
REMEMBER 
• Most colorectal cancers arise from colonic polyps.
Unsurprisingly, polypectomy has been shown to reduce
both the expected incidence and mortality of colorectal
cancer.1,2

• Large (20 mm or more) colonic polyps are relatively
uncommon; over 90% of polyps detected at colonoscopy
are 10 mm or less.

• In the past, patients with large polyps were referred for
surgical resection because safe and effective endoscopic
polypectomy techniques were not available.

• With modern endoscopic techniques virtually any benign
polyp can now be safely and completely removed at day-
procedure colonoscopy.

• Given the ability to remove even very large colonic polyps
endoscopically, the risk of malignancy is the main
determinant of whether surgery is required.

ASSESSMENT 
• Polyps may be broadly classified as either pedunculated
(with a stalk) or sessile (flat or broad based). This
determines the method of endoscopic resection.

• The likelihood of malignancy can be predicted by analysis
of polyp morphology, crypt architecture and vascular
patterns, using the enhanced optics of modern endoscopes.
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Most large colonic polyps can now be
assessed and removed endoscopically,
avoiding the need for surgical resection.
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• Although biopsy of polyps is also
helpful in determining whether the
polyp is benign or malignant,
histological analysis of complete
polypectomy specimens (‘the big
biopsy’) is most accurate. 

MANAGEMENT 
• Complete polyp resection is crucial to
minimise polyp recurrence. Thermal
ablative approaches are inadequate
and provide no tissue for histological
examination.

• Large pedunculated polyps are
generally removed with simple snare
resection through the stalk. Clips or
loop ligators can be applied to the
stalk to minimise bleeding (Figures
1a and b).

• Removal of sessile lesions over 20 mm
requires specific techniques, including
endoscopic mucosal resection and
endoscopic submucosal dissection.
These techniques require specialised
training.

• Endoscopic submucosal dissection
involves the use of an electrosurgical
knife to resect lesions en bloc; however,
the procedure is time consuming,
carries greater risk and is generally
not used for removing colonic polyps
in Australia.

• Surgical resection is appropriate for
lesions likely to be malignant or

involving structures that make endo -
scopic removal difficult (such as the
ileocaecal valve, the appendix or
diverticula), or where the necessary
endoscopic expertise is not available
to perform endoscopic mucosal
resection.

ENDOSCOPIC MUCOSAL RESECTION
• Endoscopic mucosal resection is now
commonly performed in major centres
throughout Australia. Its safety and
efficacy are proven, and it does not
require expensive or highly specialised
equipment. The procedure takes
approximately 30 minutes (longer for
larger lesions). The patient is usually

discharged on the same day. 

• A fundamental component of
endoscopic mucosal resection is the
injection of a submucosal cushion 
of fluid to elevate the polyp-affected
mucosa (Figures 2a to c). This
minimises the risk of perforation 
and deep thermal injury. 

• Polyps that do not ‘lift’ indicate either
malignancy (requiring surgery) or
submucosal fibrosis (with higher risk
of complications). 

• Methylene blue is usually added to
the injectate; this preferentially stains
the submucosal layer and is helpful in
identifying the submucosal plane, the
polyp margin, residual adenoma and

Figures 1a and b. Resection of a pedunculated colonic polyp. a (left). The polyp before

resection. b (right). After resection. A clip has been placed on the base of the stalk to

minimise the risk of postpolypectomy bleeding. 

Figures 2a to c. Endoscopic mucosal resection of a sessile colonic polyp. a (left). The polyp before resection. b (centre). The polyp

after injection to create a submucosal cushion (blue-coloured area). c (right). After resection. 
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inadvertent deep resection. 

• A snare is used to resect the elevated
lesion, with the number of snared
pieces increasing with the size of the
lesion.

• A follow-up colonoscopy to check 
the polypectomy site is generally
undertaken three to four months
later. Recur rence of the polyp is
uncommon but, if present, is 
usually small and easily treated
endoscopically.3

• There are now prospective data from
a large Australian multicentre study
of endoscopic mucosal resection of
sessile lesions larger than 20 mm:
– successful excision with 
endoscopic mucosal resection 
was 91%3

– significant postpolypectomy 
bleeding occurred in 6% of patients,
with 15% of these requiring a 
blood transfusion (unpublished 
data)

– the risk of perforation was 1.3%; 
most cases occurred without 
peritoneal soiling, and most were 
managed with endoscopic clips, 
antibiotics and observation, rather 
than surgery4

– there were no deaths.

• Compared with surgery, endoscopic
mucosal resection for larger sessile
polyps results in major health
savings – calculated in one study to
be about US$7000 (A$7000) per
person and six bed days.5

CONCLUSION
Large colonic polyps can now be assessed
and removed endoscopically, avoiding
the need for surgical resection in most
cases. MT
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