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Name of Clinical Care Pathway 

Colonic Dysplasia/Cancer Surveillance  

Objective 

Early detection of colon cancer/dysplasia  

Patient Population 

Patients with a known diagnosis of IBD whose disease is in endoscopic 
remission. Active inflammation precludes a detailed assessment of colonic 
dysplasia. 
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Disclaimer statement: Clinical care pathways never replace clinical judgement. 
Care outlined in this pathway must be altered if it is not clinically appropriate 
for the individual patient. 

These clinical decision support tools were developed by Canadian experts in IBD, based on their 
interpretation of current evidence and considerations specific to Canadian healthcare. International 
guidelines from Europe and the United States are available. However, these may reflect regional 
factors not directly applicable in Canada 

Introduction 

This care protocol aims to provide IBD providers guidelines for colonic dysplasia/cancer 
surveillance based on patients’ risk.   

IBD provider 

Patient populations Recommendation 

Ulcerative colitis or Crohn’s colitis, no 
primary sclerosing cholangitis 

Colonoscopy at 8 years from diagnosis to stage 
histologic disease extent – continued surveillance in 
those with UC  extending beyond the rectum or 
Crohn’s disease involving 1/3 or more of the colon, 
with frequency determined by  overall CRC risk (see 
figure 1) (PACE QPI 11). 

Ulcerative colitis or Crohn’s disease (of 
any duration) meeting minimum for 
extent and coexisting primary sclerosing 
cholangitis 

Annual surveillance colonoscopy from time of IBD 
diagnosis (PACE QPI 10). 

Highlight Box 

The applicability of some suggested recommendations in these guidelines may be impacted by 
the IBD practitioners’ access to recommended resources (colonic dye spray / virtual 
chromoendoscopy).  

This is an evolving field in which the standards for neoplasia/dysplasia detection and 
colonoscopy surveillance intervals are constantly changing, with newer modalities, such as AI-
assisted endoscopy and personalized approaches to surveillance, being actively investigated. 

https://doi.org/10.1093/ibd/izy259
https://doi.org/10.1093/ibd/izy259
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Patient populations Recommendation 

Ulcerative colitis or Crohn’s disease with 
pathologically confirmed “invisible” 
dysplasia (dysplasia identified in random 
biopsies of non-suspicious appearing 
mucosa) or subtle visible dysplasia with 
ambiguous borders 

Early repeat colonoscopic surveillance using 
pancolonic dye spray (interval depending on dysplasia 
risk). 

Consider surgical referral in very high-risk cases (i.e. 
high-grade or multi-focal invisible dysplasia) (PACE 
QPI 19). 

Ulcerative colitis or Crohn’s disease has 
confirmed visible dysplasia 

Continued endoscopic surveillance if confirmed 
complete endoscopic resection (over one or several 
colonoscopies) and no invasive cancer on histology 
(interval depending on dysplasia risk) – frequency 
depending on specific neoplasia/dysplasia findings 
(i.e. size, morphology, resection completeness) and 
overall CRC risk. 

Surgical referral if unable to completely resect lesion 
with clear borders or if invasive cancer on histology. 

Total proctocolectomy with an ileal 
pouch-anal anastomosis (IPAA) 

Surveillance endoscopy according to risk (see figure 
2). 

IBD with a subtotal colectomy Consider surgical referral for a completion 
proctectomy as an alternative to ongoing endoscopic 
dysplasia surveillance; otherwise, endoscopic 
surveillance every 1- 5 years, depending on risk 
factors for colorectal cancer (See figure 1) (PACE QPI 
8). 

https://doi.org/10.1093/ibd/izy259
https://doi.org/10.1093/ibd/izy259
https://doi.org/10.1093/ibd/izy259
https://doi.org/10.1093/ibd/izy259
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Figure 1:  Surveillance recommendations for colonoscopy 

Screening/surveillance protocol 
Pancolonic dye spray (if available) or virtual (NBI, BLI, iscan) chromoendoscopy with targeted 
biopsies/resection of visible abnormalities, with or without extensive non-targeted biopsies. 

OR 
High-definition white light colonoscopy with targeted biopsies/resection of visible abnormalities 
and extensive non-targeted biopsies throughout the colorectum (30-40) in individuals with 
advanced risk factors for colorectal cancer (primary sclerosing cholangitis, prior invisible or ill-
defined colorectal dysplasia, severe extensive post-inflammatory polyposis), with or without non-
targeted biopsies in individuals without these risk factors. 

Other considerations: Patient preference, age, comorbidities and, quality of surveillance exam 
(high-quality exam =  absence of macroscopic inflammation, good-to-excellent bowel preparation 
and complete to cecum/terminal ileum. 

*If Available  
CRC-Colorectal  cancer FDR-First  degree relative  PSC-Primary  sclerosing cholangitis

Low risk 

• Negative colonoscopy
(absence of 
macroscopic/microscopi 
c inflammation, dysplasia 
or extensive post-
inflammatory polyps or 
scarring) and no other 
risk factors for CRC (such 
as prior dysplasia, PSC or 
family history of CRC)

• Consecutive negative 
colonoscopies and no 
high-risk features for 
CRC

• Minimal historical 
colorectal involvement 
(isolated proctitis if 
ulcerative colitis or < 1/3 
of colorectum if Crohn’s 
disease) and no active 
disease

High risk 

• Moderate/severe active
endoscopic/histological
inflammation or

• Dense or extensive post-
inflammatory polyposis
or

• Colonic stricture in the
past 5 years or

• Higher-risk dysplasia in
past 5 years, declining
surgery or

• PSC/transplant for PSC
or

• Family history CRC in
FDR Aged <50 or

• Family history of CRC in
FDR <50 or multiple FDR

Moderate risk 

• Mild active
endoscopic/histological
inflammation (any extent)

• Low risk dysplasia in the
past 5 years

• Higher-risk dysplasia > 5
years ago

• Mild to moderate post-
inflammatory polyposis

• Extensive colorectal
scarring

• Family history of CRC in
first-degree relative
(FDR) >= 50 or multiple
SDR

5 Years 2-3 Year 1 Year 

Screening colonoscopy at 8-10 years following IBD diagnosis 
(Pancolonic dye-spray or virtual chromoendoscopy preferred over white light endoscopy alone*) 
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Figure 2: Surveillance recommendations post-colectomy 
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Post-colectomy surveillance of pouch/rectal mucosa

Low risk

None of the high-risk 
factors

Consider 5 years 

High risk

Any of the following:
Previous colorectal dysplasia
Dysplasia/cancer at the time of pouch 
surgery
PSC
Type C mucosa of pouch (persistent 
atrophy and severe inflammation)

Consider 1-3 years
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