
Digestive findings that do not require endoscopic surveillance –
Reducing the burden of care: European Society of Gastrointestinal
Endoscopy (ESGE) Position Statement

Authors

Enrique Rodríguez-de-Santiago* 1, Leonardo Frazzoni* 2, Lorenzo Fuccio2, Jeanin E van Hooft3, Thierry Ponchon4,

Cesare Hassan5, Mário Dinis-Ribeiro6,7

Institutions

1 Department of Gastroenterology and Hepatology,

Hospital Universitario Ramon y Cajal, University of

Alcala, IRYCIS, Madrid, Spain

2 Department of Medical and Surgical Sciences DIMEC,

University of Bologna, Italy

3 Department of Gastroenterology and Hepatology,

Cancer Center Amsterdam, Amsterdam University

Medical Centers, The Netherlands

4 Gastroenterology Division, Edouard Herriot Hospital,

Lyon, France

5 Nuovo Regina Margherita Hospital, Rome, Italy

6 Center for Research in Health Technologies and

Information Systems (CINTESIS), Faculty of Medicine,

Porto, Portugal

7 Gastroenterology Department, Portuguese Oncology

Institute of Porto, Portugal

Bibliography
DOI https://doi.org/10.1055/a-1137-4721
Published online: 14.4.2020 | Endoscopy 2020; 52: 1–7
© Georg Thieme Verlag KG Stuttgart · New York
ISSN 0013-726X

Corresponding author
Mário Dinis-Ribeiro, MD, Department of Gastroenterology, 
Instituto Português de Oncologia do Porto, Rua
Dr. Bernardino de Almeida, 4200-072 Porto, Portugal 
Fax: +351-22-5084000
mario.ribeiro@ipoporto.min-saude.pt

SUMMARY OF STATEMENTS

With the aim of reducing the overall burden of care, ESGE

recommends against surveillance of a series of conditions.

Namely:

ESGE recommends against surveillance of individuals with

the following: an inlet esophageal patch; Los Angeles (LA)

grade A or B erosive esophagitis; or < 1 cm columnar-lined

esophagus.

ESGE recommends against surveillance of those with

intestinal metaplasia limited to the antrum unless addition-

al risk factors are present, such as persistent Helicobacter

pylori infection, incomplete metaplasia, or a family history

of gastric cancer; or for fundic gland polyps in the absence

of suspicious endoscopic features or hereditary syndromes.

ESGE recommends against surveillance of gastrointestinal

leiomyomas, lipomas, and antral pancreatic rests, provided

that these lesions have typical ultrasonographic features.

ESGE recommends against routine endoscopic surveil-

lance in duodenal peptic ulcer, unless symptoms persist de-

spite adequate therapy.

ESGE suggests against surveillance of confirmed pancrea-

tic serous cystic neoplasms.

ESGE recommends against endoscopic surveillance for pa-
tients with hyperplastic polyps in the rectosigmoid, with 1–

4 adenomas <10 mm with low-grade dysplasia, or with a

serrated polyp <10 mm without dysplasia.

ESGE recommends against surveillance of gastrointestinal

conditions in individuals over 80 years old who have less

than 10 years of life expectancy and poor general health

status.

Position statement

* These authors contributed equally.
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Introduction
Gastrointestinal, liver, and pancreatic disease demand a sub-
stantial use of health care system resources worldwide. It is es-
timated that in 2015, annual health care costs totalled $135.9
billion in the United States [1]. In Europe, recent data suggest
that there is a growing incidence of functional and malignant
gastrointestinal disease across the continent, leading to an in-
creased demand for outpatient visits, hospitalizations, diagnos-
tic techniques, and invasive procedures [2].

Awareness that early diagnosis of gastrointestinal (GI) can-
cer leads to a reduction in cause-specific mortality has led to
massive utilization of endoscopic and imaging procedures,
accounting for a significant share of gastrointestinal expendi-
ture [3]. As a result, a substantial proportion of patients who
have been diagnosed with one or more precancerous condi-
tions or lesions enter into surveillance protocols. This has been
the case for patients with prior resection of colorectal adeno-
mas or diagnosis of Barrett’s esophagus (BE) or gastric precan-

cerous conditions. However, cohort studies on the natural his-
tory of these conditions have shown that at least some of them
do not have additional carcinogenic potential, thereby ques-
tioning the usefulness of endoscopic surveillance. To overcome
a procedure overload on already limited endoscopic capacity,
the general approach of European Society of Gastrointestinal
Endoscopy (ESGE) guidelines, as well as those from other inter-
national or national societies, has been towards a much more
conservative use of surveillance. This has been based on two
main factors, namely the actual magnitude of the baseline risk
and the efficacy of surveillance in reducing it [4–7]. Moreover,
advanced patient age, usually above 80 years, or less than 10
years of life expectancy and unfitness for further care may
weaken the clinical significance of endoscopic surveillance.

This ESGE Position Statement aims to provide an updated
summary of recommendations with regard to endoscopic find-
ings that do not warrant endoscopic surveillance, based on
guidelines by ESGE and other gastroenterological scientific so-
cieties. Adherence to these recommendations would reduce
costs and morbidity and optimize the use of human and mate-
rial resources.

Methods
A list of prevalent gastrointestinal conditions that may not re-
quire surveillance was elaborated, with reported prevalence
and malignancy risk (▶Table 1). In July 2019, clinical guidelines
and position statements published since July 2009 by the lead-
ing European and American scientific societies were screened
for nonsurveillance statements addressing these conditions.
When more than one guideline from the same society was
available, the most up-to-date version was selected. The in-
cluded guidelines are reported in ▶Table 2.

A literature review restricted to peer-reviewed journals was
also conducted in Pubmed, Web of Knowledge, and Embase in
search of relevant articles that might have a significant impact
on the recommendations. Articles published in English were
considered.

Esophagus
Inlet patches

An inlet patch is commonly defined as the presence of
islands of heterotopic gastric mucosa in the proximal esopha-
gus. Prevalence varies from 0.1 to 12%, neoplastic progression
is extremely rare, and fewer than 60 cases of adenocarcinoma
have been reported in the literature [17, 18]. According to a
position statement of the British Society of Gastroenterology
(BSG) and the Association of Upper Gastrointestinal Surgeons
of Great Britain and Ireland (AUGIS), regarding quality stand-
ards in esophagogastroduodenoscopy (EGD), there is no evi-

ABBREVIATIONS

ACG American College of Gastroenterology
AGA American Gastroenterological Association
ASGE American Society for Gastrointestinal Endoscopy
AUGIS Association of Upper Gastrointestinal Surgeons

[of Great Britain and Ireland]
BE Barrett’s esophagus
BSG British Society of Gastroenterology
CRC colorectal cancer
CT computed tomography
EGD esophagogastroduodenoscopy
EHMSG European Helicobacter and Microbiota Study

Group
ESGCTP European Study Group on Cystic Tumours of the

Pancreas
ESGE European Society of Gastrointestinal Endoscopy
ESP European Society of Pathology
GI gastrointestinal
GIST gastrointestinal stromal tumor
IM intestinal metaplasia
LA Los Angeles [classification of gastroesophageal

reflux disease]
NSAID nonsteroidal anti-inflammatory drug
RCT randomized controlled trial
SPED Sociedade Portuguesa de Endoscopia Digestiva

STATEMENT

ESGE recommends against routine endoscopic surveil-
lance of inlet patches.

SOURCE AND SCOPE

Aiming at reducing the overall burden of care, this Posi-
tion Statement from the European Society of Gastrointes-
tinal Endoscopy (ESGE) reviews current guidelines in field
of gastrointestinal endoscopy and emphasizes those
situations in which no surveillance is recommended.
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dence to support routine biopsy or surveillance [8]. No other
guidelines specifically address the management of an inlet
patch. Recent prospective cohort studies confirm that malig-
nancy is exceptional and do not support regular biopsy or sur-
veillance unless mucosal irregularities are seen [19].

Erosive esophagitis

Erosive reflux disease is defined as the coexistence of symp-
toms related to gastroesophageal reflux and erosive esophagi-
tis [10]. Erosive esophagitis is found in approximately 11% of
patients referred for EGD [20], being of low grade, i. e., Los An-
geles (LA) grade A or B in most cases [10]. A recent European
Consensus stated that LA grade A esophagitis is nonspecific
for reflux, as it can be found in 5%–7.5% of asymptomatic con-
trols, and questioned the interobserver reliability of LA grade B
esophagitis [21]. The prevalence of Barrett’s esophagus (BE) on
repeat endoscopy following treatment of erosive esophagitis
with proton-pump inhibitors (PPIs) has been reported in up to
12% of cases overall [22]. Nevertheless, BE is most commonly
obscured by LA grades C and D esophagitis, with a reported
lower occurrence in lower grades [10, 23,24]. Therefore, a re-
peat EGD after a 6–8-week course of PPI therapy is recommen-

ded in patients with severe esophagitis (i. e., LA grades C or D)
[8, 10,22] and can be considered in lower grades [10].

Barrett’s esophagus

Oversurveillance of BE has been extensively documented
worldwide and can occur in two out of three patients with BE
[25]. For short-segment (1 to <3 cm) and long-segment (≥3
cm) BE without dysplasia, 5-year and 3-year endoscopic follow-
up, respectively, are advisable [4]. However, routine biopsies or
endoscopic surveillance are not recommended for patients
with an irregular Z-line or columnar-lined esophagus of < 1 cm
[4, 11, 12]. This subgroup of patients accounts for findings in
up to 10% of EGDs in study series [26] and does not have an in-
creased risk of esophageal carcinoma regardless of the pres-
ence of intestinal metaplasia (IM) [27, 28].

In addition, all guidelines agree that when dysplasia is
detected, only patients who are candidates for therapy should
enter EGD surveillance programs [4, 9, 11, 12]. Age and co-
morbidity should be considered for each individual when bal-
ancing the benefits and risk of surveillance [29]. Only the
European Society of Gastrointestinal Endoscopy (ESGE) guide-
lines provide an arbitrary cut-off of 75 years of age for stop-

▶Table 1 Prevalent digestive findings that might not require endoscopic surveillance.

Finding or condition Prevalence Malignancy risk

Esophagus Inlet patch 0.1%–12% 0–1.6% risk of dysplasia

Erosive esophagitis 11% 0–9% risk of Barrett’s esophagus for
LA grade A or B erosive esophagitis

< 1 cm columnar-lined esophagus 10% No increased risk of esophageal
cancer

Stomach Intestinal metaplasia or atrophy limited
to one location (i. e., antrum or corpus
only)

Up to 25% 0.55% risk of progression to gastric
cancer

Fundic gland polyps 13%–77% No documented risk of gastric cancer
if < 1 cm and no suspicious features

Subepithelial lesions Leiomyoma 0.08%–0.43% Benign lesion

Lipoma 0.2% Benign lesion

Pancreatic rest 0.6%–13.7% Anecdotal malignant
transformation

Duodenum Duodenal peptic ulcer 2%–13% No cancer risk

Pancreas Serous cystic neoplasm Up to 16% of pancreatic cystic
neoplasms

Benign lesion

Colon Low-risk adenomas ~15%–30% No increased risk versus general
population

LA, Los Angeles [classification of gastroesophageal reflux disease]

STATEMENT

ESGE recommends against endoscopic surveillance for
individuals with <1 cm columnar-lined esophagus.

STATEMENT

ESGE recommends against routine endoscopic surveil-
lance of Los Angeles (LA) grade A or B erosive esophagitis.
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ping surveillance in the absence of dysplasia. Extended moni-
toring up to 80 years of age can be considered on an individual
basis [4].

Stomach
Premalignant conditions: intestinal metaplasia
and atrophy

The risk of developing gastric adenocarcinoma parallels the
severity and extent of gastric atrophy and intestinal metaplasia.
There are no randomized controlled trials (RCTs) proving the
benefit of surveillance, but observational data indicate that
periodic endoscopy can lead to earlier diagnosis and improved
survival [30].

Patients diagnosed with IM at a single location of the stom-
ach, i. e., antrum or corpus only, have only a slightly higher risk
of gastric cancer than the general population [31]. For patients
with mild to moderate atrophy restricted to the antrum, there
is no evidence to support surveillance [6, 31]. The slightly in-
creased risk of gastric cancer does not justify follow-up in most
patients, particularly if a high-quality EGD with biopsies has ex-
cluded advanced stages of IM or atrophy [6]. Consequently, two
recent guidelines published in 2019 do not recommend surveil-

lance for patients with IM limited to the antrum unless addi-
tional risk factors for gastric adenocarcinoma are present,
such as persistent H. pylori infection, incomplete metaplasia,
or a family history of gastric cancer. In these latter cases, 3-
year surveillance with chromoendoscopy and guided biopsies
is advisable [6, 13].

Fundic gland polyps

Fundic gland polyps are the most frequent type of polyps in
the stomach, ranging from 13% to 77% of such polyps. The BSG
is the only scientific society that provides detailed recommen-
dations for the management of gastric polyps [13]. Polypec-
tomy of fundic gland polyps may be appropriate when the size
is > 1 cm, the location is antral, or when worrisome findings
such as ulceration or aberrant surface pattern are present. The
risk of malignancy in fundic gland polyps without suspicious
features or a context of familial adenomatous polyposis is re-
markably low, which makes surveillance unnecessary [13].

STATEMENT

ESGE recommends against endoscopic surveillance for
fundic gland polyps, unless there are suspicious endo-
scopic features, such as ulceration or aberrant surface
pattern, or in the context of hereditary syndromes.

▶Table 2 Summary of included guidelines addressing the selected topics with regard to no surveillance.

Finding or condition Guideline

Esophagus Inlet patch BSG-AUGIS 2017 [8]

Erosive esophagitis ASGE 2012 [9], Katz et al 2013 [10], BSG –
AUGIS 2017 [8]

< 1 cm columnar-lined esophagus BSG 2014 [11], ACG 2016 [12], ESGE 2017 [4]

Stomach Intestinal metaplasia or atrophy limited to one location
(i. e., antrum or corpus only)

ESGE – EHMSG – ESP – SPED 2019 [6]

Fundic gland polyps BSG 2019 [13]

Subepithelial lesions Leiomyoma ASGE 2017 [14]

Lipoma ASGE 2017 [14]

Pancreatic rest ASGE 2017 [14]

Duodenum Duodenal peptic ulcer ASGE 2010 [15], BSG – AUGIS 2017 [8]

Pancreas Serous cystic neoplasm ACG 2018 [5], ESGCTP 2018 [16]

Colon Low-risk adenomas ESGE 2020 [forthcoming]

ACG, American College of Gastroenterology; ASGE, American Society for Gastrointestinal Endoscopy; AUGIS, Association of Upper Gastrointestinal Surgeons [of
Great Britain and Ireland]; BSG, British Society of Gastroenterology; EHMSG, European Helicobacter and Microbiota Study Group; ESGCTP, European Study Group
on Cystic Tumours of the Pancreas; ESGE, European Society of Gastrointestinal Endoscopy; ESP, European Society of Pathology; SPED, Sociedade Portuguesa de
Endoscopia Digestiva.

STATEMENT

ESGE recommends against surveillance for patients with
intestinal metaplasia in the antrum unless additional risk
factors are present, such as persistent Helicobacter pylori
infection, incomplete metaplasia, or a family history of
gastric cancer.
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Subepithelial lesions

Leiomyomas are among the most common benign neo-
plasms of the GI tract, mostly located in the esophagus and
with a prevalence of 0.08%–0.43% [32]. Leiomyomas originate
in the muscular layer (muscularis mucosae). According to the
2017 American Society for Gastrointestinal Endoscopy (ASGE)
guidelines, leiomyomas do not require endoscopic surveillance
and therapy should only be considered when there are associat-
ed symptoms [14]. An observational cohort study published in
2018 endorses this statement as the authors did not find any
case of malignant transformation and growth of esophageal
leiomyomas was minimal (5 mm over 70 months of follow-up)
[33].

Lipomas are benign neoplasms made of adipose tissue, most
frequently arising in the colon and gastric antrum [14], with a
prevalence of around 0.2%. Similarly, asymptomatic lipomas lo-
cated in the gastrointestinal tract do not require monitoring
[14].

Pancreatic rests often present as subepithelial lesions with
normal overlying mucosa and a central umbilication, and the
prevalence is between 0.6% and 13.7% [34]. ASGE suggests
that a firm, round subepithelial lesion with central umbilication
along the greater curve of the antrum of the stomach can be
considered diagnostic for a pancreatic rest. Further investiga-
tion with endoscopic ultrasound and follow-up is not required
when these typical features are encountered [14]. However,
the differential diagnosis from other subepithelial lesions such
as gastrointestinal stromal tumor (GIST), may be challenging
when these typical features are not fully met [35].

Duodenum
Peptic ulcer disease

Duodenal ulcer is found in approximately 2%–13% of EGDs
[20], and is among the most frequent causes of upper gastroin-
testinal bleeding. Duodenal ulcers are extremely unlikely to be
malignant, and ASGE does not recommend routine perform-
ance of biopsy [15]. Surveillance EGD is of low clinical signifi-
cance when symptoms resolve after PPI treatment, along with
the eradication of H. pylori if present and discontinuation of
nonsteroidal anti-inflammatory drugs (NSAIDs) [8, 15]. In fact,

approximately 90% of these ulcers will heal [36]. On the other
hand, surveillance EGD should be proposed to patients with
duodenal ulcer with persisting symptoms, to exclude refractory
peptic ulcers and ulcers with a nonpeptic cause [15].

Pancreas

Pancreatic cysts are often incidentally detected in patients
who undergo abdominal imaging, with a reported prevalence
that ranges from 2% on abdominal computed tomography
(CT) scan to up to 44% on magnetic resonance cholangiopan-
creatography [5]. Some pancreatic cysts have a risk of malig-
nant transformation and follow-up may allow early detection
of pancreatic cancer. On the other hand, this risk seems to be
low, and it is unclear whether there is any survival benefit of
surveillance over no surveillance. Also, the cost of cyst surveil-
lance is high, and there are no cost– effectiveness analyses.
Therefore, adequate management is still controversial, given
that most evidence is graded as very low and given the lack of
RCTs. There are several guidelines available that recommend
differing approaches [5, 16, 37, 38].

At diagnosis, endoscopic ultrasound (EUS) and cyst fluid
analysis should be considered in cysts in which the diagnosis is
unclear, when there are high-risk stigmata (principally larger
size, solid component, and a dilated main pancreatic duct),
and when results may change patient management. EUS-
guided sampling is not recommended for lesions ≤10 mm in
diameter, which is below the minimum required size to obtain
fluid for at least one analysis [39]. In the absence of concerning
features, surveillance of neoplastic cysts (mainly side-branch
intraductal papillary mucinous neoplasms) is guided by cyst
size.

There are very little data to support lengthening or discon-
tinuation of surveillance. All guidelines recommend against
follow-up in patients unfit for surgery [5, 16, 37, 38].

Serous cystic neoplasms are a benign entity without malig-
nant potential, accounting for up to 16% of pancreatic cystic
neoplasms in surgical series [40]. The 2018 guidelines from
the European Study Group on Cystic Tumours of the Pancreas
recommend that asymptomatic serous cystic neoplasms
should be followed up for 1 year [16]; two guidelines agreed
that periodic surveillance is not necessary after that time, and
a symptom-based follow-up is preferable [5, 16].

At present, only the American Gastroenterological Associa-
tion (AGA) guideline recommends halting surveillance of pan-
creatic cysts after 5 years of follow-up if there are no high-risk
features and the size of the cyst remains stable [38]. The re-
maining published guidelines contemplate ending surveillance
only if a patient is no longer a surgical candidate and in those
aged over 75–85 years, in an approach similar to that for colo-
rectal cancer (CRC) screening [5, 16, 37, 38].

STATEMENT

ESGE recommends against routine endoscopic surveil-
lance in duodenal peptic ulcer, unless symptoms persist
despite adequate therapy.

STATEMENT

ESGE suggests against surveillance of confirmed pancre-
atic serous cystic neoplasms.

STATEMENT

ESGE suggests against surveillance of gastrointestinal
leiomyomas, lipomas, and antral pancreatic rests, regard-
less of the size of these lesions, provided that they have
typical ultrasonographic features and are asymptomatic.
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Colorectal polyps
Post-polypectomy surveillance

Patients with hyperplastic polyps in the rectosigmoid, 1–4
adenomas <10 mm with low-grade dysplasia, or a serrated
polyp <10 mm without dysplasia do not require surveillance
and can re-enter screening programs or be referred for colo-
noscopy in 10 years, as this subgroup of patients holds a similar
risk of CRC as the general population [7]. It should be remarked
that these recommendations only apply when a high-quality
baseline colonoscopy with removal of all detected neoplastic
lesions has been performed [7].

Age and surveillance

As a consequence of improved living conditions and advan-
ces in medical science, life expectancy in Western countries has
progressively increased in the last century. This raises the ques-
tion of whether it would be best to surveil all patients at all
ages, or whether some reasonable commonsense rules for dis-
continuing endoscopic surveillance might be applied. We be-
lieve that the latter option is preferable for at least two reasons.
First, endoscopy is an invasive procedure and carries some risks
for adverse events that are more frequent and serious in elderly
people [41]. Second, the endoscopic surveillance of a condition
or lesion with additional carcinogenic risk is justified only in pa-
tients who might benefit from an early diagnosis, in the sense
that they are fit for curative or prognosis-changing treatment.
From this point of view, some existing guidelines recommend
discontinuation of endoscopic surveillance among older pa-
tients [7, 42].

Conclusion
Unnecessary surveillance procedures are commonplace in daily
practice. In this Position Statement, we have briefly collated the
various guidelines’ recommendations regarding clinical scenar-
ios where surveillance endoscopic procedures should not be
performed or can be discontinued. Adherence to these recom-

mendations would lead to a substantial reduction in costs and
iatrogenic adverse events.

However, we must acknowledge that the evidence support-
ing these recommendations is still low as no RCTs evaluating
nonsurveillance strategies have been conducted. Moreover,
other GI changes and variations were considered during the de-
velopment of this document, such as esophageal papillomas,
duodenal gastric intestinal metaplasia or brunneroma, and ileal
lymphoid hyperplasia. However they are not included as the
available guidelines made no definitive suggestions concerning
them.

Therefore, case-by-case analysis, considering the key factors
of age, co-morbidity, life expectancy, and patient preference,
remains essential to tailoring surveillance strategies. More re-
search in this field is mandatory to promote the economic via-
bility of health care systems and to ensure that the benefits of
surveillance outweigh the risks.

ESGE position statements represent a consensus of best prac-
tice based on the available evidence at the time of preparation.
They may not apply in all situations and should be interpreted in
the light of specific clinical situations and resource availability.
Further controlled clinical studies may be needed to clarify as-
pects of these statements, and revision may be necessary as
new data appear. Clinical consideration may justify a course of
action at variance to these statements. ESGE position state-
ments are intended to be an educational device to provide in-
formation that may assist endoscopists in providing care to pa-
tients. They are not rules and should not be construed as estab-
lishing a legal standard of care or as encouraging, advocating,
requiring, or discouraging any particular treatment.
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