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Colorectal cancer in Australia

» Fourth most common malignancy

» Second highest cause of cancer-related death

» Historically third highest driver of cancer-related
health expenditure

https://www.cartakebackaust.com/blog/in-the-know/to-drive-or-to-fly-australia-travel-guide/



Role of polypectomy

» Early detection and removal of precursor neoplastic
polyps

» Foundation of CRC prevention

» Reduces incidence and mortality of colorectal cancer
» >75% and 50%.

https://bolgehospitalinternational.com/departments/colonoscopy/
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Ferlitsch M, et.al. Colorectal polypectomy and endoscopic mucosal resection: European Society of
Gastrointestinal Endoscopy (ESGE) Guideline - Update 2024. Endoscopy. 2024 Jul;56(7):516-545



vs Adenoma




Advanced Polyps

» Size 10mm
» Villosity

» High grade dysplasia

https://www.researchgate.net/figure/Tubulovillous-adenoma-TVA-with-high-grade-dysplasia-A-TVA-with-a-villous_fig4 268873477



Large non-pedunculated colonic polyps

» Larger

» Greaterrisk of cancer

» Differing resection modality * .

» Complications

Risk of Occult Submucosal Invasive Cancer (SMIC) According to Gross Morphology and Location
n=1712
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Sessile or flat

Diminutive
Size <5 mm
Cold snare
polyectomy’
to achieve en bloc
resection with
wide margins
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Cold snare poly-
pectomy to
achieve complete
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Pedunculated

Head size
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Hot snare
polypectomy*

Injection with
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Advanced endoscopic imaging
to identify the presence

No of submucosal invasion?

Noninvasive lesion

Advanced endoscopic imaging to
characterize lesion type
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polypectomy
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Sessile serrated lesion
without dysplasia of
all sizes

Piecemeal cold snare
polypectomy

Consider submucosal
injection to demarcate
margins before
polypectomy if lesion
=10-15 mm

Adenomatous lesion or sessile
serrated lesion with dysplasia

Large
Size 220 mm

Intermediate
Size 10-19 mm

Suspected submucosal invasion

Hot snare polypectomy®

Consider submucosal
injection before
polypectomy to reduce
the risk of deep thermal
injury

EMR to achieve RO
resection where feasible®

Piecemeal EMR for lesions
=25-30 mm
Complete thermal

ablation of the
resection margins

Underwater EMR may be
used in selected cases

If lesion is =240 mm or
complex’, refer to
expert center

Head size
=20 mm or
stalk width

210 mm

1:10000

prophylactic
mechanical
hemostasis
followed by
hot snare

Flat 0-lla
No features of
SMIC on advanced
imaging
EMR to achieve RO
resection where
feasible®

Piecemeal EMR for
lesions 225-30 mm

Complete thermal
ablation of the
resection margins

DOSCOPIC RESECTION IN 2025

Superficial colorectal neoplasia (polyp)

Rectal lesion 220 mm

Any 0-Is
component
210 mm
Features of
superficial SMIC

Extensive photo-
documentation

Refer to expert
center for
consideration of
en bloc resection
by ESD

Features of deep SMIC on advanced imaging
Extensive photodocumentation

Refer to expert center for multidisciplinary
review and shared decision-making regarding

Suspected superficial
submucosal invasion?®

Extensive
photodocumentation

Refer to expert center
for consideration of en
bloc resection by ESD

endoscopic resection or surgery

Suspected deep
submucosal invasion®

Colonic tattoo 3 cm
distal to the lesion
Extensive
photodocumentation
Referral for consideration
of surgical resection'

Ferlitsch M, et.al. Colorectal polypectomy and endoscopic mucosal resection: European Society of
Gastrointestinal Endoscopy (ESGE) Guideline - Update 2024. Endoscopy. 2024 Jul;56(7):516-545



Cold snare polypectomy

Cold snare polypectomy

Ferlitsch M, et.al. Colorectal polypectomy and endoscopic mucosal resection: European Society of
Gastrointestinal Endoscopy (ESGE) Guideline - Update 2024. Endoscopy. 2024 Jul;56(7):516-545






Cold Endoscopic Mucosal Resection
(EMR)

Mucosa

Submucosa

Muscle layers

Serosa

Ferlitsch M, et.al. Colorectal polypectomy and endoscopic mucosal resection: European Society of
Gastrointestinal Endoscopy (ESGE) Guideline - Update 2024. Endoscopy. 2024 Jul;56(7):516-545
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Conventional EMR

Boaiar

Hook electrode

https://www.rymed.com.au/pages/erbe-vio®-3-electrosurgical-system

Sydney classification of deep mural injury (DMI)

Type 0-1 Type 2
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ESD

Marking Injection Cutting mucosa

Dissection Proceeding dissection Complete resection

https://www.olympusprofed.com/gi/esd/903/

https://www.nth.nhs.uk/resources/endoscopic-submucosal-dissection-esd-for-gastric-growths/






Post colonoscopy colorectal cancer

» 7.4% detected colorectal cancers

» Pooled analysis 9167 participants
» 52% probable missed lesions

»19% Incomplete resection of earlier non-invasive
lesion



Synchronous lesions

» 67.2% large polyps have concurrent disease
» 18.1% 220 mm

> CumUIatlve development Of advanced adenomas and Cancer |n https://brainwisemedia.com/the-science-behind-inattentional-blindness/
polyps =220 mm significantly higher (22.9% vs 9.5%; P<0.001) at
36 months after index colonoscopy



lIncomplete resection

» CARE study
» 346 neoplastic polyps removed by 11 gastroenterologists
»10.1% incompletely resected.

» Significantly higher for large (10-20 mm) than small (5-9
mm) neoplastic polyps (17.3% vs 6.8%; relative risk = 2.1)



Rationale for survelllance

» Detect metachronous lesions

» Ensure complete endoscopic resection



Rationale for survelllance

Detect metachronous lesions

» Ensure complete endoscopic resection



Survelllance guidelines

CLINICAL PRACTICE GUIDELINES
FOR SURVEILLANCE COLONOSCOPY

SHORT FORM SUMMARY OF NHMRC APPROVED RECOMMENDATIONS

wiki.cancer.org.au/australia



Available evidence

» Methodological limitations

» No contemporary high-quality studies comparing outcomes from different surveillance
Intervals o Cﬁinrr:iij;uncn Clinical Care

Safety and Quality
inHealth Care Standards

» 1980s and 1990s

» No RCT with a control arm of no colonoscopy or longer surveillance intervals

» Retrospective cohort studies
» Selection bias
» Variable intervals

» Heterogenous populations

» Symptoms /background risk factors/personal adenoma history/family history

» Variable outcomes
» Metachronous neoplasia/adenoma/advanced adenoma/advanced neoplasia/CRC Colonoscopy
Clinical Care Standard
» Difference in quality to contemporary colonoscopy

» Technology and quality metrics



What we do know...

» Low risk = 1-2 small (<10mm) tubular adenomas without
high-grade dysplasia (HGD).

» Incidence of any adenoma
»27.48% to 53.48%
» Incidence of metachronous advanced adenomas
1.35% to 8.04%
Incidence of metachronous colorectal cancer
<1%



» >5 conventional adenoma (tubular, tubulovillous or villous)

» Metachronous neoplasia 80% at follow-up of 4.0+1.5 years OR
100% at 6—7 years

» Metachronous advanced adenoma 9.1% after a mean follow-up of
4 years.

» Metachronous advanced neoplasia 16.3% after 3 years



Advanced adenoma

» Incidence of metachronous CRC of 0.00% to 1.52%

» Incidence of any adenoma 36.63% to 69.71%

» Incidence of metachronous advanced adenoma
2.40% to 24.24%



Sessile serrated lesions

» Incidence of SSL 42.67% after follow-up 4.0+£1.17 years.
» 33.33% for SSL and low risk adenoma, at follow-up of 3.94 +1.39 years

» 32.98% for SSL and high-risk adenomas, at follow-up of 3.54 +1.43 years.

» Incidence of conventional adenoma 34.67% after surveillance at 4.0£1.17 years.

» Increases if synchronous low-risk or high risk adenomas/SSL-D

» Cumulative incidence of advanced adenoma at 1-5 years

» Increased at similar rate if index serrated adenoma only (0.0-10.0%) and serrated + non-advanced adenoma (0.0-7.0%).

» Serrated adenoma with advanced adenoma - cumulative incidence increased 8.3-27.0% at 1-2 years



» Cumulative incidence of advanced SSL

» If index serrated adenoma -5.41% at mean follow-up time of 3.86
(£1.39) years

» Increased at a similar rate if index serrated adenoma only (0.0-7.00%)
vs serrated adenoma + non-advanced adenoma (0.0-11.00%).

» If serrated adenoma + advanced adenoma - cumulative incidence of
advanced serrated polyps steady at 9.00% from 2-5 years.



Guidelines

Conventional adenoma Conventional adenoma
Size >10mm®®

HGD and/or villosity

otal number of
conventional
adenomas

First surveillance - clinically significant serrated polyps only

: ‘
. | D
< <= o'y




% Thieme

Colorectal polypectomy and endoscopic mucosal resection:
European Society of Gastrointestinal Endoscopy (ESGE)
Guideline — Update 2024

O

Gastroenterology 2020;158:1095-1129

CLINICAL PRACTICE GUIDELINES

Endoscopic Removal of Colorectal Lesions—Recommendations ®
by the US Multi-Society Task Force on Colorectal Cancer
Tonya Kaltenbach,' Joseph C. Anderson,?** Carol A. Burke,® Jason A. Dominitz,®’

Samir Gupta,®° David Lieberman,’® Douglas J. Robertson,>® Aasma Shaukat,’'"'?
Sapna Syngal,’® and Douglas K. Rex'*




EMR Survelllance

» SCI1 (6 months)

» SC2 (18 months)

PR P
B e C‘\



Changing EMR landscape

» Cold vs hot resection

» S1SC

» Is SC2 needed?




What factors into survelllonce decisions

» Polyps
» Histology
» Size
» Number

» Resection modality
» Piecemedl
» EMR - hot vs cold
» ESD

» Colonoscopy quality
» Preparation
» Extent of examination
» Withdrawal time/tolerance



What about agee

https://4healthcare.com.au/hire-products/walking-aids/



Practice point

Careful assessment and shared decision-making should be utilised when considering surveillance colonoscopy in
the elderly, most of whom will have no significant findings and will not benefit.

Practice point

Surveillance colonoscopy in those 275 years should be considered based on age, co-morbidity and the preferences
of the patient. The reproducible and validated Charlson score is useful to assess life expectancy and could be
implemented to assist decision-making (see Tables 17 and 18 below).

Practice point

In obtaining consent for colonoscopy for an elderly patient, complication rates should reflect the individual risk
based on age and comorbidity rather than ‘standard’ figures.

Table 17. Surveillance recommendations for individuals age 275 years
[ Charlson score®

Age (years) » T >

75-80 Surveillance colonoscopy to be considered > Surveillance colonoscopy not recommended

>80 Surveillance colonoscopy not recommended

“Charlson for colonoscopy benefit can be simplified as per Table 18; "colonoscopy should be considered an option dependent on

a clear conversation about the low risk of significant colorectal pathology, taking the patient’s wishes into
consideration; “consent for colonoscopy should include age appropriate statistics on risk.

Table 18. Charlson score for colonoscopy benefit

Age Medical conditions

May have one of these conditions only (1 point each): May not have any of these medical
Mild liver disease conditions

Diabetes without end-organ damage (21 point each):

Cerebrovascular disease Moderate/severe liver disease

Ulcer disease Diabetes with end-organ damage
75-79 years

- Connective tissue disease Hemiplegia
(3 points)

Chronic pulmonary disease Moderate or severe renal disease
Dementia AIDS

Peripheral vascular disease Metastatic or non-metastatic solid
Congestive heart failure organ or haematopoietic
Myocardial infarction malignancy

80 years (4 points) May not have any of the above medical conditions




Take home points for the patient In
front of you

» Was examination adequate ¢

» Should my patient contfinue surveillance®¢

Polyp.app

» How was the polyp removed?

» Risk of metachronous neoplasia




We are here to help
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Bowel Polyp Surveillance
End of Life
Investigations

Lifestyle and Preventive Care WOR K I N This page is about polyp removal follow-up for patiemts who are not regarded as high risk for colorectal cancer due to personal or

family history or long-term inflammatory bowel disease

Assault or Abuse l
Cardiology Background
Dermatclogy About bowel polyp surveillance v
Diabetes
Endocrinology
Management
Gastroenterology
Acute Abdominal Pain in Adults 1. If the patient is aged = 75 years or has significant co-morbidities, decide whether the potential risks of continuing surveillance
outweigh the perceived benefits. Local specializts advise that patiemts aged = 75 years will in general not be offered surveillance
B12 Deficiency colonoscopy.
Bowel Cancer Screening 2. If category 2 or 3 family history of bowel cancer, ensure surveillance interval = 5 years even if the procedure was normal or

associated with low-risk polyps.
Chronic Abdominal Pain in Adults

3. Determine surveillance interval % based on histology from high quality colonoscopy .

Adjust surveillance intervals if colonoscopy was suboptimal.

Coeliac Disease in Adults

Colorectsl Symptoms 4. Request non-acute genetic health azzezsment from the Familial Gastrointestinal Cancer Service if the patient has:
- » 10 or more adenomas at one time (including at least 1 advanced adenoma v if aged > 70 years).

D-onstlpatl-on i Adults » 5ormore advanced adenomas v at one time.

Disrrhoes in Adults + 20 cumulative adencmas.

s 10 cumulative adenomas if aged = 30 years.
Dy=pepsia and GORD
ySPER » semrated polyposis syndrome .

5. If the patient is not under a local service for follow-up colonoscopy or unknown histology, request non-acute gastroenterology
Inflammatory Bowel Disease (1BD) assessment.

Iritable Bowel Syndrome (IBS)

Liver Conditions

Request

Abnormal Liver Function Tests

Fary Li s Request non-acute genetic health assessment from the Familial Gastrointestinal Cancer Service if patient has:
atty Liver

= 10 or more adencmas at one time {including at least 1 advanced adenoma if aged = 70 years).
Hepatitis B
* 5 ormore advanced adenomas at one time.

Hepatitis C (HCV) )
s 20 cumulative adenomas.
Hereditary Haemochromatosis and

Raised Ferritin » 10 cumulative adenomas if aged = 30 years.

» semated polyposis syndrome.

» |f patient not under local service for follow-up colonoscopy or unknown histolegy, request non-acute gastroenterology
Gastroenterclogy Requests L




@Queensland Government %JSmart Referrals

A? Patient name: Nicole METRONORTH DoB: 29 Sep 1977

Request information
Request date
* Request type

* Reason for referral

* Priority

* Provider

Consents
* Date patient consented to request

* Patient is willing to have surgery if required?

* Condition and Specialty
Suitable for Telehealth?

* Are you the patient's usual GP?

Ed Request recipient

* Service/Location
Specialist name
Organisation details
Condition specific clinical information
Investigations and imaging
& Standard clinical information
A7 Patient information

Insurance information

4 Dr Fred Findacure

21 Oct 2025

@ New condition requiring specialist consultation

Continuation Request for advice
() Deterioration in condition, recently discharged from outpatients < 12 months

() Other

&
Yes No Not applicable
Gastroenterology - Polyp surveillance (Gastroenterology) (Adult | He s
Yes No
e I
Please select A
Gastroenterology ROYAL BRISBANE & 6.4 km
WOMEN'S
HOSPITAL +
Gastroenterology THE PRINCE 12.2 km
CHARLES +
HOSPITAL
Gastroenterology REDCLIFFE 31.5km i
HOSPITAL
Gastroenterology CABOOLTURE 47 4 km +
HOSPITAL
Gastroenterology PRINCESS 1.8km Qut of catchment bt ==

Home / Reler your patient / Gastroenteralogy / Polyp surveillance

Polyp surveillance

Emergency department referrals

All wrgent cases must be discussed with the on call Gastroenterology Registrar Lo obLain appropeiate prio

tisation and

il Contacl through

*  Royal Brisbane and Women's Hospival {07) 2646 8111
= T Prince Charles Hespaal (07) 3130 4000

= Redclille Hospital (07) 38E3 7777

" Cabgaliure Hogpital [07) 5433 BERE

Urgenl cases accepled wia p
Cenitral Patient Intake Ui 1300 364 952,

e st Be accompanied wilh 4 wrilten referral and a copy laxed immediatzly Lo Lthe

If any of the following are present or suspected, refer the patient to the emergency
department (via ambulance if necessary) or seek emergent medical advice if in a remote
region.

" Polentislly life-Uhweatening syrplorms Suggedtive ol

©  aoule upper GI lracl bleeding

atute severe lower GI Lract bleeding
oesaphageal lareign bodies/Toad bolus
agule Severe Colilis™

byl obsiruetion

& 8 & & &

abdarminal separ
= Seyere vomiling andfor diarrhoea with defvdration

*Acune severe colitis & defined by the Truebowe and Witts criteria - all patients with = 6 bloody Bowel motions per 24

hiours plus at last one of the lallawing

*C,

*  pulserale a1 presentation ol = 90 b,

®  LEmperalure Al preseniation of = 37

*  haermoglabin sl presentation of < 105 gmd, CRP =30mg/dl al presentation (or ESR > 30 mmvie)

Does your patient wish to be referred? @

Minimum referral criteria

Dioes your patient rmeel U minimurm referral orileria?

Categary 1 = See plher important information lor relering praclilioners
Appainumeant within 30 days &

desirable

Categary 2 = See plher wel infarmation lor referring pracitioners

AP ainLmaril wilhin S days i . . . .

Appointment within S0 déys = = Polyp surveillance in special drowmslances (See olber usel nlanmation
desirable eLe]

Oaher Gastraenteralogy

Send referral

Hotline: 1300 364 938

Electronic:
GP Smarl Relerrals [prelenred)
eRelerral system Lemplales
Medical Objects ID: MO20220004F
HealthLink EDI: ghds

Mail:

Metro North Central Patient Intake
Aspley Con Centre
776 Zillmere Road
ASPLEY QLD 4034

(0

Health pathways @

Access Lo Health Pathway

clinicians in Metro Morth Brisbane.

Far login details email:

healthpathways@brisbanenorthphn.

arg.au

i
&

Lagin Lo Brishans Narth
Patfvaays:
brishanenorih.healthpatfvsayscomm

unilyorg

Locations

Casbwoesiure Hospatal
Redilille Hespital

Royal Brishane and Woimen's
Hospital

T Primes Charles Hospalal

Resources

MNHMRAC Clinical Practice Guidelines
2019y

Cancer Council Australia (2018}

General referral
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