort study 5,779
removal: a population-based cohort study. Gut 2012;61:1180-1186.
17 Leberg M, Kalager M, Holme @, et al. Long-term colorectal-cancer mortality after  Cohort study 40,826
adenoma removal. N Engl J Med 2014;371:799-807.
18 Click B, Pinsky PF, Hickey T, et al. Association of Colonoscopy Adenoma Findings With  Multicenter, 154,900
Long-term Colorectal Cancer Incidence. JAMA 2018;319:2021-2031. prospective
cohort study
19 Atkin W, Wooldrage K, Brenner A, et al. Adenoma surveillance and colorectal cancer  Retrospective, 11,944
incidence: a retrospective, multicentre, cohort study. Lancet Oncol 2017;18:823-834. multicenter,
cohort study
[Guideline 2] ESGE 2020
- Reference
Number of subject:
Basic information on the literature Study design Umber ot subjects
(control group/comparator group)
7 Click B, Pinsky PF, Hickey T, et al. Association of Colonoscopy Adenoma Findings With  Multicenter, 154,900
Long-term Colorectal Cancer Incidence. JAMA 2018;319:2021-2031. prospective
cohort study
8 Wieszczy P, Kaminski MF, Franczyk R et al. Colorectal Cancer Incidence and Mortality ~ Multicenter 236,089
After Removal of Adenomas During Screening Colonoscopies. Gastroenterology population-ba
2020;158:875-883.€5. sed cohort
study,
[Guideline 3] BSG 2020
- References
Number of subject:
Basic information on the literature Study design Umber ot subjects
(control group/comparator group)
22 Pohl H, Srivastava A, Bensen SP, et al. Incomplete polyp resection during Prospective 1,427
colonoscopy--results of the Complete Adenoma Resection (CARE) study. Gastroenterology study
2013;144:74-80.
33 Nishihara R, Wu K, Lochhead P, et al. Long-term colorectal-cancer incidence and Prospective 88,902
mortality after lower endoscopy. N Engl J Med 2013;369:1095-1105. cohort study
34 Adler J, Toy D, Anderson JC, et al. Metachronous Neoplasias Arise in a Higher Retrospective 1,031
Proportion of Colon Segments From Which Large Polyps Were Previously Removed, study

and Can be Used to Estimate Incomplete Resection of 10-20 mm Colorectal Polyps.
Clin Gastroenterol Hepatol 2019;17:2277-2284.

Evidence table of the first-round reference articles (Ref. Excel file)
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Bias due to confounding

Bias due to selection of participants

Bias in classification of interventions

Bias due to deviations from intended interventions
Bias due to missing data

Bias in measurement of outcomes

Bias in selection of the reported result

Overall risk of bias
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Risk of bias domains
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Judgement

D1:
D2:
D3:
D4:
D5:
D6:
D7:

Bias due to confounding.

Bias due to selection of participants.

Bias in classification of interventions.

Bias due to deviations from intended interventions.
Bias due to missing data.

Bias in measurement of outcomes.

Bias in selection of the reported result.
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=] KQO2
Is the number of colorectal adenomas a risk factor that should be considered when shortening the colonoscopic surveillance
interval?
=] PICO
Patients Intervention Comparators Outcomes

Patients with polyps removed
index colonoscopy

at 1.>3 adenomas
2.>5 adenomas

1-2 adenomas

CRC incidence and mortality

m Comparison of recommendations of selected guidelines (Example)

Guideline 1 (USMSTF)

Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication
AGREE appraisal score

Statement

2020
100

baseline removal of adenoma
with high-risk features (e.g., size I
10 mm) may reduce risk for
incident CRC, but impact on fatal
CRC is uncertain. (Low quality of
evidence)

. Incremental impact of surveillance

colonoscopy after baseline
removal of adenoma with low-risk
features (such as 1-2 adenomas
<10 mm) on risk for incident and
fatal CRC is uncertain. (Low quality
of evidence)

Level of Evidence, Strength Low quality of evidence

of Recommendation

2020
87.5

with complete removal of 1-4
adenomas (<10 mm) with low
grade dysplasia, irrespective of
villous components, or any
serrated polyp <10 mm without
dysplasia, do not require endoscopic
surveillance and should be
returned to screening. (Strong
recommendation, moderate quality
evidence)

. ESGE recommends surveillance

colonoscopy after 3 years for
patients with complete removal of
at least 1 adenoma >10 mm or with
high grade dysplasia, or >5
adenomas, or any serrated polyp >
10 mm or with dysplasia. (Strong
recommendation, moderate quality
evidence)

quality evidence

2020
875

1. Surveillance colonoscopy after 1. ESGE recommends that patients 1. We recommend that the high-risk

criteria for future CRC comprise
five or more premalignant polyps.
(GRADE of evidence: See later
evidence section Strength of
recommendation: Strong)

. There is consistent evidence that

multiplicity of adenomas at index
colonoscopy is associated with an
increased risk of advanced
adenoma (AA) and advanced
neoplasia (AN) at first surveillance.
There is inconsistent, evidence
regarding an association with an
increased risk of CRC at first
surveillance. (GRADE of evidence:
Moderate)

Strong recommendation, moderate GRADE of evidence: Moderate
Strength of recommendation: Strong

w] Qutline of evidence

[Guideline 1] USMSTF 2020

- Reference

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

1 Atkin W, Wooldrage K, Brenner A, et al. Adenoma surveillance and colorectal cancer Retrospective

incidence: a retrospective, multicentre, cohort study. Lancet Oncol 2017;18:823-834.

(1]

cohort,
multicenter

11,944 (number of adenomas
3-4: n=1,029)
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[Guideline 2] ESGE 2020

- References
Number of subjects
Basic information on the literature Study design u ub)

(control group/comparator group)
Atkin W, Wooldrage K, Brenner A, et al. Adenoma surveillance and Retrospective 11 944 (number of adenomas
colorectal cancer incidence: a retrospective, multicentre, cohort study. Lancet Oncol cohort, 3-4: n=1 029)
2017;18:823-834. [1] multicenter
Moon CM, Jung S-A, Eun CS, et al. The effect of small or diminutive adenomas at  Multicenter 1 707 of 2 252 patients: 3-10 TAs,
baseline colonoscopy on the risk of developing meta-chronous advanced colorectal cohort, including small adenoma

neoplasia: KASID multicenter study. Dig Liver Dis 2018; 50: 847-852. [2] retrospective

Kim NH, Jung YS, Lee MY, et al. Risk of Developing Metachronous Advanced Colorectal
Neoplasia After Polypectomy in Patients With

Multiple Diminutive or Small Adenomas. Am J Gastroenterol 2019;114:1657-1664.
[3]

Vemulapalli KC, Rex DK. Risk of advanced lesions at first follow-up
colonoscopy in high-risk groups as defined by the United Kingdom post-
polypectomy surveillance guideline: data from a single U.S. center.
Gastrointest Endosc 2014;80:299-306. [4]

Single center
cohort,
retrospective

Single center
cohort,
retrospective

Park SK, Yang HJ, Jung YS, et al. Risk of advanced colorectal neoplasm by the
proposed combined United States and United Kingdom risk stratification guidelines.
Gastrointest Endosc 2018;87:800-808. [5]

Single center
cohort,
retrospective

Shono T, Oyama S, Oda Y, et al. Risk stratification of advanced colorectal neoplasia  Multicenter
after baseline colonoscopy: cohort study of 17 Japanese community practices. Dig cohort,
Endosc Dig Endosc 2020;32:106-113. [6] retrospective
Cubiella J, Carballo F, Portillo I, et al. Incidence of advanced neoplasia during Multicenter
surveillance in high- and intermediate-risk groups of the European colorectal cancer cohort,

screening guidelines. Endoscopy 2016;48:995-1002. [7] retrospective

(n=206) vs. 3-10 diminutive TAs
(n=117) vs. LAR (n=1,384)

9733 patients; groupl: 1-2 NAA
(n=8 051); group 2 & 3: >3 NAA
(n=551): group 3: AA (n=1131)

1 198 of 1 414 patients: at least
5 adenomas all <10 mm
(n=161) vs. 3-4 adenomas all
<10 mm (n=275) vs.

1-2 adenomas both <10 mm
(n=762)

1523 of 2,570 patients: >5
adenomas, all non-AA (n=173)
vs. 3-4 adenomas, all non-AA
(n=351) vs. 1-2 adenomas, all
non-AA (n=999)

1 147 of 3 115 patients: >3 small

adenoma (n=218) vs. 1-2 small
adenoma (n=929)

3535 of 5 401 patients:
5-9 adenomas (n=657) vs.
3-4 adenomas n=1,118) vs.
1-2 adenomas (n=1,760)

[Guideline 3] BSG 2020

- References

Basic information on the literature Study design

Number of subjects
(control group/comparator group)

Atkin W, Wooldrage K, Brenner A et al. Adenoma surveillance and
colorectal cancer incidence: a retrospective, multicentre, cohort study. Lancet Oncol
2017;18:823-834. [1]

Retrospective
cohort,
multicenter

Cubiella J, Carballo F, Portillo I, et al. Incidence of advanced neoplasia during Multicenter
surveillance in high- and intermediate-risk groups of the European colorectal cancer cohort,
screening guidelines. Endoscopy 2016;48:995-1002. [7] retrospective

Laish |, Seregeev |, Naftali T, et al. Surveillance after positive colonoscopy based on Multicenter
adenoma characteristics. Dig Liver Dis 2017;49:1115-1120. [9] cohort,
retrospective

Vemulapalli KC, Rex DK. Risk of advanced lesions at first follow-up

colonoscopy in high-risk groups as defined by the United Kingdom post-polypectomy
surveillance guideline: data from a single U.S. center. Gastrointest Endosc
2014;80:299-306. [4]

Single center
cohort,
retrospective

11 944 (number of adenomas
3-4:n=1,029)

3 535 of 5 401 patients:
5-9 adenomas (n=657) vs.
3-4 adenomas n=1,118) vs.
1-2 adenomas (n=1,760)

544 of 1 165 patients: >3 NAAs
(n=74) vs. 1-2 NAAs (n=80)

1 198 of 1 414 patients: at least
5 adenomas all <10 mm
(n=161) vs. 3-4 adenomas all
<10 mm (n=275) vs.

1-2 adenomas both <10 mm
(n=762)

- Evidence table of the first-round reference articles (Ref. Excel file)
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Domains:

: Bias due to confounding.

: Bias due to selection of participants.

: Bias in classification of interventions.

: Bias due to deviations from intended interventions.
: Bias due to missing data.

: Bias in measurement of outcomes.

: Bias in selection of the reported result.
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Is a tubulovillous adenoma or a villous adenoma a more influential risk factor that should be considered when shortening

the colonoscopic surveillance interval compared to a tubular adenoma?

= PICO

Patients

Intervention

Comparators

Outcomes

Patients with polyps removed at

index colonoscopy

adenoma

Tubulovillous adenoma or villous

Tubular adenoma

CRC incidence and mortality

] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF)

Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication
AGREE appraisal score

Statement

2020
100

2020
87.5

For patients with adenoma containing ESGE recommends that patients with

villous histology completely removed
at high-quality examination, repeat
colonoscopy in 3 years.

(Strong recommendation, moderate
quality of evidence)

Level of Evidence, Strength  Strong recommendation, moderate

of Recommendation

quality of evidence

complete removal of 1-4 <10 mm
adenomas with low grade dysplasia,
irrespective of villous components,
or any serrated polyp <10 mm
without dysplasia, do not require
endoscopic surveillance and should
be returned to screening. (Strong
recommendation, moderate quality
of evidence)

Strong recommendation, moderate
quality of evidence

2020
875

Although there is evidence to suggest
that index colonoscopy findings of
adenoma with tubulovillous/villous
histology is associated with an
increased risk of advanced
adenomas (AA), advanced neoplasia
(AN) and CRC at first surveillance,
tubulovillous/villous histology has
not been included in the algorithm.
Tubulovillous/villous histology has
never been included in previous UK
post-polypectomy guidelines, due to
the well documented lack of
inter-observer agreement among
histopathologists in the assessment
of villous architecture.

The GDG felt the inclusion of
tubulovillous/villous histology in the
guidelines was not justified, given the
additional surveillance workload
that would be generated; this view is
supported by the recent large study

by Atkin et al. of individuals
undergoing surveillance for
intermediate  grade adenomas

detected in the symptomatic service,
where tubulovillous/villous histology
was not a risk factor for long-term CRC
risk.
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20 d+% S 2° EA

ot

EROPYUNZZA FEAE

®] Qutline of evidence

[Guideline 1] USMSTF 2020
- References

Number of subjects

Basic information on the literature
(control group/comparator group)

Study design

Observational
cohort
(Pennsylvania)

1 Fairley KJ, Li J, Komar M, et al. Predicting the risk of recurrent adenoma and incident
colorectal cancer based on findings of the baseline colonoscopy. Clin Transl
Gastroenterol 2014;5:e64. [1]

2 Good NM, Macrae FA, Young GP, et al. Ideal colonoscopic surveillance intervals to
reduce incidence of advanced adenoma and colorectal cancer. J Gastroenterol
Hepatol 2015;30:1147-1154. [2]

Total 110,452
->3,300 patients

Observational
cohort
(2 hospitals)

5 141 patients

3 van Heijningen EM, Lansdorp-Vogelaar |, Kuipers EJ, et al. Features of adenoma and Observational 2,990 patients
colonoscopy associated with recurrent colorectal neoplasia based on a large cohort (10 (villous VS. tubular or
community-based study. Gastroenterology 2013;144:1410-1418. [3] hospitals) tubulovillous)

[Guideline 2] ESGE 2020
- References: References that provided evidence excluding villous component

Basic information on the literature Study design Number of subjects (control group/comparator group)

1  Atkin W, Wooldrage K, Brenner A, et al. Adenoma surveillance
and colorectal cancer incidence: a retrospective,
multicentre, cohort study. Lancet Oncol 2017;18:823-834.
(4]

Wieszczy P, Kaminski MF, Franczyk R, et al. Colorectal Cancer
Incidence and Mortality After Removal of Adenomas During

Screening Colonoscopies. Gastroenterology 2020;158:
875-883.e5 [5]

Saini SD, Kim HM, Schoenfeld P. Incidence of advanced
adenomas at surveillance colonoscopy in patients with a

Retrospective,
multicentre, cohort
study

(17 hospitals), UK

253,798 patient =>11,944 patients

Observational cohort 236 089 individuals
(132 multicenter
population based),

Poland

Meta-analysis For patients with a villous adenoma versus no villous

component, the pooled RR was 1.26 (95% CI

personal history of colon adenomas: a meta-analysis and
systematic review. Gastrointest Endosc 2006;64:614-626.
(6]

de Jonge V, Sint Nicolaas J, van Leerdam ME, et al.
Systematic literature review and pooled analyses of risk
factors for finding adenomas at surveillance colonoscopy.
Endoscopy 2011;43:560-574. [7]

Meta-analysis

0.95-1.66), and the pooled absolute risk difference
was 2% (95% Cl 1-4%). The test of heterogeneity for the
pooled RR was not significant (P > .2), indicating that
the individual studies did not demonstrate significant
differences in the RR of recurrent advanced
adenomas.

The RRs are 1.51 (95% CI 0.77-2.98) for Bonithon-Kopp
et al, 1.22 (95% Cl 0.88-1.68) for Martinez et al, and
1.17 (95% Cl 0.47-2.89) for van Stolk et al.

The pooled RR in the six high quality studies for
adenoma recurrence in patients with adenomas with >
25 % villous component at index colonoscopy
compared with tubular adenomas was 1.46 (95 %Cl
1.06-1.86), with high heterogeneity (I2: 51.0 %)

The evidence for the presence of (tubulo-)villous
adenomas at index colonoscopy as a risk factor for
adenoma recurrence is less convincing. Nine of the 13
included studies did not report significantly increased
RRs. A possible explanation could be the use of
different cut-off points for the percentage of villous
component in polyps and the fact that there may be
considerable interobserver variability = between
pathologists [60]. Only six studies mentioned a specific
cut-off of villous component to consider an adenoma to
be advanced, and all except one used a cut-off of 25
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[Guideline 3] BSG 2020

- Reference: References that provided evidence excluding villous component

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

1 Foss FA, Milkins S, McGregor AH. Inter-observer variability in the histological
assessment of colorectal polyps detected through the NHS Bowel Cancer Screening
Programme. Histopathology 2012;61:47-52. [8]

2 Mahajan D, Downs-Kelly E, Liu X, et al. Reproducibility of the villous component and
high-grade dysplasia in colorectal adenomas<ilcm: Implications for endoscopic
surveillance. Am J Surg Pathol 2013;37;427-33. [9]

3 Atkin W, Brenner A, Martin J, et al. The clinical effectiveness of different surveillance
strategies to prevent colorectal cancer in people with intermediate-grade colorectal
adenomas: A retrospective cohort analysis, and psychological and economic
evaluations. Health Technol Assess 2017;21:1-536. [10]

Retrospective
series

Retrospective
cohort analysis

1,329 screen-detected polyps

Five Gl pathologists
independently evaluated 107
colorectal adenomas

- Evidence table of the first-round reference articles (Ref. Excel file)
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Is a serrated polyp a risk factor that should be considered when shortening the colonoscopic surveillance interval?

= PICO

Patients

Intervention Comparators

Outcomes

Patients with polyps removed at

index colonoscopy

Serrated polyps (or serrated polyp Conventional adenomas
size >1 cm)

CRC incidence and mortality

@] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF) Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication
AGREE appraisal score

Statement

Level of Evidence, Strength  Very low quality of evidence/NA

of Recommendation

2020

100
Risk for incident and fatal CRC
among individuals with baseline
SSP is uncertain.
For patients with SSP containing

2020

87.5
ESGE recommends that patients with
complete removal of 1-4 <10 mm

adenomas with low grade dysplasia,
irrespective of villous components,

dysplasia at a high-quality or any serrated polyp <10 mm
examination, repeat colonoscopy in  without dysplasia, do not require
3 years. endoscopic surveillance and should

be returned to screening
If organized screening is not available,
repetition of colonoscopy 10 years

after the index examination is
recommended.
ESGE recommends surveillance

colonoscopy after 3 years for
patients with complete removal of at
least 1 adenoma >10 mm or with high
grade dysplasia, or >5 adenomas, or
any serrated polyp >10 mm or with
dysplasia.

Moderate quality evidence/Strong
recommendation

Moderate quality evidence/strong
recommendation

Moderate quality evidence/strong
recommendation

Moderate quality of evidence/strong
recommendation

2020
875

There is evidence to suggest that
advanced serrated polyps are risk
equivalent to AAs for future CRC risk,
and surveillance should be as for AAs

There is evidence to suggest that the
future CRC risk may be additive
between serrated and adenomatous
polyps and their numbers should be
summated when  determining
surveillance intervals

There is evidence to suggest that
serrated polyps <10 mm in size,
except for rectal hyperplastic polyps,
are risk equivalent to adenomas <10
mm in size for future CRC risk, and
surveillance should be as for
adenomas <10 mm in size

GRADE of evidence: Low/NA
GRADE of evidence: Low/NA
GRADE of evidence: Low/NA

m] Qutline of evidence

[Guideline 1] USMSTF 2020

- References

Basic information on the literature Study design

Number of subjects
(control group/comparator group)

20

895-902.e5.
21

Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal Cancer Population-based,
Development Among Patients With Serrated Polyps. Gastroenterology 2016;150:

case-control
study

Holme @, Bretthauer M, Eide TJ, et al. Long-term risk of colorectal cancer in Population-based
individuals with serrated polyps. Gut 2015;64:929-936.

randomized
controlled trial

2,494 (2,364/130)
Control: conventional adenoma
Comparator: serrated polyp

1,569 (1,488/81)
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[Guideline 2] ESGE 2020

- References
Number of subject
Basic information on the literature Study design Umber of subjects
(control group/comparator group)
9 He X, Hang D, Wu K et al. Long-term Risk of Colorectal Cancer After Retrospective 12,079 (6,161/5,918)
Removal of Conventional Adenomas and Serrated Polyps. study
Gastroenterology 2020;158:852-861.e4.
10 Holme @, Bretthauer M, Eide TJ, et al. Long-term risk of colorectal cancer in Population-based 1,569 (1,488/81)
individuals with serrated polyps. Gut 2015;64:929-936. randomized
controlled trial
11 Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal Cancer Population-based, 2,494 (2,364/130)
Development Among Patients With Serrated Polyps. Gastroenterology 2016;150: case-control
895-902.e5. study
66 Macaron C, Vu HT, Lopez R et al. Risk of Metachronous Polyps in Individuals with Prospective cohort 180 (69/111)
Serrated Polyps. Dis Colon Rectum 2015;58:762-768. study
68 Pereyra L, Zamora R, Gomez EJ et al. Risk of Metachronous Advanced Neoplastic Prospective cohort 215 (140/75)
Lesions in Patients with Sporadic Sessile Serrated Adenomas Undergoing study
Colonoscopic Surveillance. Am J Gastroenterol 2016;111:871-878.
69 Symonds E, Anwar S, Young G et al. Sessile Serrated Polyps with Synchronous Case control, 940 (892/48)
Conventional Adenomas Increase Risk of Future Advanced Neoplasia. Dig Dis Sci  comparative
2019; 64:1680-1685. cohort study
73 Anderson JC, Butterly LF, Robinson CM, etal. Risk of Metachronous High-Risk Case control, 707 (603/104)

Adenomas and Large Serrated Polyps in Individuals With Serrated Polyps on Index
Colonoscopy: Data from the New Hampshire Colonoscopy Registry. Gastroenterology
2018;154:117-127.e2.

comparative
cohort study

[Guideline 3] BSG 2020

- Reference
Number of subject
Basic information on the literature Study design Umber ot subjects
(control group/comparator group)
124 Holme @, Bretthauer M, Eide TJ, etal. Long-term risk of colorectal cancer in Population-based 1,569 (1488/81)

125

126

127

128

130

individuals with serrated polyps. Gut 2015;64:929-36.

He X, Hang D, Wu K, et al. Long-term Risk of Colorectal Cancer After Removal of
Conventional Adenomas and Serrated Polyps. Gastroenterology 2020;158:852-861.e4

Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal Cancer
Development Among Patients With Serrated Polyps. Gastroenterology
2016;150:895-902.e5.

Anderson JC, Butterly LF, Robinson CM, etal. Risk of Metachronous High-Risk
Adenomas and Large Serrated Polyps in Individuals With Serrated Polyps on Index
Colonoscopy: Data from the New Hampshire Colonoscopy Registry.
Gastroenterology 2018;154:117-127.e2.

Symonds E, Anwar S, Young G et al. Sessile Serrated Polyps with Synchronous
Conventional Adenomas Increase Risk of Future Advanced Neoplasia. Dig Dis Sci
2019;64:1680-1685.

Lu FI, van Niekerk de W, Owen D, et al. Longitudinal outcome study of sessile
serrated adenomas of the colorectum: an increased risk for subsequent right-sided
colorectal carcinoma. Am J Surg Pathol 2010;34:927-934.

randomized
controlled trial

Retrospective 12,079 (6161/5918)
study

Population-based, 2,494 (2364/130)
case-control
study

Case control, 707 (603/104)

comparative
cohort study

Case control, 940 (892/48)
comparative
cohort study

Prospective cohort 110 (55/55)
study

- Evidence table of the first-round reference articles (Ref. Excel file)
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Bias due to confounding

Bias due to selection of participants

Bias in classification of interventions

Bias due to deviations from intended interventions

Bias due to missing data [ I
Bias in measurement of outcomes [ |
Bias in selection of the reported result  [E ]
Overall risk of bias [ ]

0% 25% 50% 75% 100%

. Low risk D Moderate risk . Serious risk

Risk of bias domains

Ll JOIGNON J N

L IOIONON A

00000000

@e0C0Oeee o
L JOIOIO) JOX I -

L IOIONON XN

Domains: Judgement
D1: Bias due to confounding. .

D2: Bias due to selection of participants. . Serious
D3: Bias in classification of interventions. - Moderate
D4: Bias due to deviations from intended interventions.

D5: Bias due to missing data. . Low

D6: Bias in measurement of outcomes.
D7: Bias in selection of the reported result.
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® KQO5
Is a traditional serrated adenoma a risk factor that should be considered when shortening the colonoscopic surveillance
interval?
=] PICO
Patients Intervention Comparators Outcomes

Patients who underwent index
colonoscopy

Traditional serrated adenoma No polyps

CRC incidence and mortality

] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF) Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication 2020 2020

AGREE appraisal score 100 87.5

Statement 1. If polypectomy... not ESGE recommends surveillance
recommended.... colonoscopy after 3 years for

patients with complete removal of
at least 1 adenoma > 10 mm or
with high grade dysplasia, or

>5 adenomas, or any serrated
polyp >10 mm or with dysplasia
(Not completely matching with KQ)

2. ....should be....

3. We recommend....

1) Risk for incident and fatal CRC
among individuals with baseline
SSP is uncertain

2) For patients with TSA completely
removed at a high-quality
examination, repeat colonoscopy
in 3 years.

(Not completely matching with KQ)

1l/B

1) very low quality of evidence

2) Weak recommendation,
very low quality of evidence)

Level of Evidence, Strength
of Recommendation

Strong recommendation, moderate
quality evidence.

2020
875

There is evidence to suggest that
advanced serrated polyps are risk
equivalent to AAs for future CRC
risk, and surveillance should be as
for AAs (Not completely matching
with KQ)

GRADE of evidence: Low

®] Qutline of evidence

[Guideline 1] USMSTF 2020
- Reference

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

1 Yoon JY, Kim HT, Hong SP, et al. High-risk metachronous polyps are Case-control

420/372 (TSA vs adenoma, Not

more frequent in patients with traditional serrated adenomas than in patients with  study matching with KQ)
conventional adenomas: a multicenter prospective study.
Gastrointest Endosc 2015;82:1087-1093 [1]
[Guideline 2] ESGE 2020
- Reference
Basic information on the literature Study design Number of subjects

(control group/comparator group)

Vol. 80 No. 3, September 2022
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[Guideline 3] BSG 2020
- Reference

Basic information on the literature Study design

Number of subjects
(control group/comparator group)

Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal Cancer Case-control
Development Among Patients With Serrated Polyps. Gastroenterology 2016;150: study

895-902.€5. [2]

For TSA, 14 cases vs. 17 controls
(79 cases and 142 controls for

SSA/Ps)

- Evidence table of the first-round reference articles (Ref. Excel file)
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m KQO6

Is histology of sessile serrated lesion with dysplasia a risk factor that should be considered when shortening the colonoscopic

surveillance interval?

=] PICO
Patients Intervention Comparators Outcomes
Patients who underwent index Serrated polyp with dysplasia No polyps CRC incidence and mortality

colonoscopy

] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF) Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication 2020 2020

AGREE appraisal score 100 87.5

Statement For patients with SSP containing ESGE recommends surveillance
dysplasia at a high-quality colonoscopy after 3 years for patients
examination, repeat colonoscopy in  with complete removal of at least 1
3 years adenoma >10 mm or with high grade

dysplasia, or >5 adenomas, or any
serrated polyp >10 mm or with
dysplasia.
Level of Evidence, Strength Weak recommendation,
of Recommendation very low quality of evidence

Strong recommendation, moderate
quality evidence

2020
875

There is evidence to suggest that
advanced serrated polyps are risk
equivalent to AAs for future CRC
risk, and surveillance should be as
for AAs.

GRADE of evidence: Low

m Qutline of evidence
[Guideline 1] USMSTF 2020

- Reference
Number of subject:
Basic information on the literature Study design umboer of Subjects
(control group/comparator group)
1 NA
[Guideline 2] ESGE 2020
- Reference
Basic information on the literature Study design Number of subjects

(control group/comparator group)

1 Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal Cancer Case-control 10,150 (8,105/2,045)
Development Among Patients With Serrated Polyps. Gastroenterology 2016;150: study
895-902.e5
2 Symonds E, Anwar S, Young G, et al. Sessile Serrated Polyps with Synchronous Retrospective 919 (892/27)
Conventional Adenomas Increase Risk of Future Advanced Neoplasia. Dig Dis Sci. observatory
2019;64:1680-1685.
[Guideline 3] BSG 2020
- Reference
N f j
Basic information on the literature Study design umber of subjects
(control group/comparator group)
1 Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal Cancer Case-control 10,150 (8,105/2,045)

Development Among Patients With Serrated Polyps. Gastroenterology 2016;150:
895-902.e5.

study
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Bias due to confounding

Bias due to selection of participants
Bias in classification of interventions
Bias due to deviations from intended interventions
Bias due to missing data

Bias in measurement of outcomes
Bias in selection of the reported result
Overall risk of bias

0% 25%

50%

75%

. Low risk D Moderate risk . Serious risk . Critical risk

Risk of bias domains

100%

DI [ D2 | D3 | D4 |

D5

D6

D7

[ Overall |

Shahzaib et al. 2020

Daniel Rodriguez et al. 2018

Study

Rune Erichsen et al. 2016

Erin Symonds et al. 2019

Lisandro Pereyra et al. 2016

® & ©

©O000
OOOOO0
@000
000
000
OO

Domains:

D1:
D2:
D3:
D4:
D5:
D6:
D7:

Bias due to confounding.
Bias due to selection of participants.
Bias in classification of interventions.

Bias due to deviations from intended interventions.

Bias due to missing data.
Bias in measurement of outcomes.
Bias in selection of the reported result.
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. Critical
. Serious

Moderate

. Low
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Is the size of a serrated polyp a risk factor that should be considered when shortening the colonoscopic surveillance interval?

= PICO

Patients

Intervention

Comparators

Outcomes

Patients with polyps removed at

index colonoscopy

Serrated polyp size > 1 cm

Serrated polyp size <1 cm

CRC incidence and mortality

@] Comparison of recommendations between different guidelines

Guideline 1 (USMSTF)

Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication
AGREE appraisal score

Statement

Level of Evidence, Strength
of Recommendation

2020

100
For patients with SSP >10 mm at a
high-quality examination, repeat
colonoscopy in 3 years. (Weak

recommendation, very low quality
of evidence)

Il/D

2020
87.5

ESGE recommends surveillance
colonoscopy after 3 years for patients
with complete removal of at least 1
adenoma >10 mm or with high grade
dysplasia, or >5 adenomas, or any
serrated polyp >10 mm or with
dysplasia. (Strong recommendation,
moderate quality evidence)

/B

2020

87.5
There is evidence to suggest that
advanced serrated polyps are risk
equivalent to AAs for future CRC

risk, and surveillance should be as
for AAs. (GRADE of evidence: Low)

NA/C

®] Qutline of evidence

[Guideline 1] USMSTF 2020

- Reference

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

1 Anderson JC, Butterly LF, Robinson CM, etal. Risk of Metachronous High-Risk Cohort study
Adenomas and Large Serrated Polyps in Individuals With Serrated Polyps on Index

Colonoscopy: Data

from

the New Hampshire

Gastroenterology 2018;154:117-127.e2. [1]

Colonoscopy

Registry.

5,433 (2,396/65)

[Guideline 2] ESGE 2020

- Reference

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

1 Holme @, Bretthauer M, Eide TJ, et al. Long-term risk of colorectal cancer in RCT
individuals with serrated polyps. Gut 2015;64:929-936. [2]

100,210 (78,220/81)

(population-based
randomized trial)

2 He X, Hang D, Wu K, et al. Long-term Risk of Colorectal Cancer After Removal of Cohort study

Conventional
852-861.e4. [3]

Adenomas and Serrated Polyps. Gastroenterology 2020;158:

122,899 (112,107/566)
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[Guideline 3] BSG 2020

- Reference
Basic information on the literature Study design Number of subjects
(control group/comparator group)
1 Holme @, Bretthauer M, Eide TJ, et al. Long-term risk of colorectal cancer in RCT 100,210 (78,220/81)
individuals with serrated polyps. Gut 2015;64:929-936. [2] (population-based

randomizeded
trial)

2 He X, Hang D, Wu K, et al. Long-term Risk of Colorectal Cancer After Removal of Cohort study 122,899 (112,107/566)

Conventional Adenomas and Serrated Polyps.
Gastroenterology 2020;158:852-861.e4 [3]

- Evidence table of the first-round reference articles (Ref. Excel file)

Bias due to confounding

Bias due to selection of participants

Bias in classification of interventions

Bias due to deviations from intended interventions
Bias due to missing data

Bias in measurement of outcomes

Bias in selection of the reported result

Overall risk of bias

0% 25% 50% 75% 100%

. Low risk D Moderate risk . Critical risk

Risk of bias domains

|
®
®
©

Domains: Judgement
D1: Bias due to confounding. -
D2: Bias due to selection of participants. . Critical

D3: Bias in classification of interventions. _
D4: Bias due to deviations from intended interventions.

D5: Bias due to missing data. . Low
D6: Bias in measurement of outcomes.

D7: Bias in selection of the reported result.

Moderate

The Korean Journal of Gastroenterology



Kim SY et al. Postpolypectomy Colonoscopic Surveillance Guidelines 31

@] KQO8
Is the number of sessile serrated lesions a risk factor that should be considered when shortening the colonoscopic surveillance
interval?
=] PICO
Patients Intervention Comparators Outcomes

Patients with polyps removed at
index colonoscopy

1) >3 serrated polyps
2) >5 serrated polyps

1-2 serrated polyps

CRC incidence and mortality

] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF)

Guideline 2 (ESGE)

Guideline 3 (BSG)

2020
100

For patients with <20 HPs <10 mm in
size in the rectum or sigmoid colon
removed at a high quality examination,
repeat CRC screening in 10 years
(strong recommendation, moderate
quality of evidence)

For patients with <20 HPs <10 mm in
size proximal to the sigmoid colon
removed at a high quality
examination, repeat colonoscopy in
10 years. (weak recommendation,
very low quality of evidence)

For patients with 1-2 SSPs <10 mm in
size completely removed at high quality
examination, repeat colonoscopy in
5-10 years (weak recommendation,
very low quality of evidence)

For patients with 3-4 SSPs <10 m at
high quality examination, repeat
colonoscopy in 3-5 years (weak
recommendation, very low quality of
evidence)

For patients with any combinations of
5-10 SSPs <10 mm at high quality
examination, repeat colonoscopy in
3 years (weak recommendation, very
low quality of evidence)

Year of publication
AGREE appraisal score

Statement

Level of Evidence, Strength
of Recommendation

2020
87.5

ESGE recommends surveillance
colonoscopy after 3 years for
patients with complete removal of at
least 1 adenoma >10 mm or with high
grade dysplasia, or >5 adenomas, or
any serrated polyp >10 mm or with
dysplasia

Strong recommendation, moderate
quality evidence

2020
875

Throughout the guideline
development processes, the GDG
identified some of the key
unanswered research questions and
needs, which are listed below:
evidence of the effectiveness of
surveillance using a combined
serrated plus adenomatous polyp
count.

More robust evidence of the
effectiveness of surveillance in
people with serrated polyps

] Qutline of evidence

[Guideline 1] USMSTF 2020
- References

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

1 Sapienza PE, Levine GM, Pomerantz S, et al. Impact of a quality assurance program Randomized

on gastrointestinal endoscopy. Gastroenterology. 1992;102:387-393. [1]

2 Corley DA, Jensen CD, Marks AR et al. Adenoma detection rate and risk of Comparative studies

colorectal cancer and death. N Engl J Med. 2014;370:1298-1306. [2]

477 (318/159)

controlled trial (RCT)

200 (100/100)
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[Guideline 2] ESGE 2020
- Reference

Basic information on the liter

Number of subjects

ature
(control group/comparator group)

Study design

1

Raftopoulos SC, Segarajasingam DS, Burke V, et al. A cohort study of missed and new RCT

477 (318/159)

cancers after esophagogastroduodenoscopy. Am J Gastroenterol. 2010;105:1292-1297. [3]

[Guideline 3] BSG 2020
- Reference

Basic information on the liter

Number of subjects

ature
(control group/comparator group)

Study design

Enochsson L, Swahn F, Arnelo U, et al. Nationwide

, population-based data from RCT 477 (318/159)

11,074 ERCP procedures from the Swedish Registry for Gallstone Surgery and ERCP.

Gastrointest Endosc. 2010;72:1175-1184. [4]

- Evidence table of the first-round reference art

Bias due to confounding

Bias due to selection of participants

Bias in classification of interventions

Bias due to deviations from intended interventions
Bias due to missing data

Bias in measurement of outcomes

Bias in selection of the reported result

Overall risk of bias

icles (Ref. Excel file)

0% 25% 50% 75% 100%

. Low risk D Moderate risk . Serious risk . Critical risk

Risk of bias domains

Di | D2 | D3 | D4 | D5 | D6 [ D7 [Overall]

Burnett-Hartman et al. 2019

Xiaosheng He et al. 2020

Study

Duochen Jin et al. 2019

Daniel Rodriguez-Alcalde et al. 2019

Domains:
D1:

0009 ®
000 e

| JHONON
| HONON
009 e
900
LN HONO)

Bias due to confounding.
: Bias due to selection of participants.

D3: Bias in classification of interventions. . Serious
D4: Bias due to deviations from intended interventions.

D5: Bias due to missing data. = Moderate
D6: Bias in measurement of outcomes.

. Low

: Bias in selection of the reported result.
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w] KQO9
Is piecemeal resection of colorectal polyps > 20 mm in size a more influential risk factor that should be considered when
shortening the colonoscopic surveillance interval than en bloc resection of the polyps?

@ PICO

Patients Intervention Comparators Outcomes

Patients with polyps removed at Piecemeal resection of colorectal  En bloc resection of colorectal CRC incidence and mortality
index colonoscopy polyps >20 mm in size polyps >20 mm in size

] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF) Guideline 2 (ESGE) Guideline 3 (BSG)
Year of publication 2020 2020 2020
AGREE appraisal score 100 87.5 87.5
Statement For patients with piecemeal resection ESGE recommends a 3-6-month We recommend a site check is
of adenoma or SSP >20 mm, repeat early repeat colonoscopy following performed 2-6 months after
colonoscopy in 6 months piecemeal endoscopic resection of piecemeal EMR or ESD of LNPCPs
polyps > 20 mm (at least 20 mm in size), in line with

BSG/ACPGBI LNPCP guidelines. A
further site check at 18 months
from the original resection is
recommended to detect late
recurrence. Once no recurrence is
confirmed patients should undergo
post-polypectomy surveillance after
an interval of 3 years. The need for
further surveillance should then be
determined in accordance with the
post-polypectomy high-risk criteria

Level of Evidence, Strength  Strong recommendation, moderate  Strong recommendation, moderate ~ GRADE of evidence: Low
of Recommendation quality of evidence quality evidence. Strength of recommendation: Strong

] Qutline of evidence

[Guideline 1] USMSTF 2020
- Reference

Number of subjects

Basic information on the literature Study design
(control group/comparator group)

1 Pohl H, Srivastava A, Bensen SP, et al. Incomplete polyp resection during Prospective 1,427
colonoscopy-results of the complete adenoma resection (CARE) study. Gastroenterology  study
2013;144:74-80.e1. [1]

2 Belderbos TDG, Leenders M, Moons LMG, et al. Local recurrence after endoscopic Systematic
mucosal resection of nonpedunculated colorectal lesions: systematic review and review and
meta-analysis. Endoscopy 2014;46:388-402. [2] meta-analysis

3 Pellise M, Burgess NG, Tutticci N, et al. Endoscopic mucosal resection for large Observational 1,671
serrated lesions in comparison with adenomas: a prospective multicentre study of  study
2000 lesions. Gut 2017;66:644-653. [3]

4 Rex KD, Vemulapalli KC, Rex DK. Recurrence rates after EMR of large sessile serrated Retrospective 362
polyps. Gastrointest Endosc 2015;82:538-541. [4] cohort study
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[Guideline 2] ESGE 2020

- Reference
L . . : Number of subjects
Basic information on the literature Study design )
(control group/comparator group)
1 Belderbos TDG, Leenders M, Moons LMG, et al. Local recurrence after endoscopic Systematic
mucosal resection of nonpedunculated colorectal lesions: systematic review and review and

meta-analysis. Endoscopy 2014;46:388-402. [5]

2 Pohl H, Srivastava A, Bensen SP, et al. Incomplete polyp resection during
colonoscopy-results of the complete adenoma resection (CARE) study. Gastroenterology
2013;144:74-80.e1. [1]

3 Moss A, Williams SJ, Hourigan LF, et al. Long-term adenoma recurrence following
wide-field endoscopic mucosal resection (WF-EMR) for advanced colonic mucosal
neoplasia is infrequent: results and risk factors in 1000 cases from the Australian
Colonic EMR (ACE) study. Gut 2015;64:57-65. [6]

4 Pellise M, Burgess NG, Tutticci N, et al. Endoscopic mucosal resection for large
serrated lesions in comparison with adenomas: a prospective multicentre study of
2000 lesions. Gut 2017;66:644-653. [3]

5 Tate DJ, Desomer L, Klein A, et al. Adenoma recurrence after piecemeal colonic EMR is
predictable: the Sydney EMR recurrence tool.
Gastrointest Endosc 2017;85:647-656.€6. [7]

6 Komeda Y, Watanabe T, Sakurai T, et al. Risk factors for local recurrence and
appropriate surveillance interval after endoscopic resection.
World J Gastroenterol 2019;25:1502-1512. [8]

meta-analysis.

Prospective
study

Prospective
study

Observational
study

Prospective
study

Retrospective
study

1,427

1,134

1,671

1,178

360

[Guideline 3] BSG 2020

- Reference
Number of subjects
Basic information on the literature Study design !
(control group/comparator group)
1 Belderbos TDG, Leenders M, Moons LMG, et al. Local recurrence after endoscopic systematic
mucosal resection of nonpedunculated colorectal lesions: systematic review and review and

meta-analysis. Endoscopy 2014;46:388-402. [2]

2 Tate DJ, Desomer L, Klein A, et al. Adenoma recurrence after piecemeal colonic EMR is
predictable: the Sydney EMR recurrence tool. Gastrointest Endosc 2017;85:647-656.e6
(7]

3 Oka S, Tanaka S, Saito Y, et al. Local recurrence after endoscopic resection for large
colorectal neoplasia: a multicenter prospective study in Japan. Am J Gastroenterol
2015;110:697-707. [8]

4 Akintoye E, Kumar N, Aihara H, et al. Colorectal endoscopic submucosal dissection: a
systematic review and meta-analysis. Endosc Int Open 2016;04:E1030-E1044. [9]

meta-analysis

Prospective
study

Prospective
study

systematic
review and
meta-analysis

1,178

1,524

- Evidence table of the first-round reference articles (Ref. Excel file)
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Bias due to confounding

Bias due to selection of participants

Bias in classification of interventions

Bias due to deviations from intended interventions
Bias due to missing data

Bias in measurement of outcomes

Bias in selection of the reported result

Overall risk of bias

25% 50% 75% 100%

2]
S

. Low risk D Moderate risk . Serious risk . Critical risk

Risk of bias domains
D1 | D2 | D3 | D4 | D5 | D6 | D7 |Overall

Jeffrey Adler et al. 2019

Alanna Alexandre Silva de Azevedo et al. 2019

Maria Fragaki et al. 2019

Yoshiaki Kimoto et al. 2021

Study

Yoriaki Komeda et al. 2019

Alan Moss et al. 2015

David J. Tate et al. 2018

Park et al. 2020

00200000
002000006
00000000
00000000
002000006
000200000
000200000
0000000

Domains: Judgement
D1: Bias due to confounding. n

D2: Bias due to selection of participants. . Critical
D3: Bias in classification of interventions. . Serious
D4: Bias due to deviations from intended interventions.

D5: Bias due to missing data. = Moderate
D6: Bias in measurement of outcomes. . Low

D7: Bias in selection of the reported result.
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Is a family history of colorectal cancer a risk factor that should be considered when shortening the colonoscopic surveillance
interval?
=] PICO
Patients Intervention Comparators Outcomes

Patients who underwent index

colonoscopy

Family history of CRC

No family history of CRC

CRC incidence and mortality

] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF)

Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication 2020 2020 2020
AGREE appraisal score 100 87.5 87.5
Statement N/A ESGE suggests against shortened There is consistent evidence that a

surveillance intervals after
polypectomy in patients with a
family history of CRC.

family history of CRC (which falls
short of warranting family history
surveillance in its own right) is not
associated with an increased risk of
AA, AN or CRC at first surveillance
Level of Evidence, Strength GRADE of evidence: Moderate
of Recommendation

Weak recommendation, low quality
evidence.

] Qutline of evidence

[Guideline 1] USMSTF 2020
- Reference

Number of subjects
(control group/comparator group)

Basic information on the literature Study design
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[Guideline 2] ESGE 2020
- REferences

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

Lee JY, Park HW, Kim M-J, et al. Prediction of the Risk of a Metachronous Advanced
Colorectal Neoplasm Using a Novel Scoring System. Dig Dis Sci 2016;61:3016-3025.

Gupta S, Jacobs ET, Baron JA, et al. Risk stratification of individuals with low-risk colorectal
adenomas using clinical characteristics: a pooled analysis. Gut 2017;66:446-453.

. Moon CM, Jung SA, Eun CS, et al. The effect of small or diminutive adenomas at
baseline colonoscopy on the risk of developing metachronous advanced colorectal
neoplasia: KASID multicenter study. Dig Liver Dis 2018;50:847-852.

Baik SJ, Park H, Park JJ, et al. Advanced Colonic Neoplasia at Follow-up Colonoscopy
According to Risk Components and Adenoma Location at Index Colonoscopy: A
Retrospective Study of 1,974 Asymptomatic Koreans. Gut Liver 2017;11:667-673.

Kim HG, Cho YS, Cha JM, et al. Risk of metachronous neoplasia on surveillance
colonoscopy in young patients with colorectal neoplasia. Gastrointest Endosc
2018;87:666-673.

Park SK, Yang HJ, Jung YS, et al. Number of advanced adenomas on index
colonoscopy: Important risk factor for metachronous advanced colorectal neoplasia.
Dig Liver Dis 2018; 50:568-572.

Kim NH, Jung YS, Lee MY, et al. Risk of Developing Metachronous Advanced Colorectal
Neoplasia After Polypectomy in Patients With Multiple Diminutive or Small Adenomas.
Am J Gastroenterol 2019;114:1657-1664.

Kim NH, Jung YS, Park JH, et al. Association between family history of colorectal

cancer and the risk of metachronous colorectal neoplasia following polypectomy in
patients aged <50 years. J Gastroenterol Hepatol 2019;34:383-389.

10 Jacobs ET, Gupta S, Baron JA, et al. Family history of colorectal cancer in first-degree
relatives and metachronous colorectal adenoma. Am J Gastroenterol 2018;113:899-905.

Comparative
studies

Meta-analysis

Multicenter
retrospective
cohort study

Multicenter
retrospective
cohort study

Multicenter
retrospective
cohort study

Comparative
studies

Comparative
studies

Comparative
studies

Meta-analysis

11,042 (7,730/3,312)

2,252 (5 groups)

1,974

9,722

2,250 (1,371/879)

9,733 (8,051/293/258/1,131)

9,866(7,787/2,097)

[Guideline 3] BSG 2020
- Reference

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

Martinez ME, Baron JA, Lieberman DA, et al. A pooled analysis of advanced colorectal
neoplasia diagnoses after colonoscopic polypectomy. Gastroenterology 2009;136:
832-841.

Park SK, Kim NH, Jung YS, et al. Risk of developing advanced colorectal neoplasia
after removing high- risk adenoma detected at index colonoscopy in young patients: A
KASID study. J Gastroenterol Hepatol 2016;31:138-144.

Laiyemo AO, Murphy G, Albert PS, et al. Postpolypectomy colonoscopy surveillance
guidelines: predictive accuracy for advanced adenoma at 4 years. Ann Intern Med
2008;148:419-426.

Jang HW, Park SJ, Hong SP, et al. Risk Factors for Recurrent High-Risk Polyps after the
Removal of High-Risk Polyps at Initial Colonoscopy. Yonsei Med J 2015;56:1559-1565.

Jung YS, Park DI, Kim WH, et al. Risk of Advanced Colorectal Neoplasia According to
the Number of High-Risk Findings at Index Colonoscopy: a Korean Association for the
Study of Intestinal Disease (KASID) Study. Dig Dis Sci 2016;61:1661-1668.

Tae CH, Moon CM, Jung SA, et al. Higher body mass index is associated with an
increased risk of multiplicity in surveillance colonoscopy within 5 years. Sci Rep
2017;7:14239.

Meta-analysis

Multicenter
retrospective
cohort study

RCT

Retrospective
cohort study

Retrospective
cohort study

Retrospective
cohort study

1,479 (233/1,000/246)

2,079 (1,037/1,042)

434 (383/51)

1,646 (463/1,183)

2,904 (1,769/1,040/95)

- Evidence table of the first-round reference articles (Ref. Excel 1)
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For patients with colorectal cancer-related high-risk findings after resection of polyps, what is the appropriate timing and

interval for colonoscopic surveillance?

= PICO

Patients

Intervention

Comparators

Outcomes

Patients with polyps removed at
index colonoscopy

CRC-related high-risk findings

No CRC-related high-risk findings

CRC incidence and mortality

] Comparison of recommendations of selected guidelines

Guideline 1 (USMSTF)

Guideline 2 (ESGE)

Guideline 3 (BSG)

Year of publication
AGREE appraisal score
Statement 1.

Level of Evidence, Strength
of Recommendation

2020
100

For
adenomas <10 mm in size completely
removed at a high-quality
examination, repeat colonoscopy in
3-5 years. (IV/B)

. For patients with 5-10 tubular

adenomas <10 mm in size completely
removed at a high-quality
examination, repeat colonoscopy in 3
years. (I/A)

. For patients with 1 or more adenomas

>10 mm in size completely removed at
high-quality examination, repeat
colonoscopy in 3 years. (I/A)

. For patients with adenoma containing

villous histology completely removed
at high-quality examination, repeat
colonoscopy in 3 years. (lI/A)

. For patients with adenoma containing

high-grade dysplasia completely
removed at high-quality examination,
repeat colonoscopy in 3 years. (lI/A)

. For patients with >10 adenomas

completely removed at high-quality
examination, repeat colonoscopy in 1
year. (IV/B)

[Addition - information organized
according to BSG Guidelines]

. For patients with TSA completely

removed at a high-quality
examination, repeat colonoscopy in 3
years. (IV/B)

. For patients with SSP >10 mm at a

high-quality examination,
colonoscopy in 3 years. (IV/B)

repeat

. For patients with HP >10 mm, repeat

colonoscopy in 3-5 years. A 3-year
follow-up interval is favored if concern
about pathologist consistency in
distinguishing SSPs from HPs, quality
of bowel preparation, or complete
polyp excision, whereas a 5-year
interval is favored if low concerns for
consistency in distinguishing
between SSP and HP by the
pathologist, adequate bowel
preparation, and confident complete
polyp excision. (IV/B)

2020
87.5

patients with 3-4 tubular 1. ESGE recommends surveillance 1.

colonoscopy after 3 years for
patients with complete removal of
at least 1 adenoma >10 mm or with
high grade dysplasia, or >5
adenomas, or any serrated polyp
>10 mm or with dysplasia. (ll/A)

2020
875

We recommend that people with
high-risk  findings on index
colonoscopy who are under the age
of 75 years should have a
surveillance colonoscopy performed
after an interval of 3 years (note the
one exception in the next
statement). (lll/A)

. We suggest that due to the long

timeline from a clearance
colonoscopy through the potential
development of new polyps to the
possible development of a
symptomatic cancer, surveillance
should only be performed in people
whose life-expectancy is greater
than 10 years, and in general not in
people older than about 75 years.
(1/B)

. We recommend that people with

high-risk findings on a surveillance
colonoscopy should undergo a
further surveillance colonoscopy at
an interval of 3 years (with the same
age-related caveats applied again).

(lll/A)
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®] Qutline of evidence

[Guideline 1] USMSTF 2020
- References

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

10

11

12

13

Bjerrum A, Milter MC, Andersen O, et al. Risk stratification and detection of new
colorectal neoplasms after colorectal cancer screening with faecal occult blood
test: experiences from a Danish screening cohort. Eur J Gastroenterol Hepatol
2015;27:1433-1437. [1]

Fairley KJ, Li J, Komar M, et al. Predicting the risk of recurrent adenoma and
incident colorectal cancer based on findings of the baseline colonoscopy. Clin
Transl Gastroenterol 2014;5:e64. [2]

Good NM, Macrae FA, Young GP, et al. Ideal colonoscopic surveillance intervals
to reduce incidence of advanced adenoma and colorectal cancer. J Gastroenterol
Hepatol 2015;30:1147-1154. [3]

Jang HW, Park SJ, Hong SP, et al. Risk Factors for Recurrent High-Risk Polyps after
the Removal of High-Risk Polyps at Initial Colonoscopy. Yonsei Med J
2015;56:1559-1565. [4]

Park SK, Song YS, Jung YS, et al. Do surveillance intervals in patients with more
than five adenomas at index colonoscopy be shorter than those in patients with
three to four adenomas? A Korean Association for the Study of Intestinal Disease
study. J Gastroenterol Hepatol 2017;32:1026-1031. [5]

van Heijningen EM, Lansdorp-Vogelaar |, Kuipers EJ, et al. Features of adenoma
and colonoscopy associated with recurrent colorectal neoplasia based on a large
community-based study. Gastroenterology 2013;144:1410-1418. [6]

Brenner H, Chang-Claude J, Jansen L, et al. Role of colonoscopy and polyp
characteristics in colorectal cancer after colonoscopic polyp detection: a
population-based case-control study. Ann Intern Med 2012;157:225-232. [7]

Pérez-Cuadrado-Robles E, Torrella-Cortés E, Bebia-Conesa P, et al.
Intermediate-risk patients with three to four small adenomas should be
considered low risk for colorectal cancer screening. Dig Endosc
2016;28:450-455. [8]

Sneh Arbib O, Zemser V, Leibovici Weissman Y, et al. Risk of advanced lesions
at the first follow-up colonoscopy after polypectomy of diminutive versus small
adenomatous polyps of low-grade dysplasia. Gastrointest Endosc
2017;86:713-721.e2. [9]

Vemulapalli KC, Rex DK. Risk of advanced lesions at first follow-up colonoscopy
in high-risk groups as defined by the United Kingdom postpolypectomy
surveillance guideline: data from a single U.S. center. Gastrointest Endosc
2014;80:299-306. [10]

van Enckevort CC, de Graaf AP, Hollema H, et al. Predictors of colorectal neoplasia
after polypectomy: based on initial and consecutive findings. Neth J Med
2014;72:139-145. [11]

Park SK, Hwang SW, Kim KO, et al. Risk of advanced colorectal neoplasm in
patients with more than 10 adenomas on index colonoscopy: A Korean
Association for the Study of Intestinal Diseases (KASID) study. J Gastroenterol
Hepatol 2017;32:803-808. [12]

Click B, Pinsky PF, Hickey T, et al. Association of Colonoscopy Adenoma Findings
With Long-term Colorectal Cancer. JAMA 2018;319:2021-2031. [13]

Population-based cohort
study

Prospective analyses of
retrospectively collected
clinical data from
electronic health
records.

Two centers, prospective
(not comparative study
(no arms))

Single center,
retrospective (non
comparative study (no
arms))

Multicenter, retrospective

Multicenter, retrospective

Population-based
case-control study

Single center,
retrospective
(non- comparative study
(no arms))

Single center,
retrospective

Single center,
retrospective

Observational cohort

study(no arms)

multicenter, retrospective

Multicenter, prospective

709 (507/202)

905 (368/537)

5,141

434

1,394 (high risk group, >5 small
adenomas or >3 at least one
>10 mm = 626/intermediate risk
group, 3-4 small adenomas or at
least one >10 mm, and high risk
group = 768)

2,990(1,304/1,686)

415 (155/260)

561

443 (130/313)

1,414 (652/762)

433

1,189 (Adenoma >10
(n=214)/Adenoma 3-10
(n=975))

15,935 (2,882/13,053)
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Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

14

15

16

17

Cottet V, Jooste V, Fournel |, et al. Long-term risk of colorectal cancer after
adenoma removal: a population-based cohort study. Gut 2012;61:1180-1186.
[14]

Atkin W, Wooldrage K, Brenner A, et al. Adenoma surveillance and colorectal
cancer incidence: a retrospective, multicentre, cohort study. Lancet Oncol
2017;18:823-834. [15]

Holme @, Bretthauer M, Eide TJ, et al. Long-term risk of colorectal cancer in
individuals with serrated polyps. Gut 2015;64:929-936. [16]

Anderson JC, Butterly LF, Robinson CM, et al. Risk of Metachronous High-Risk
Adenomas and Large Serrated Polyps in Individuals With Serrated Polyps on
Index Colonoscopy: Data from the New Hampshire Colonoscopy Registry.
Gastroenterology 2018;154:117-127. e2. [17]

Cohort study based on
detailed data from a
population-based
registry

Multicenter, retrospective
cohort

Population-based
randomized trial

Retrospective cohort

5,135 (1,899/3,236)

15,935 (2,882/13,053)

12,955 (782/12,173)

5,433 (817/4,616)

[Guideline 2] ESGE 2020
- Reference

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

10

Atkin W, Wooldrage K, Brenner A et al. Adenoma surveillance and colorectal
cancer incidence: a retrospective, multicentre, cohort study. Lancet Oncol
2017;18:823-834. [18]

Click B, Pinsky PF, Hickey T, et al. Association of Colonoscopy Adenoma
Findings With Long-term Colorectal Cancer. JAMA 2018;319:2021-2031. [19]

Wieszczy P, Kaminski MF, Franczyk R et al. Colorectal Cancer Incidence and
Mortality After Removal of Adenomas During Screening Colonoscopies.
Gastroenterology 2020;158:875-883.e5. [20]

He X, Hang D, Wu K et al. Long-term Risk of Colorectal Cancer after Removal
of Conventional Adenomas and Serrated Polyps. Gastroenterology
2020;158:852-861.e4 [21]

Cross AJ, Robbins EC, Pack K et al. Long-term colorectal cancer incidence
after adenoma removal and the effects of surveillance on incidence: a
multicentre, retrospective, cohort study. Gut 2020;69:1645-1658. [22]

Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal
Cancer Development Among Patients With Serrated Polyps. Gastroenterology
2016;150:895-902.€5. [23]

Lee JY, Park HW, Kim M-J et al. Prediction of the Risk of a Metachronous
Advanced Colorectal Neoplasm Using a Novel Scoring System. Dig Dis Sci
2016;61:3016-3025. [24]

Pereyra L, Zamora R, Gémez EJ et al. Risk of Metachronous Advanced
Neoplastic Lesions in Patients with Sporadic Sessile Serrated Adenomas
Undergoing Colonoscopic Surveillance. Am J Gastroenterol 2016; 111:
871-878 [25]

Anderson JC, Butterly LF, Robinson CM, et al. Risk of Metachronous High-Risk
Adenomas and Large Serrated Polyps in Individuals With Serrated Polyps on
Index Colonoscopy: Data from the New Hampshire Colonoscopy Registry.
Gastroenterology 2018;154:117-127.e2. [26]

Holme @, Bretthauer M, Eide TJ, et al. Long-term risk of colorectal cancer in
individuals with serrated polyps. Gut 2015;64:929-936. [27]

Retrospective,
multicentre, cohort
study

Multicenter, prospective
cohort

Multicenter,
population-based
cohort

Prospective cohort

Multicenter, retrospective
cohort

Population-based
case-control study

Single center,
retrospective cohort

Single center, prospective
cohort

Retrospective cohort

population-based
randomized trial

11,944

15,935 (2,882/13,053)

41,778 (3,908/37,798)

124,186 (6,161/5,918)

28,972 (14,571/14,401)

10,246 (2,045/8,201)

7,730 (521/7,290)

639 (162/477)

5,433 (817/4,616)

12,955 (782/12,173)
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[Guideline 3] BSG 2020
- Reference

Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

10

11

12

13

14

15

16

17

Martinez ME, Baron JA, Lieberman DA, et al. A pooled analysis of advanced
colorectal neoplasia diagnoses after colonoscopic  polypectomy.
Gastroenterology 2009;136:832-841. [28]

Atkin W, Brenner A, Martin J, et al. The clinical effectiveness of different
surveillance strategies to prevent colorectal cancer in people with
intermediate-grade colorectal adenomas: a retrospective cohort analysis, and
psychological and economic evaluations. Health Technol Assess
2017;21:1-536. [29]

Atkin W, Wooldrage K, Brenner A, et al. Adenoma surveillance and colorectal
cancer incidence: a retrospective, multicentre, cohort study. Lancet Oncol
2017;18:823-834. [30]

van Enckevort CC, de Graaf AP, Hollema H, et al. Predictors of colorectal
neoplasia after polypectomy: based on initial and consecutive findings.
Netherlands J Med 2014;72:139-145. [31]

Fairley KJ, Li J, Komar M, et al. Predicting the risk of recurrent adenoma and
incident colorectal cancer based on findings of the baseline colonoscopy. Clin
Transl Gastroenterol 2014;5:e64. [32]

Huang, Gong W, Su B, et al. Recurrence and surveillance of colorectal adenoma
after polypectomy in a southern Chinese population. J Gastroenterol
2010;45:838-845. [33]

Facciorusso A, Di Maso M, Serviddio G, et al. Factors Associated With
Recurrence of Advanced Colorectal Adenoma After Endoscopic Resection.
Clin Gastroenterol Hepatol 2016;14:1148-1154. [34]

Park SK, Kim NH, Jung YS, et al. Risk of developing advanced colorectal
neoplasia after removing high-risk adenoma detected at index colonoscopy in
young patients: a KASID study. J Gastroenterol Hepatol 2016;31:138-144.
[35]

Lee TJW, Nickerson C, Goddard AF, et al. Outcome of 12-month surveillance
colonoscopy in high-risk patients in the National Health Service Bowel Cancer
Screening Programme. Colorectal Dis 2013;15:e435-442. [36]

Cubiella J, Carballo F, Portillo |, et al. Incidence of advanced neoplasia during
surveillance in high- and intermediate-risk groups of the European colorectal
cancer screening guidelines. Endoscopy 2016;48:995-1002. [37]

van Heijningen EM, Lansdorp-Vogelaar |, Kuipers EJ, et al. Features of adenoma
and colonoscopy associated with recurrent colorectal neoplasia based on a large
community-based study. Gastroenterology 2013;144:1410-1418. [38]

Huang Y, Gong W, Su B, et al. Risk and cause of interval colorectal cancer
after colonoscopic polypectomy. Digestion 2012;86:148-154. [39]

Laiyemo AO, Murphy G, Albert PS, et al. Postpolypectomy colonoscopy
surveillance guidelines: predictive accuracy for advanced adenoma at 4
years. Ann Intern Med 2008;148:419-426. [40]

Nusko G, Hahn EG, Mansmann U. Risk of advanced metachronous colorectal
adenoma during longterm follow-up. Int J Colorectal Dis 2008;23:
1065-1071. [41]

Laish |, Seregeev |, Naftali T, et al. Surveillance after positive colonoscopy
based on adenoma characteristics. Dig Liver Dis 2017;49:1115-1120. [42]

Solakoglu T, Koseoglu H, Ozer Sarl S, et al. Role of baseline adenoma
characteristics for adenoma recurrence in patients with high-risk adenoma.
Turk J Med Sci 2017;47:1416-1424. [43]

Coleman HG, Loughrey MB, Murray LJ, et al. Colorectal Cancer Risk Following
Adenoma Removal: A Large Prospective Population-Based Cohort Study.
Cancer Epidemiol Biomarkers Prev 2015;24:1373-1380. [44]

Pooled analyses

Retrospective multicentre
cohort study.

Multicenter, retrospective
cohort

Observational cohort
study

Retrospective cohort

Single center,
retrospective cohort

Single center,
retrospective cohort

Multicenter, retrospective
cohort

Retrospective cohort

Retrospective cohort

Multicenter, retrospective
cohort

Multicenter, retrospective
cohort

Analysis of prospective
data from the Polyp
Prevention

Trial

Prospective, registry of
colorectal polyps based

Multicenter, retrospective
cohort study

Prospective observational
study(no arms)

Prospective
population-based
cohort study

9,167 (4,523/4,644)

4,608 (850/3,758)

15,935 (2,882/13,053)

433 (156/277)

3,300

1,356 (206/1,150)

1,017 (244/773)

1,479

1,760 (474/1,286)

5,401 (2,022/3,379)

2,990 (1,304/1,686)

1,794 (288/1,506)

1,905 (855/1,050)

1,091 (81/1,010)

1,165 (695/470)

a7

6,972 (3,819/3,153)
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Basic information on the literature

Study design

Number of subjects
(control group/comparator group)

18

19

20

21

22

23

24

25

26

27

28

Emilsson L, Loberg M, Bretthauer M, et al. Colorectal cancer death after adenoma
removal in Scandinavia. Scand J Gastroenterol 2017;52:1377-1384. [45]

Loberg M, Kalager M, Holme @, et al. Long-term colorectal-cancer mortality
after adenoma removal. N Engl J Med 2014;371:799-807. [46]

Huang, Li X, Wang Z, et al. Five-year risk of colorectal neoplasia after normal
baseline colonoscopy in asymptomatic Chinese Mongolian over 50 years of
age. Int J Colorectal Dis 2012;27:1651-1656. [47]

Jang HW, Park SJ, Hong SP, et al. Risk Factors for Recurrent High-Risk Polyps
after the Removal of High-Risk Polyps at Initial Colonoscopy. Yonsei Med J
2015;56:1559-1565. [48]

Lee JL, Cha JM, Lee HM, et al. Determining the optimal surveillance interval
after a colonoscopic polypectomy for the Korean population? Intest Res
2017;15:109-117. [49]

Vemulapalli KC, Rex DK. Risk of advanced lesions at first follow-up colonoscopy
in high-risk groups as defined by the United Kingdom post-polypectomy
surveillance guideline: data from a single U.S. center. Gastrointest Endosc
2014;80:299-306. [50]

Jung YS, Park DI, Kim WH, et al. Risk of Advanced Colorectal Neoplasia
According to the Number of High-Risk Findings at Index Colonoscopy: A
Korean Association for the Study of Intestinal Disease (KASID) study. Dig Dis
Sci 2016;61:1661-1668. [51]

Cottet V, Jooste V, Fournel |, et al. Long-term risk of colorectal cancer after
adenoma removal: a population-based cohort study. Gut 2012;61:1180-1186.
[52]

Holme @, Bretthauer M, Eide TJ, et al. Long-term risk of colorectal cancer in
individuals with serrated polyps. Gut 2015;64:929-936. [53]

He X, Hang D, Wu K et al. Long-term Risk of Colorectal Cancer After Removal
of Conventional Adenomas and Serrated Polyps. Gastroenterology
2020;158:852-861.e4 [54]

Erichsen R, Baron JA, Hamilton-Dutoit SJ, et al. Increased Risk of Colorectal
Cancer Development Among Patients With Serrated Polyps. Gastroenterology
2016;150:895-902.€5. [55]

prospectively

collected data from
population-based
cohorts.

Cancer Registry based
cohort

single center, prospective

Single center,
retrospective

Retrospective cohort
study

Single center,
retrospective

Multicenter, retrospective

Population-based registry
cohort study

Population-based
randomized trial

Prospective cohort

Population-based
case-control study

40,660 (20,135/20,525)

40,826 (22,306/23,449)

480 (89/391)

434 (51/383)

895 (178/221)

1,414 (652/762)

1,646 (463/1183)

5,779 (1,899/3,880)

12,955 (782/12,173)

124,186 (6,161/5,918)

10,246 (2,045/8,201)

Evidence table of the first-round reference articles (Ref. Excel 1)
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Appendix 8: Evaluation of acceptability and applicability

@] Evaluation of acceptability and applicability of recommendations

m Key Question (KQO1): Is the size of tubular adenoma a risk factor to be considered when shortening the colono-
scopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes Yes N/A
among the guidelines
The values and preferences are similar among the guidelines Yes Yes N/A
Benefits from the recommendation are similar among the Yes Yes N/A
guidelines
The recommendation is acceptable Yes Yes N/A
Applicability  The intervention/equipment is available Yes Yes N/A
The essential specialized techniques are available Yes Yes N/A
There are no legal/institutional barriers Yes Yes N/A
The recommendation is applicable Yes Yes N/A

@ Key Question (KQ02): Is the number of colorectal adenomas a risk factor that should be considered when short-
ening the colonoscopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes Yes Yes
among the guidelines
The values and preferences are similar among the guidelines Yes Yes Yes
Benefits from the recommendation are similar among the Yes Yes Yes
guidelines
The recommendation is acceptable Yes Yes Yes
Applicability  The intervention/equipment is available Yes Yes Yes
The essential specialized techniques are available Yes Yes Yes
There are no legal/institutional barriers Yes Yes Yes
The recommendation is applicable Yes Yes Yes

m Key Question (KQO03): Is a tubulovillous adenoma or a villous adenoma a more influential risk factor that should
be considered when shortening the colonoscopic surveillance interval compared to a tubular adenoma?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes N/A N/A
among the guidelines
The values and preferences are similar among the guidelines Yes N/A N/A
Benefits from the recommendation are similar among the Yes N/A N/A
guidelines
The recommendation is acceptable Yes N/A N/A
Applicability  The intervention/equipment is available Yes N/A N/A
The essential specialized techniques are available Yes N/A N/A
There are no legal/institutional barriers Yes N/A N/A
The recommendation is applicable Yes N/A N/A
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m Key Question (KQO4): Is a serrated polyp a risk factor that should be considered when shortening the colono-
scopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes Yes Yes
among the guidelines
The values and preferences are similar among the guidelines Yes Yes Yes
Benefits from the recommendation are similar among the Yes Yes Yes
guidelines
The recommendation is acceptable Yes Yes Yes
Applicability  The intervention/equipment is available Yes Yes Yes
The essential specialized techniques are available Yes Yes Yes
There are no legal/institutional barriers Yes Yes Yes
The recommendation is applicable Yes Yes Yes

m Key Question (KQO5): Is a traditional serrated adenoma a risk factor that should be considered when shortening
the colonoscopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar N/A N/A N/A
among the guidelines
The values and preferences are similar among the guidelines N/A N/A N/A
Benefits from the recommendation are similar among the N/A N/A N/A
guidelines
The recommendation is acceptable N/A N/A N/A
Applicability  The intervention/equipment is available N/A N/A N/A
The essential specialized techniques are available N/A N/A N/A
There are no legal/institutional barriers N/A N/A N/A
The recommendation is applicable N/A N/A N/A

] Key Question (KQO06): Is histology of sessile serrated lesion with dysplasia a risk factor that should be consid-
ered when shortening the colonoscopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes Yes Yes
among the guidelines
The values and preferences are similar among the guidelines Yes Yes Yes
Benefits from the recommendation are similar among the Yes Yes Yes
guidelines
The recommendation is acceptable. Yes Yes Yes
Applicability  The intervention/equipment is available. Yes Yes Yes
The essential specialized techniques are available Yes Yes Yes
There are no legal/institutional barriers. Yes Yes Yes
The recommendation is applicable. Yes Yes Yes
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m Key Question (KQO7): Is the size of a serrated polyp a risk factor that should be considered when shortening
the colonoscopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes Yes Yes
among the guidelines
The values and preferences are similar among the guidelines Yes Yes Yes
Benefits from the recommendation are similar among the Yes Yes Yes
guidelines
The recommendation is acceptable. Yes Yes Yes
Applicability  The intervention/equipment is available. Yes Yes Yes
The essential specialized techniques are available Yes Yes Yes
There are no legal/institutional barriers. Yes Yes Yes
The recommendation is applicable. Yes Yes Yes

@ Key Question (KQ08): Is the number of sessile serrated lesions a risk factor that should be considered when
shortening the colonoscopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar N/A N/A N/A
among the guidelines
The values and preferences are similar among the guidelines N/A N/A N/A
Benefits from the recommendation are similar among the N/A N/A N/A
guidelines
The recommendation is acceptable. N/A N/A N/A
Applicability  The intervention/equipment is available. N/A N/A N/A
The essential specialized techniques are available N/A N/A N/A
There are no legal/institutional barriers. N/A N/A N/A
The recommendation is applicable N/A N/A N/A

] Key Question (KQ09): Is piecemeal resection of colorectal polyps =20 mm in size a more influential risk factor
that should be considered when shortening the colonoscopic surveillance interval than en bloc resection of
the polyps?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar N/A N/A N/A
among the guidelines
The values and preferences are similar among the guidelines N/A N/A N/A
Benefits from the recommendation are similar among the N/A N/A N/A
guidelines
The recommendation is acceptable N/A N/A N/A
Applicability  The intervention/equipment is available N/A N/A N/A
The essential specialized techniques are available N/A N/A N/A
There are no legal/institutional barriers N/A N/A N/A
The recommendation is applicable N/A N/A N/A
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m Key Question (KQ10): Is a family history of colorectal cancer a risk factor that should be considered when
shortening the colonoscopic surveillance interval?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes Yes N/A
among the guidelines
The values and preferences are similar among the guidelines Yes Yes N/A
Benefits from the recommendation are similar among the Yes Yes N/A
guidelines
The recommendation is acceptable Yes Yes N/A
Applicability  The intervention/equipment is available Yes Yes N/A
The essential specialized techniques are available Yes Yes N/A
There are no legal/institutional barriers Yes Yes N/A
The recommendation is applicable. Yes Yes N/A

m Key Question (KQ12): For patients with colorectal cancer-related high-risk findings after resection of polyps,
what is the appropriate timing and interval for colonoscopic surveillance?

Category Guideline 1 (USMSTF)  Guideline 2 (ESGE) Guideline 3 (BSG)
Acceptability The target population (prevalence, incidence, etc.) is similar Yes Yes Yes
among the guidelines
The values and preferences are similar among the guidelines Yes Yes Yes
Benefits from the recommendation are similar among the Yes Yes Yes
guidelines
The recommendation is acceptable. Yes Yes Yes
Applicability  The intervention/equipment is available Yes Yes Yes
The essential specialized techniques are available Yes Yes Yes
There are no legal/institutional barriers Yes Yes Yes
The recommendation is applicable Yes Yes Yes
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Appendix 9. Flowchart of literature selection process (Ref. PPT)

= KQO1

Identification

Eligibility Screening

Included

Identification

Screening

Eligibility

Included

Records identified through databases searching (n= 589)
+ Ovid-MEDLINE (n= 115)

+ Ovid-EMBASE (n= 304 )

« Cochrane Library (n= 170 )

Hand searching (n=5)

v

Records after duplicates removed (n= 508 )

v

Records screened (n=508)

Full-text articles assessed for eligibility (n= 87 )

Studies included for synthesis (n= 11)

O N oo ok ey =

Records excluded by title and abstract
screening (n= 421)

Records excluded according to selection
criteria (n= 76)
P: Inappropriate (n=7)
I Inappropriate (n=20)
C: Inappropriate (n=19)
O: Inappropriate (n=5)
Not English or Korean (n=0)
Duplicated (n=0)
Impossible to obtain the original text (n=25)

Not human research (n=0)

Records identified through databases searching (n= 2,668)
+ Ovid-MEDLINE (n= 641)
+ Ovid-EMBASE (n= 1,506 )
« Cochrane Library (n= 548 )

Hand searching (n=0)

v

Records after duplicates removed (n= 2236 )

v

Records screened (n=1030)

Full-text articles assessed for eligibility (n= 104 )

Studies included for synthesis (n= 6)

O N oo ok ey =

Records excluded by title and abstract
screening (n= 926 )

Records excluded according to selection
criteria (n= 98)
P: Inappropriate (n=3)
I Inappropriate (n=12)
C: Inappropriate (n=20)
O: Inappropriate (n=2)
Not English or Korean (n=0)
Duplicated (n=8)
Impossible to obtain the original text (n=53)

Not human research (n=0)
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Records identified through databases searching (n= 589)
+ Ovid-MEDLINE (n= 115)

+ Ovid-EMBASE (n= 304 )

« Cochrane Library (n= 170 )

Hand searching (n=5)

v

Records after duplicates removed (n=508)

v

Records sereened (h=508) : Records e);zl'::?‘?n;y(:liljgil;d abstract
A Records excluded according to selection
criteria (n=7)
>
Full-text articles assessed for eligibility (n=14) 1. P: Inappropriate (n=1)
2. I: Inappropriate (n=0)
3. C: Inappropriate (n=3)
v 4. O: Inappropriate (n=2)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n=7) 7. Impossible to obtain the original text (n=0)
8. Not human research (n=1)
CHEUAIEEA &
Records identified through databases searching (n= 2,668)
+ Ovid-MEDLINE (n= 641)
» Ovid-EMBASE (n= 1,506 )
« Cochrane Library (n= 548 )
Hand searching (n=4)
v
Records after duplicates removed (n=2240)
v
Records screened (n=2240) —> Records e:::::;?,; 3(/nt;t|2e2§2)d abstract
A Records excluded according to selection
criteria (n=6)
>
Full-text articles assessed for eligibility (n=15) 1. P: Inappropriate (n=3)
2. I: Inappropriate (n=1)
3. C: Inappropriate (n=1)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n=9) 7. Impossible to obtain the original text (n=0)
8. Not human research (n=1)
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Records identified through databases searching (n= 589)

« Ovid-MEDLINE (n= 115)
« Ovid-EMBASE (n= 304)
« Cochrane Library (n= 170 )

Hand searching (n= 00)

v

Records after duplicates removed (n= 503 )

v

Records excluded by title and abstract
Records screened (n=503) —> screening (n= 497 )
Records excluded according to selection
4 criteria (n= 4 )
—
Full-text articles assessed for eligibility (n= 6) 1. P: Inappropriate (n=0)
2. I: Inappropriate (n=0)
3. C: Inappropriate (n=4)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n= 2) 7. Impossible to obtain the original text (n=0)
8. Not human research (n=1)
CHEFLHAI B H A 2
Records identified through databases searching (n= 2,668)
» Ovid-MEDLINE (n= 641)
+ Ovid-EMBASE (n= 1,506 )
« Cochrane Library (n= 548 )
Hand searching (n= 2)
Records after duplicates removed (n= 2238)
Records excluded by title and abstract
Records screened (n=1032) —> screening (),,,= 1022)
A Records excluded according to selection
criteria (n=5)
—

Full-text articles assessed for eligibility (n= 10)

Studies included for synthesis (n=5)

® N O vk wN =

P: Inappropriate (n=0)

I: Inappropriate (n=0)

C: Inappropriate (n=5)

O: Inappropriate (n=0)

Not English or Korean (n=0)

Duplicated (n=0)

Impossible to obtain the original text (n=0)

Not human research (n=1)
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Identification
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Identification
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Records identified through databases searching (n= 589)
+ Ovid-MEDLINE (n= 115)

+ Ovid-EMBASE (n= 304 )

« Cochrane Library (n= 170 )

Hand searching (n=7)

v

Records after duplicates removed (n= 510)

v

Records sereened (h=510) : Records esxccrl::ir:tr:llgb)(/nt;tlseo?)n)d abstract
Records excluded according to selection
4 criteria (n= 2 )
>
Full-text articles assessed for eligibility (n= 10 ) 1. P: Inappropriate (n=0)
2. I: Inappropriate (n=0)
3. C: Inappropriate (n=1)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n= 8) 7. Impossible to obtain the original text (n=0)
8. Not human research (n=1)
S YEHAIS
Records identified through databases searching (n= 2,668)
+ Ovid-MEDLINE (n= 641)
» Ovid-EMBASE (n= 1,506 )
« Cochrane Library (n= 548 )
Hand searching (n=7)
v
Records after duplicates removed (n= 2243 )
v
Records screened (n=1037) —> Records ?c(iz:?:gb():‘:t;%;; c; abstract
A Records excluded according to selection
criteria (n= 4)
>
Full-text articles assessed for eligibility (n= 12) 1. P: Inappropriate (n=0)
2. I: Inappropriate (n=0)
3. C: Inappropriate (n=3)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n= 8) 7. Impossible to obtain the original text (n=0)
8. Not human research (n=1)
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Identification

Screening

Eligibility
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Records identified through databases searching (n= 589)

« Ovid-MEDLINE (n= 115)
« Ovid-EMBASE (n= 304)
« Cochrane Library (n= 170 )

Hand searching (n=0)

v

Records after duplicates removed (n= 503 )

v

Records excluded by title and abstract
Records screened (n=503) —> screening ){n: 495 )
A Records excluded according to selection
criteria (n= 8 )
—
Full-text articles assessed for eligibility (n= 8) 1. P: Inappropriate (n=0)
2. I: Inappropriate (n=1)
3. C: Inappropriate (n=1)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n= 0) 7. Impossible to obtain the original text (n=6)
8. Not human research (n=0)
CHEFLHAI B H A 2
Records identified through databases searching (n= 2,668)
+ Ovid-MEDLINE (n= 641)
+ Ovid-EMBASE (n= 1,506 )
« Cochrane Library (n= 548 )
Hand searching (n=0)
Records after duplicates removed (n= 2236 )
Records excluded by title and abstract
Records screened (n=1030) —> screening (),,,= 1025)
A Records excluded according to selection
criteria (n=5)
—

Full-text articles assessed for eligibility (n=5)

Studies included for synthesis (n= 0)

® N O vk wN =

P: Inappropriate (n=0)

I: Inappropriate (n=0)

C: Inappropriate (n=3)

O: Inappropriate (n=0)

Not English or Korean (n=0)

Duplicated (n=0)

Impossible to obtain the original text (n=2)

Not human research (n=0)
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=] KQO6
IL AL
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.‘g Records identified through databases searching (n= 589)
(0]
L + Ovid-MEDLINE (n= 115)
b + Ovid-EMBASE (n= 304 )
c « Cochrane Library (n= 170 )
(%}
p] Hand searching (n= 00)
g\ Records after duplicates removed (n= 503 )
‘c
. v
4 Records excluded by title and abstract
[} Records screened (n=503) —> screening (n= 500 )
zx y Records excluded according to selection
= > criteria (n= 3 )
= Full-text articles assessed for eligibility (n= 3
.9 9 y ( ) 1. P: Inappropriate (n=0)
w 2. I: Inappropriate (n=0)
3. C: Inappropriate (n=0)
A 4 4. O: Inappropriate (n=0)
E 5. Not English or Korean (n=0)
> Studies included for synthesis (n= 0) & Duplicated (122)
o 7. Impossible to obtain the original text (n=1)
E 8. Not human research (n=0)
A
- CHESLAAI B ZAE H
.g Records identified through databases searching (n= 2,668)
(0]
O + Ovid-MEDLINE (n= 641)
= » Ovid-EMBASE (n= 1,506 )
= « Cochrane Library (n= 548 )
(%}
p] Hand searching (n= 3)
g\ Records after duplicates removed (n= 2239 )
‘c
. v
4 Records excluded by title and abstract
[} Records screened (n=1033) —> screening (),,,= 1027 )
> Records excluded according to selection
] 4 criteria (n= 1)
=~ —
S Full-text articles assessed for eligibility (n= 6) 1. P: Inappropriate (n=0)
'L—: 2. I: Inappropriate (n=1)
3. C: Inappropriate (n=0)
v 4. O: Inappropriate (n=0)
b o} 5. Not English or Korean (n=0)
% 6. Duplicated (n=0)
= Studies included for synthesis (n=5) 7. Impossible to obtain the original text (n=0)
E 8. Not human research (n=0)
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=] KQO7
= 2| X A
c HYEEEMA= M
.‘g Records identified through databases searching (n= 589)
(0]
L + Ovid-MEDLINE (n= 115)
b + Ovid-EMBASE (n= 304 )
c « Cochrane Library (n= 170 )
()]
p] Hand searching (n= 2)
g\ Records after duplicates removed (n= 503 )
‘c
. v
4 Records excluded by title and abstract
[} Records screened (n= 503 ) —> screening ){n: 498)
> Records excluded according to selection
] 4 criteria (n= 3)
=~ —
S Full-text articles assessed for eligibility (n=5) 1. P: Inappropriate (n=0)
'L—: 2. I: Inappropriate (n=0)
3. C: Inappropriate (n=0)
v 4. O: Inappropriate (n=0)
b o} 5. Not English or Korean (n=0)
% 6. Duplicated (n=1)
= Studies included for synthesis (n= 4) 7. Impossible to obtain the original text (n=2)
E 8. Not human research (n=0)
A
c CHELHA| B AAL A A
.g Records identified through databases searching (n= 2,668)
(0]
L « Ovid-MEDLINE (n= 641)
= + Ovid-EMBASE (n= 1,506 )
c « Cochrane Library (n= 548 )
()]
p] Hand searching (n=0)
g\ Records after duplicates removed (n= 2236 )
‘c
. v
4 Records excluded by title and abstract
[} Records screened (n=1030) —> screening (),,,= 1029 )
> Records excluded according to selection
] 4 criteria (n=9)
=~ —
S Full-text articles assessed for eligibility (n= 11) 1. P: Inappropriate (n=0)
'L—: 2. I: Inappropriate (n=0)
3. C: Inappropriate (n=2)
v 4. O: Inappropriate (n=0)
b o} 5. Not English or Korean (n=0)
% 6. Duplicated (n=1)
= Studies included for synthesis (n= 2) 7. Impossible to obtain the original text (n=6)
E 8. Not human research (n=0)
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Records identified through databases searching (n= 589)
+ Ovid-MEDLINE (n= 115)

+ Ovid-EMBASE (n= 304 )

« Cochrane Library (n= 170 )

Hand searching (n=0)

v

Records after duplicates removed (n= 503 )

v

Records sereaned (h=508) : Records esxccrl::ir:tr:llgb)(/nt;tlzgagn)d abstract
A Records excluded according to selection
criteria (n=3 )
>
Full-text articles assessed for eligibility (n=5) 1. P: Inappropriate (n=0)
2. I: Inappropriate (n=3)
3. C: Inappropriate (n=0)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n= 2) 7. Impossible to obtain the original text (n=0)
8. Not human research (n=0)
CHEUAIEEA &
Records identified through databases searching (n= 2,668)
+ Ovid-MEDLINE (n= 641)
» Ovid-EMBASE (n= 1,506 )
« Cochrane Library (n= 548 )
Hand searching (n=0)
v
Records after duplicates removed (n= 2236 )
v
Records screened (n=1030) —> Records e;:?::,:ﬂgb){nt;ﬂ;;n;j abstract
A Records excluded according to selection
criteria (n= 54)
>
Full-text articles assessed for eligibility (n= 56 ) 1. P: Inappropriate (n=6)
2. I: Inappropriate (n=5)
3. C: Inappropriate (n=4)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n= 2) 7. Impossible to obtain the original text (n=42)
8. Not human research (n=1)
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=] KQO9
o 2| X 2=
c NEEEEMAl= 4
.‘g Records identified through databases searching (n= 589)
(0]
O « Ovid-MEDLINE (n= 115)
b + Ovid-EMBASE (n= 304 )
c « Cochrane Library (n= 170 )
()]
p] Hand searching (n= 2)
g\ Records after duplicates removed (n= 503 )
‘c
. v
4 Records excluded by title and abstract
[} Records screened (n=503) —> screening ){n: 464)
> Records excluded according to selection
&= A criteria (n= 34 )
=~ —
S Full-text articles assessed for eligibility (n= 39 ) 1. P: Inappropriate (n=3)
'L—: 2. I: Inappropriate (n=11)
3. C: Inappropriate (n=1)
v 4. O: Inappropriate (n=4)
b o} 5. Not English or Korean (n=0)
% 6. Duplicated (n=0)
= Studies included for synthesis (n= 7)) 7. Impossible to obtain the original text (n= 15)
E 8. Not human research (n=0)
A
c CHELHA| B AAL A A
.g Records identified through databases searching (n= 2,668)
(0]
O « Ovid-MEDLINE (n= 641)
= + Ovid-EMBASE (n= 1,506 )
c « Cochrane Library (n= 548 )
()]
p] Hand searching (n=0)
g\ Records after duplicates removed (n= 2236 )
‘c
. v
4 Records excluded by title and abstract
[} Records screened (n=1030) —> screening (),,,= 1008 )
Records excluded according to selection
criteria (n= 21)
> y
&=
= === 1. P: Inappropriate (n=0)
S Full-text articles assessed for eligibility (n= 22 ) 2. I Inappropriate (n=3)
'L—: 3. C: Inappropriate (n=1)
4. O: Inappropriate (n=1)
v 5. Not English or Korean (n=0)
b o} 6. Duplicated (n=2)
% 7. Impossible to obtain the original text (n=14)
= Studies included for synthesis (n= 1) 8. Not human research (n=0)
[®)
=
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Records identified through databases searching (n= 589)
+ Ovid-MEDLINE (n= 115)

+ Ovid-EMBASE (n= 304 )

« Cochrane Library (n= 170 )

Hand searching (n=0)

v

Records after duplicates removed (n= 503 )

v

Records sereaned (h=508) : Records esxccrl::ir:tr:llgb)(/nt;tlzsaen)d abstract
Records excluded according to selection
4 criteria (n=33 )
>
Full-text articles assessed for eligibility (n= 37 ) 1. P: Inappropriate (n=0)
2. I: Inappropriate (n=0)
3. C: Inappropriate (n=26)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for Synthesis (n=4) 7. Impossible to obtain the original text (n=6)
8. Not human research (n=1)
CHEUAIEEA &
Records identified through databases searching (n= 2,668)
+ Ovid-MEDLINE (n= 641)
» Ovid-EMBASE (n= 1,506 )
« Cochrane Library (n= 548 )
Hand searching (n=0)
v
Records after duplicates removed (n= 2236 )
v
Records screened (n=1030) —> Records e’;ﬂ:‘ii?ngy(:geoal;d abstract
Records excluded according to selection
A criteria (n=0)
>
Full-text articles assessed for eligibility (n= O ) 1. P: Inappropriate (n=0)
2. I: Inappropriate (n=0)
3. C: Inappropriate (n=0)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=0)
6. Duplicated (n=0)
Studies included for synthesis (n= O ) 7. Impossible to obtain the original text (n=0)
8. Not human research (n=0)

The Korean Journal of Gastroenterology




m KQ11

Identification

Eligibility Screening

Included

Identification

Screening

Eligibility

Included

Kim SY et al. Postpolypectomy Colonoscopic Surveillance Guidelines 5§57

Records identified through databases searching (n= 589)
+ Ovid-MEDLINE (n= 115)

+ Ovid-EMBASE (n= 304 )

« Cochrane Library (n= 170 )

Hand searching (n= 589)

v

Records after duplicates removed (n= 503)

v

Records excluded by title and abstract
Records screened (n=503) —> screening (n= 0)
Records excluded according to selection
4 criteria (n= 494)
—
Full-text articles assessed for eligibility (n= 503) 1. P: Inappropriate (n=461)
2. I: Inappropriate (n=0)
3. C: Inappropriate (n=0)
v 4. O: Inappropriate (n=0)
5. Not English or Korean (n=2)
6. Duplicated (n=21)
Studies included for synthesis (n= 9) 7. Impossible to obtain the original text (n=9)
8. Not human research (n=1)
CHEFLHAI B H A 2
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Supplementary Table 1. The Incidence of Metachronous Advanced Neoplasia according to the Number of Non-advanced Colorectal Adenoma

N RR 95% Cl lower 95% Cl upper p-value P p-value (Q)

>3 NAAs vs. 1-2 NAAs

Prospective 3 2.070 1.785 2.400 <0.001 0.000 0.527

Retrospective 5 1.891 1.544 2.317 <0.001 0.000 0.648

Overall 8 2.006 1.780 2.261 <0.001 0.000 0.750
3-4 NAAs vs. 1-2 NAAs

Retrospective 3 1.264 1.053 1.518 0.012 0.000 0.676
>5 NAAs vs. 1-2 NAAs

Retrospective 3 2.240 1.345 3.730 0.002 0.622 0.071
>5 NAAs vs. 3-4 NAAs

Retrospective 3 1.962 0.972 3.958 0.060 0.680 0.044

RR, relative risk; Cl, confidence interval; NAA, non-advanced adenoma.
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Supplementary Table 2. The RR of Metachronous Advanced Neoplasia according to the Number of Non-advanced Colorectal Adenoma

N RR 95% Cl lower 95% Cl upper p-value P p-value (Q)

>3 NAAs vs. 1-2 NAAs

Prospective 2 0.927 0.365 2.350 0.872 0.000 0.903

Retrospective 6 3.386 1.364 8.408 0.009 0.000 0.820

Overall 8 1.798 0.938 3.447 0.077 0.000 0.536
>3-4 NAAs vs. 1-2 NAAs

Retrospective 2 2.663 0.391 18.128 0.317 0.000 0.373
>5 NAAs vs. 1-2 NAAs

Retrospective 1 2.367 0.216 25.941 0.481
>5 NAAs vs. 3-4 NAAs

Retrospective 2 1.148 0.142 9.290 0.897 0.000 0.670

RR, relative risk; Cl, confidence interval; NAA, non-advanced adenoma.
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Supplementary Fig. 1. (A, B) The incidence and relative risk of metachronous colorectal advanced neoplasia in the meta-analysis.
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Supplementary Fig. 2. (A, B) The incidence and relative risk of metachronous colorectal cancer in the meta-analysis.
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