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INTRODUCTION 
The Inflammatory Bowel Disease Working Group (IBDWG), as part of the New Zealand Society of 
Gastroenterology (NZSG), endorses these guidelines on IBD surveillance colonoscopy. This sets out 
appropriate practice for clinicians to follow, subject to their own judgement.  
 
The advice was developed to align with recent publications and guidelines from Europe (ECCO), the 
UK (BSG), the United States (AGA), and Australia (GESA), based on updated available evidence up 
until June 2025. There have been several changes to the previous NZ IBD surveillance guidelines 
published in 2012.  
 
A technical advisory group with the required expertise was established and has undertaken a 
systematic review of recent literature. Members of the group included clinicians from the NZ 
IBDWG. A range of clinicians from NZ, including those who are routinely involved in the surveillance 
of patients with IBD, were then surveyed on the changes made in order to support implementation 
of an updated guideline. 
 
Acknowledgements go to:  

• Caroline Jiang, Gastroenterologist, Wellington Hospital and member of IBD WG, NZSG 

• Rajan N Patel, Gastroenterologist, Christchurch Hospital and member of IBD WG, NZSG 

• NZ IBD working group  

• Frank Weilert, Gastroenterologist, Waikato Hospital  

• Tamara Glyn, Colorectal Surgeon, Christchurch Hospital  

• Byron Theron, Gastroenterologist, Whangarei Hospital  

• Susan Parry, Gastroenterologist, Clinical Lead of National Bowel Screening Programme, 

Ministry of Health  

• Ian Bissett, Colorectal Surgeon, Auckland Hospital 

• Ralph van Dalen, Colorectal Surgeon, Waikato Hospital 

• Nathan Atkinson, Gastroenterologist, North Shore Hospital  

 
For New Zealand’s previous Guidance on IBD Surveillance, published in February 2012, go to 
www.health.govt.nz/publications. 
 
Note: This document is updating only the IBD surveillance section of the previous guidelines. New 
Zealand colonoscopy capacity is constrained. Whilst developing these guidelines, we have remained 
mindful that these recommendations should align with non-IBD surveillance guidelines (including 
Polyp Surveillance Guidelines and Surveillance Recommendations for Individuals with a Family/ 
Whanau History of Colorectal Cancer) in order to share resources equitably across patient groups. 
 
Dr Caroline Jiang 
Consultant Gastroenterologist, Wellington Hospital and member of IBD WG, NZSG. 
 
Dr Rajan N Patel 
Consultant Gastroenterologist, Christchurch Hospital and member of IBD WG, NZSG. 
 
 
 
 

 

http://www.health.govt.nz/publication


   

 

 

UPDATE ON INFLAMMATORY BOWEL DISEASE SURVEILLANCE GUIDELINES               Page 4 of 8 
 

 

 
 

PURPOSE OF THIS ADVICE 
The main purpose of this document is to provide surveillance recommendations for patients with 
IBD.  
 
Patients outside the scope of this advice are those undergoing polyp surveillance, hereditary 
colorectal cancer syndromes (for example, Lynch syndrome or Familial Adenomatous Polyposis), 
personal history of colorectal cancer, and family history that warrants investigation for hereditary 
colorectal cancer syndromes (Ministry of Health 2012). 
 
 
 

EQUITY 
 
Ensuring an equity focus is a priority for NZSG. Evidence indicates that Māori are less likely than non-
Maori to have access to early diagnosis for some cancers, including colorectal cancers. Survival 
outcomes for colorectal cancer are significantly poorer for Māori than for non-Māori. Comorbidity 
and difficulties with accessing health services for colon cancer account for about 30 percent of 
excess mortality among Māori (Hill, Sarfati, et al 2010).  
 
For this reason, it is important that clinicians make decisions that contribute to equitable outcomes 
for Māori and Pacific peoples in particular. Surveillance intervals are determined by IBD extent and 
severity. There is no evidence that IBD is more severe or extensive in Māori and Pacific peoples. 
 

 
ASSOCIATED DOCUMENTS 
 
 
Table 1: Associated documents  

Gordon et al. ECCO Guidelines on Inflammatory Bowel Disease and 
Malignancies, Journal of Crohn's and Colitis, Volume 17, Issue 6, June 2023, Pages 827–
854, https://doi.org/10.1093/ecco-jcc/jjac187 

 

East JE, Gordon M, Nigam GB, et al; British Society of Gastroenterology guidelines on 
colorectal surveillance in inflammatory bowel disease. Gut Published Online First: 30 
April 2025. doi: 10.1136/gutjnl-2025-335023 

Murthy SK, Feuerstein JD, Nguyen GC, Velayos FS. AGA Clinical Practice Update on 
Endoscopic Surveillance and Management of Colorectal Dysplasia in Inflammatory 
Bowel Diseases: Expert Review. Gastroenterology. 2021 Sep;161(3):1043-1051.e4. doi: 
10.1053/j.gastro.2021.05.063. PMID: 34416977. 

 

https://doi.org/10.1093/ecco-jcc/jjac187
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HIGH QUALITY IBD 
SURVEILLANCE COLONOSCOPY 
 
High-quality colonoscopy is the prerequisite for these recommendations. Surveillance should be 
adjusted for suboptimal colonoscopy. To be of high quality and detect dysplastic lesions, the 
colonoscopy must involve verified and documented caecal intubation, adequate colonoscopy 
withdrawal time (CWT), good colonoscopy technique and adequate bowel preparation. The ideal 
CWT for IBD surveillance should be longer than the minimum CWT (6 minutes) for adenoma 
detection in the general population, ideally aiming for a withdrawal time of 15-17 minutes. 
Recommended biopsy protocols should be followed. 
 
Surveillance should be performed with high definition colonoscopes with use of HD-white light, dye 
spray, or virtual chromoendoscopy dependent on availability and user expertise. If only SD scopes 
are available, an adjunct must be used, or referral is required to a centre with access to HD scopes. 
Random 10cm four-quadrant biopsies should be restricted to limited indications or where adequate 
mucosal assessment is not possible (e.g. poor bowel preparation or segments with dense post-
inflammatory polyposis).  
 
Where possible, surveillance colonoscopies should be performed when IBD is in remission. Active 
inflammation can interfere with both endoscopic detection and histologic assessment of dysplasia.  
 
At a minimum, the Boston Bowel Preparation Score (BBPS) on withdrawal needs to be 6 or higher, 
with no single segment score under 2. A full description of what constitutes the expected good 
practice is described in the Standards for Individuals Performing BSP colonoscopy (Endoscopy 
Governance Group for New Zealand 2017). 
 
 
 

FAMILY HISTORY 
Colorectal cancer (CRC) in first degree relatives (FDR) infers an increased risk of dysplasia, especially 
if FDR was under 50yo at time of CRC diagnosis. Documenting family history of CRC in IBD patients is 
crucial to determine optimal surveillance intervals.  
 
Discussion and voting took place to determine how family history is incorporated into IBD 
surveillance. This occurred both within the IBDWG and later amongst national representatives, 
which included general gastroenterologists and specialists with expertise in the management of IBD. 
 
These guidelines endorse annual IBD surveillance for patients with FDR CRC <50yo, and 3-yearly 
surveillance for patients with FDR CRC >50yo. IBD patients at population risk (e.g. proctitis, isolated 
small bowel involvement) do not require additional IBD surveillance regardless of family history. 
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KEY DIFFERENCES TO 2012 
SURVEILLANCE GUIDELINES 
 

1. Clarification that surveillance is determined based on the degree of inflammation from the 

most recent colonoscopy, rather than historic colonoscopy findings. 

2. Screening colonoscopy should be offered to all IBD patients 8 years after diagnosis to assess 

for change in disease phenotype. Patients with small bowel Crohn’s disease and ulcerative 

proctitis without disease extension have population risk of CRC and do not require IBD 

surveillance. 

3. Both endoscopic and histologic inflammation infer risk of dysplasia. Standardized reporting 
should be encouraged, and routine biopsies should be performed from right and left colon 
to allow for histologic disease activity assessment. Moderate endoscopic and histologic 
inflammation infer intermediate risk rather than high risk.  

4. Post-inflammatory polyps do not infer additional risk as long as mucosal visualization is not 
impaired. 

5. Invisible dysplasia should first be referred to an advanced endoscopist with IBD experience 
for re-scope, then unresected invisible dysplasia must be followed by annual colonoscopy for 
a minimum 5 years. 

6. Modality of surveillance is dependent on user expertise but at a minimum requires HD-WL 
or DCE+/-VCE. If only SD-WL is available, then an adjunct must be used, or referral to a 
centre with access to HD scopes. 

7. In addition to targeted biopsies, four-quadrant 10cm biopsies should be encouraged in those 
with PSC, a personal history of dysplasia/neoplasia, or a tubular colon. Four-quadrant 10cm 
biopsies should also be considered in cases where full mucosal assessment is suboptimal (eg 
dense post-inflammatory polyps), suboptimal bowel preparation, or where colitis impairs 
visualization. 

8. Patients not actively involved in the IBD surveillance program should start NBSP when 
invited. 

9. Patients with 2 consecutive high-quality colonoscopies demonstrating deep remission who 
are eligible for NBSP can exit regular IBD surveillance and enter NBSP. 

10. The withdrawal time in IBD needs to be longer than the minimal 6minute CWT for adenoma 
detection. We encourage an optimal withdraw time of at least 15-17minutes hence IBD 
surveillance colonoscopies should be allocated appropriate time-slots. 

 
 
These guidelines align more closely to the 2023 ECCO guidelines rather than the 2025 BSG 
guidelines, as the former is felt to be more user-friendly, and have surveillance intervals which align 
closely to New Zealand national polyp surveillance guidelines.  
 
These guidelines have not encouraged routine use of multivariate risk calculators e.g. https://ibd-
dysplasia-calculator.bmrc.ox.ac.uk due to perceived limitations of these risk models, including an 
over-emphasis on historic inflammation and historic disease distribution, as well as exclusion of 
family history. 
 

 

https://ibd-dysplasia-calculator.bmrc.ox.ac.uk/
https://ibd-dysplasia-calculator.bmrc.ox.ac.uk/
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IBD SURVEILLANCE GUIDANCE 
2025 
 

 

Colonoscopy should be offered to all IBD patients 8 years after diagnosis¹ 
 

 

Population Risk² 
 
Small bowel disease 
without colonic 
involvement, or disease 
limited to rectum  
 

Consider NBSP for 
eligible patients who 
have had 2 consecutive 
high-quality 
colonoscopies with no 
endoscopic or histologic 
inflammation 

 

 Low Risk 
 
Left sided colitis or colitis 
affecting <50% of colon, 
regardless of 
inflammation 
 
Extensive colitis with no 
(or minimal patchy) 
inflammation³ 
 
 
 

 

 Intermediate Risk 
 
Extensive colitis with 
mild or moderate 
inflammation³ 
 
CRC in first degree family 
member >50yo 
 
 
 
 
 

 

 High Risk 
 

Extensive colitis with 
evere inflammation³ 
 

PSC4 

 

Colonic stricture within 
last 5 years 
 

“Invisible dysplasia” 
within past 5 years5 

 

CRC in first degree family 
member <50yo 

 

 
 
 

 
 
 
 

 

No IBD surveillance 
Enrol in NBSP 

 

 

Surveillance 
colonoscopy in 

 5 years 

 

Surveillance 
colonoscopy in  

3 years 

 

 
Surveillance 

colonoscopy in 
1 year 

 

 
1. Consider starting surveillance 8 years after symptom onset rather than IBD diagnosis, especially if delay to diagnosis 
2. Patients at population risk do not require additional IBD surveillance, regardless of family history of CRC 
3. Either endoscopic or histologic inflammation  
4. Including post-liver transplant patients 
5. Includes ‘indefinite for dysplasia’   

 

Post-inflammatory polyps do not infer additional risk as long as they do not interfere with mucosal visualisation  

 
Figure 1. Summarises the new guidance for surveillance in patients with IBD 
 

 

When possible, surveillance colonoscopy should be performed during IBD remission using DCE, VCE or HD-WLE 
4-quadrant 10cm biopsies should be performed in patients with PSC, personal history of neoplasia or a tubular colon 
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