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What is a polyp?  
Colorectal polyps are abnormal tissue growths that protrude from the lining (mucosa) of the colon or 
rectum into the intestinal lumen. Polyps are classified morphologically based on their size, shape, color, 
and histopathology, particularly in relation to their malignancy potential and associated cancer risk [1]. 
Globally, colorectal polyps are the second leading cause of cancer-related mortality [2], with a rising 
incidence among males and individuals over the age of 45 [3]. 

The most commonly observed pathway for colorectal cancer (CRC) development involves genetic 
mutations that drive abnormal cell proliferation. This includes the adenoma-carcinoma sequence, 
characterized by mutations in the APC tumor suppressor gene, and the serrated polyp-carcinoma 



 

 

sequence, involving MLH1 promoter hypermethylation that silences tumor suppressor genes [4]. Due to 
the potential for malignant transformation of various polyp types, colonoscopy with polypectomy 
remains the primary strategy for CRC prevention [5]. 

Types of Polyps: 
Tubular adenomas, which include all non-serrated lesions, vary in risk depending on their size and 
histological features. Adenomas measuring at least 10 mm in diameter or exhibiRng tubulo-villous or 
villous architecture, or high-grade dysplasia, are considered high-risk for neoplasRc progression. In such 
cases, repeat colonoscopy is recommended within three years. In the absence of high-risk features, the 
recommended follow-up interval depends on the number of adenomas idenRfied. For individuals with 
one to two tubular adenomas, a surveillance colonoscopy is advised aVer seven to ten years. For those 
with three to four adenomas, a follow-up interval of three to five years is recommended. When five to 
ten adenomas are present, the risk of neoplasia increases, warranRng surveillance at three years. If more 
than ten adenomas are found, a hereditary polyposis syndrome is likely, and a repeat colonoscopy is 
advised within one year. One study reported that individuals with more than ten adenomas had 
approximately a 25% chance of developing advanced neoplasia within four years [6]. 

Sessile serrated polyps (SSPs) are considered high-risk when they are 10 mm or larger or demonstrate 
dysplasia, and in such cases, a three-year follow-up colonoscopy is recommended. When these features 
are absent, surveillance intervals vary based on polyp burden. For one to two SSPs, a five- to ten-year 
follow-up interval is advised. If three to four SSPs are detected, colonoscopy should be repeated in three 
to five years, while five to ten SSPs warrant surveillance within three years. 

TradiRonal serrated adenomas (TSAs) carry a higher neoplasRc risk than tubular adenomas. Due to their 
malignant potenRal, the recommended follow-up aVer idenRficaRon is a repeat colonoscopy in three 
years. 

HyperplasRc polyps, parRcularly those smaller than 10 mm, are generally benign and may be reported as 
part of a normal colonoscopy. However, if a hyperplasRc polyp is 10 mm or larger, a three- to five-year 
follow-up colonoscopy is recommended due to the elevated neoplasia risk associated with large serrated 
lesions. The presence of more than 20 hyperplasRc polyps may indicate serrated polyposis syndrome, a 
high-risk condiRon requiring individualized follow-up strategies. Conversely, individuals with fewer than 
20 hyperplasRc polyps, all smaller than 10 mm, are considered low risk for neoplasia [7]. 

For individuals with a high-risk family history, surveillance recommendaRons are more aggressive. 
Colonoscopy every five years is advised for those with either colorectal cancer or an advanced adenoma 
in two first-degree relaRves diagnosed at any age, or in one first-degree relaRve diagnosed before the 
age of 60. Screening should begin at age 40, or ten years before the earliest diagnosis in the family—
whichever occurs first. If a first-degree relaRve was diagnosed at age 60 or older, colonoscopy should 
commence at age 40, with follow-up according to average-risk screening protocols. In cases where a 
second-degree relaRve has been diagnosed with colorectal cancer or an advanced polyp, standard 
average-risk CRC screening recommendaRons should be followed. 

 

 



 

 

Guidelines for Polyp Follow-Up: 
Findings from a screening colonoscopy play a crucial role in determining an individual's future risk of 
colorectal cancer and guiding the timing of repeat examinations. The U.S. Multi-Society Task Force has 
established updated recommendations for surveillance intervals following initial screening colonoscopy 
in individuals at average risk. In the case of a normal colonoscopy, which may include the presence of 
hyperplastic polyps smaller than 10 mm but no other significant abnormalities, the Task Force 
recommends a follow-up colonoscopy in 10 years. Although direct evidence supporting this interval is 
limited, the recommendation is based on the low likelihood of progression to colorectal cancer in the 
absence of high-risk findings [8]. 
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