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Colonoscopy Follow-Up Algorithm

The findings at colonoscopy will determine the timing of further colonoscopies or whether the indivdiual returns to screening with FIT. Patients followed by
colonoscopy do not require FIT. The following flowchart outlines the patient follow-up pathway after colonoscopy.

Share a copy of the Patient Handout: Colon Polyps and Follow-Up Recommendations with patients who have had precancerous lesion(s) removed during colonoscopy.
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Precancerous lesions that do not meet the above criteria are classified as low-risk.
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If the number of precancerous lesions removed during an individual's lifetime is 10 or
more, then referral to the Hereditary Cancer Program for evaluation of a potential genetic
predisposition to CRC is recommended.

Family History: one first degree relative diagnosed with CRC under age 60, OR 2 or more
first degree relatives diagnosed with CRC at any age.

fLesion size is from colonoscopy report, not pathology report.
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http://www.bccancer.bc.ca/screening/Documents/Colon-Polyp-Patient-Handout.pdf

