A colonoscopy allows a doctor to examine a part of the body that usually works quietly
out of sight: the inside of the large intestine. The word joins colon, a major portion of the
large intestine, with -scopy, meaning examination with a viewing instrument. During the
procedure, a flexible tube containing a light and camera is gently passed through the
anus into the rectum and colon. That instrument is called a colonoscope. It sends images
to a screen so the doctor can inspect the intestinal lining. The examination can also
provide a way to collect tissue samples, remove certain growths, and sometimes treat
bleeding. Its usefulness comes from combining a close visual examination with the
ability to act on some of what is found. NIDDK

Understanding the anatomy makes the procedure easier to picture. After food leaves the
stomach, it enters the small intestine, where much digestion and nutrient absorption
occur. The remaining material moves into the large intestine, which absorbs additional
water and helps turn that material into stool, the solid waste passed during a bowel
movement. The colon travels upward along the right side of the abdomen, across the
upper abdomen, down the left side, and through a curved section leading toward the
rectum. The rectum stores stool before it exits through the anus, the opening at the end
of the digestive tract. A colonoscopy examines this lower portion of the system. It does
not travel through the stomach or inspect the entire small intestine. NIDDK

There are several reasons for having this examination, and the distinction helps explain
why different people receive different recommendations. Screening means looking for
disease or its warning signs in someone without symptoms. A diagnostic examination
investigates a symptom or an abnormal result, such as blood in the stool or a positive
stool screening test. Surveillance means scheduled follow-up for someone with a
relevant history, such as previously removed precancerous polyps. The instrument may
be the same in all three situations, but the clinical question differs. One person’s doctor
is checking for an otherwise silent problem; another’s is investigating a change;
another’s is monitoring an established risk. Consequently, advice given to a friend may
not match the plan appropriate for you. PMC

Much of the preventive value concerns polyps, growths arising from the lining of the
colon or rectum. Some protrude on a small stalk, while others are broad or relatively flat.
A polyp is not automatically cancer. Certain types, including adenomas, have the
potential to develop into cancer over time, although most individual polyps never do.
Precancerous describes tissue changes that could progress toward cancer; it does not
mean cancer is already present or that progression is inevitable. Removing an
appropriate growth can interrupt that possible progression. This is why screening may
help prevent disease as well as detect it early. A person can feel well and have regular
bowel movements while a polyp is present. Symptoms are not a dependable way to know
whether the lining is free of these changes. NCI

For adults at average risk, meaning they do not have particular personal or family
histories that call for a different approach, the U.S. Preventive Services Task Force
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recommends colorectal cancer screening from ages 45 through 75. Colorectal simply
means relating to the colon and rectum. Between ages 76 and 85, screening decisions
are individualized according to health, previous screening, and preferences; routine
screening is discontinued after 85 under this guidance. These are recommendations for
screening, not instructions to wait until 45 when symptoms occur. They also do not mean
that every eligible person must choose colonoscopy. Several screening methods are
available, and the appropriate choice depends on the person’s circumstances and
willingness to complete the required follow-up. United States Preventive Services
Taskforce

Family history can change the starting age, preferred test, and frequency. A first-degree
relative is a parent, sibling, or child. Tell the clinician which relative had colorectal cancer
or an advanced polyp and approximately how old that person was when diagnosed.
“Cancer runs in the family” provides less useful information than identifying the type and
age of diagnosis. Some inherited conditions, including Lynch syndrome, increase cancer
risk and require specialized screening plans. Long-standing inflammatory bowel disease
affecting the colon can also change surveillance needs. The recommendation should
reflect that history rather than simply follow an age printed on a general screening
notice. If relatives remember having “polyps,” obtaining the actual report can help clarify
what kind they had. How Often to Have ...

Symptoms deserve their own evaluation. Persistent rectal bleeding, an unexplained
change in bowel habits, ongoing diarrhea, or unexplained weight loss may lead a
clinician to consider colonoscopy alongside other tests. These symptoms have many
possible causes, and having one does not establish that cancer is present. The reason
for investigating is to distinguish among those possibilities. It is equally important not to
assume that visible blood must come from hemorrhoids simply because hemorrhoids are
common. A previous normal screening result does not make a new symptom irrelevant.
The clinician considers the pattern, duration, examination, medical history, and other
results before deciding which investigation is appropriate. AGA Gl Patient Center

Preparation begins with a conversation about health and medications, rather than with
the first glass of laxative. The team needs an accurate list of prescriptions,
nonprescription medicines, supplements, and allergies. Report diabetes, heart or lung
problems, kidney disease, previous difficulties with anesthesia, and relevant surgery.
Anticoagulants, often called blood thinners, reduce blood clotting; changing them
requires balancing bleeding risk against the reason they were prescribed. Diabetes
medicines may also need an individualized plan when eating changes. Do not stop or
adjust these treatments on your own. Ask for clear instructions stating what to take, what
to change, and when normal dosing should resume. The safest preparation is one
designed around the patient as well as the appointment. AGA Gl Patient Center

Medicines used for diabetes and weight management deserve specific mention because
advice about them has evolved. GLP-1 receptor agonists, a class that includes
semaglutide, can slow stomach emptying. That can be vital during sedation because
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stomach contents may enter the airway, an event called aspiration. Multi-society
guidance indicates that many patients can continue these medicines, while others need
additional precautions or a different plan based on symptoms and risk. There is no
appropriate blanket instruction here to stop every medicine in this class. Tell the
endoscopy and anesthesia teams what you use, whether the dose recently changed, and
whether you have nausea, vomiting, or a feeling that food remains in your stomach

unusually long. American Gastroenterological Association

The bowel must then be cleaned so the camera can see its lining. Bowel preparation,
usually shortened to prep, combines prescribed dietary changes with medication that
produces repeated bowel movements. A laxative helps move stool out of the intestine;
colonoscopy preparations are designed to clear enough material for examination.
Remaining stool can conceal a small growth or prevent a complete inspection. This is
why preparation is part of the test’s accuracy, not merely an inconvenient requirement
before it. If cleansing is inadequate, the doctor may need to stop, shorten the
recommended follow-up interval, or arrange another examination. The appearance of the
final bowel movements is helpful, but it does not replace completing the prescribed

regimen. Bowel Preparation

Modern guidance generally favors split-dose preparation, in which the cleansing
medication is divided into portions, with part taken closer to the examination. For many
morning appointments, that means one portion the evening before and another early that
morning. Timing helps limit the amount of material that can accumulate again before
inspection. The exact schedule depends on the preparation product, appointment time,
and medical circumstances. Follow the endoscopy center’s written schedule, including
its instructions about when all drinking must stop before sedation. If the written
instructions and a telephone explanation seem inconsistent, ask the center to reconcile
them. Guessing about timing can affect both the quality of the examination and

anesthesia safety. American Gastroenterological Association

Dietary instructions may include a temporary low-fiber or low-residue diet, which limits
foods likely to leave more material in the bowel, followed by a period of clear liquids. A
clear liquid is one that does not contain solid particles or substantial opaque material.
Depending on the center’s instructions, examples may include water, clear broth, apple
juice without pulp, and tea or coffee without milk or cream. A smoothie is still unsuitable
even though it is drinkable. Centers commonly restrict certain colors, particularly red or
purple, because they can interfere with interpretation. These are temporary preparation
rules, not a statement that fiber is ordinarily undesirable. Use the specific allowed-food
list provided to you rather than improvising from the word “liquid.” NIDDK

Expect frequent watery bowel movements and arrange to stay close to a bathroom. Make
room in the schedule for the preparation instead of assuming you can carry on with a
normal evening away from home. Drinking the permitted fluids as instructed helps
replace losses, but people with fluid restrictions or significant medical conditions need
individualized guidance. Persistent vomiting, inability to keep the preparation down,
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substantial dizziness, or severe abdominal pain warrants contacting the clinical team. Do
not add extra laxatives or substitute a different cleansing product without their advice.
Also report severe constipation or a previous unsuccessful prep in advance, because the
team may need to modify the regimen rather than repeat an approach that did not work.

asge.or

On the procedure day, the team checks your history, confirms the preparation, and
discusses informed consent—your agreement after receiving an explanation of the
purpose, likely benefits, important risks, and alternatives. Medicines are commonly
administered through an intravenous line, or IV, a small tube placed into a vein. Sedation
reduces awareness and discomfort. With moderate sedation, a patient may remain
responsive and remember some events; with deep sedation, the patient is usually asleep
and not easily awakened. General anesthesia is a different level and is not required for
every colonoscopy. The plan depends on the patient and the setting. Heart rate,
breathing, oxygen level, and other vital signs are monitored while these medicines are
used. Made for This Moment

During the examination, the doctor advances the flexible instrument through the colon
and then carefully inspects the lining while withdrawing it. Gas, often air or carbon
dioxide, helps open the space for viewing, while fluid and suction can help clear
remaining material. A complete examination usually reaches the cecum, the beginning of
the large intestine near its connection with the small intestine. No abdominal incision is
needed for a standard colonoscopy. The procedure itself commonly takes around thirty
to sixty minutes, with additional time needed for check-in and recovery; complex findings
can make it longer. The main goal is a thorough inspection, so completing the
examination quickly is not itself a measure of quality. Colonoscopy

If the doctor finds a removable polyp, tools can be passed through the scope to perform
a polypectomy, meaning polyp removal. A small wire loop called a snare may capture and
cut the tissue; the method depends on the growth’s size and characteristics. Larger or
technically difficult lesions may require another appointment with a specialist in
advanced removal. Discovering a polyp that cannot be safely removed immediately does
not automatically mean cancer or make surgery inevitable. The team may obtain
samples, document its location, and arrange the most suitable treatment. A biopsy is the
collection of tissue for laboratory examination. Patients generally do not feel the tissue
sampling itself, although distension and movement of the bowel can cause discomfort
during the procedure. Colonoscopy

Biopsies are useful for more than investigating cancer. A pathologist is a physician who
examines tissues and cells to help identify disease. Some bowel conditions produce
abnormalities that are too small to recognize with the camera alone. Microscopic colitis,
for example, is inflammation of the colon that can cause persistent watery diarrhea even
when the lining looks normal during colonoscopy. Tissue samples allow the pathologist
to look for the relevant changes under a microscope. Therefore, “the doctor took
biopsies” does not mean “the doctor found cancer.” It means visual inspection alone
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was insufficient to answer a question, and tissue examination may provide the missing
information. NIDDK

When a polyp is examined, its name helps determine the follow-up plan. An adenoma is a
type with precancerous potential. A serrated lesion has a saw-toothed microscopic
pattern, and certain serrated lesions also carry a risk of progression. Dysplasia means
abnormal cellular changes; the grade describes how abnormal the cells appear.
High-grade dysplasia is more concerning than low-grade change, but it is not
synonymous with an invasive cancer. Invasive means cancer has grown into deeper
tissue. These distinctions are precisely why a report saying “polyp removed” is only the
beginning of the explanation. Size, type, cellular features, and whether removal was
complete help establish what should happen afterward. American Cancer Society

Results therefore arrive in stages. The doctor can often describe the visual findings
shortly after the procedure, but laboratory results require additional time, sometimes
days to a couple of weeks depending on the facility and testing. Ask when and how you
should expect them, and whom to contact if they do not arrive. An abnormal finding is
not necessarily a cancer finding: the report may describe inflammation, small pouches in
the bowel wall, or a noncancerous growth. Keep a copy of both the procedure report and
any pathology report. Together they provide a more complete record than a remembered
statement such as “everything looked fine” or “they found something.”

my.clevelandclinic.org

After sedation, arrange for a responsible adult to take you home and follow the facility’s
supervision requirements. Feeling awake does not necessarily mean judgment and
reaction time have fully returned. Restrictions commonly include avoiding driving,
machinery, alcohol, and important decisions for the remainder of the day or
approximately twenty-four hours, according to the discharge instructions. Temporary
bloating, gas, and mild cramps can occur. The team will explain when to eat, resume
medications, and return to usual activities, especially if a larger polyp was removed. A
planned recovery day is part of the appointment, just as preparation is. Ask about
transportation requirements before the scheduled date so they do not become an
unexpected obstacle. Made for This Moment

Colonoscopy is generally safe, but its risks should be understood. Perforation is a hole
or tear through the bowel wall. Bleeding can occur, especially after polyp removal, and
sedation can cause breathing or cardiovascular problems. In the evidence reviewed by
the U.S. Preventive Services Task Force, screening colonoscopy was associated with
roughly three perforations and fifteen major bleeding events per 10,000 procedures.
Those are population estimates, not a prediction for a particular patient; risk varies with
age, health, and the treatment performed. Comparing benefit and risk requires
considering why the examination is recommended. Investigating significant bleeding is a
different decision from routine screening in an older person with serious medical
problems. United States Preventive Services Taskforce
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After returning home, severe or worsening abdominal pain, fever, heavy or persistent
rectal bleeding, fainting, or trouble breathing requires urgent medical attention. Small
traces of blood can occur after tissue removal, but substantial bleeding or bleeding
accompanied by weakness should not be dismissed as routine recovery. Some
complications develop after an initial period of feeling well. Follow the discharge
instructions about whom to call; for severe symptoms, seek emergency care rather than
waiting for a routine office response. Knowing these warning signs is part of being
prepared, not a reason to expect that a complication will happen. NIDDK

The interval before another examination depends on the complete findings. An
average-risk adult with a normal, high-quality colonoscopy is commonly advised to
repeat screening in ten years. Certain findings change that interval. For example, current
U.S. Multi-Society Task Force guidance generally recommends seven to ten years after
complete removal of one or two small tubular adenomas under specified conditions.
Larger, more numerous, or higher-risk growths may require earlier follow-up. Inadequate
preparation or incomplete removal can also shorten the interval. Surveillance
recommendations should therefore be based on the actual report, rather than the
assumption that every polyp requires the same return date. New symptoms can still
require assessment before that scheduled date. American Gastroenterological
Association

Other screening options are worth understanding because they can make participation
easier for some people. A fecal immunochemical test, or FIT, checks stool for small
amounts of blood and is generally performed annually under U.S. screening guidance.
Other stool tests combine blood detection with tests for abnormal genetic material. CT
colonography, sometimes called virtual colonoscopy, uses imaging to examine the bowel
and typically still requires preparation. These approaches differ in convenience,
frequency, and what they detect. An abnormal stool screening test needs follow-up
colonoscopy; repeating the stool test does not resolve the original abnormal resuilit.
Colonoscopy’s particular advantage is that it can inspect the lining and remove many
polyps during the same examination. CDC

The quality of the examination and completion of follow-up are as important as attending
the appointment. Useful questions include whether the preparation was adequate,
whether the entire colon was examined, whether any tissue remains to be removed, and
when pathology results will be available. Colonoscopy is a powerful tool, but it can miss
lesions and cannot explain every digestive symptom. A normal result provides valuable
information within those limits. The aim is to leave with an understood plan: what was
examined, what was found, what the laboratory still needs to clarify, and what action
comes afterward. That turns an unfamiliar procedure into a process you can follow and

participate in with knowledge. American Gastroenterological Association
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