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Why do we offer surveillance?

Early detection of 
asymptomatic relapse

Identify resectable
oligometastatic disease

Curative-intent resection 
of recurrent disease

Improve Survival

Reasonable 
likelihood of 

metastatic relapse

Patient would be 
suitable for 

salvage resection



Author;
year

Pooled number of patients in 
randomized trials

Relative risk for mortality 
(95% CI)

Intensive Less Intensive
Renehan 2002 666 676 0.81 (0.70-0.94)

Figueredo 2003 858 821 0.80 (0.70-0.91)

Tijandra 2007 1474 1449 0.74 (0.59-0.93)
Pita-Hernandez 2015 2000 2055 0.75 (0.66-0.86)

Jeffrey 2016 (Cochrane) 2897 2260 0.90 (0.78 – 1.02)

Meta-analyses of intensive* versus less intensive surveillance after 
potentially curative therapy for colon and rectal cancer
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*Intensive – imaging, CEA
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• pT1 disease...invasive adenocarcinoma 
through muscularis mucosa but confined 
to submucosa
• Nx – estimated that up to 10% of pT1 will 
have LNM
oRisk of nodal metastases proportional to high-

risk features
o Poor differentiation
o Positive margin or <1mm
o Lymphovascular invasion 
o Sm invasion > 1mm 
o Tumour budding 

Malignant Polyps

• Absence of high-risk features = low risk of nodal metastases
o Very limited data on recurrence patterns and risk in pts with endoscopically resected 

malignant polyps
o SM1 disease – risk of LNM 1-3%

Shaukat A AGA guidelines Gastroenterology 2020



• Secondary analysis of COST study 
o Early-stage (stage I and IIA): n=537
o Late-stage (stage IIB and III): n=254

• Cumulative incidence of recurrence
o Early stage: 6.0% (2y) and 9.5% (5y)

o 36% rate of salvage surgery
o Late-stage: 23.7% (2y) and 35.7% (5y)

o 35% rate of salvage surgery

• Patients with stage I/IIA colon cancer
o Less likely to have multi-site recurrence
o Similar likelihood of curative-intent resection 

as stage IIB and III but absolute numbers 
are small

Is surveillance beneficial in low-risk disease?





5 yr RFS 97%5 yr RFS 84%

High-risk featuresNo high-risk 
features

2/3 M11/8 M1

68%

78%



Organization History and 
Physical Exam

CEA testing CT scanning Endoscopic 
surveillance

Comments

ASCO1 and CCO2 Every 3 to 6 months 
for 5 years

Every 3 to 6 months 
for 5 years

Abdomen and chest 
annually for three 
years; pelvis: rectal 
only annually for 3 to 
5 years

Colonoscopy at 1 year; 
subsequent studies 
dictated by prior 
finding. If negative, 
every 5 years.
Proctosigmoidoscopy 
every 6 months for 2 
to 5 years if rectal 
cancer and no pelvic 
RT

Posttreatment 
surveillance strategy 
guided by the 
estimated risk of 
recurrence and 
functional status. 
These 
recommendations are 
for resected stage II 
and Stage III colon and 
rectal cancer.
Recommendations 
not provided for 
resected Stage I and 
IV disease due to lack 
of data to guide 
recommendation

What do guidelines recommend for Stage I (pT1-2/N0) disease?

1. Meyerhardt JA et al. JCO 2013;31: 4465-70.
2. Cancer Care Ontario 2016. www.cancercare.on.ca;.

http://www.cancercare.on.ca/






• Baseline staging investigations including chest and abdominopelvic imaging 
and CEA is recommended at the time of diagnosis
• Beyond endoscopic follow-up, surveillance for detection of metastatic disease 
(with imaging or CEA) is not recommended in patients with endoscopically 
resected malignant polyps
oRisk of lymph node metastases in low-risk pT1 is 1-3%
oMalignant polyps with high-risk features should be considered for oncologic resection 

and lymph node assessment
o Patients with node-positive disease will be offered adjuvant chemotherapy and 

intensive surveillance
o Patients with high-risk features who are not suitable candidates for oncologic 

resection (due to age, comorbidities etc) are also not appropriate candidates for 
surveillance

Surveillance for endoscopically resected malignant polyps


