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ABSTRACT: With improved instrumentation and endoscopic technique 
coupled with the pre-injection of an adrenaline/sclerosant mixture, nearly all 
pedunculated polyps can be rapidly and relatively easily removed. Only a few 
very large broad-based or sessile polyps require referral to the surgeon; even some 
of these can be managed endoscopically if the patient is unfit or unwilling for 
surgery, but willing to undergo multiple repeat endoscopies. Can) Gastroenterol 
1990;4(9):533-536 
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Le "difficile" polype du colon 

RESUME: Grace a !'amelioration des instruments et des techniques endoscopi
ques associee a la pre-injection d'un melange adrenaline/agent sclcrosant, 
l'exeresc de presque tousles polypes pedoncules est relativement rapide et aisee. 
Seuls les quelques polypes sessiles de tres grosse dimension et a base large 
requierenr !'intervention du chirurgien; mais meme certains de ceux-ci peuvent 
etre traites par cndoscopie si le patient ne peut subir une operation chirurgicale 
ou ne le souhaite pas, et s'il est par contre pret a accepter l'eventualite 
d'endoscopies multiples repetees. 

DIFFICULTY IS A RELATIVE TERM. A 

polyp which may seem difficult, 
dangerous or even impossible for an in
experienced endoscopist to remove 
may be easily managed by an expert. 
Difficulty may occur in seeing the polyp 
adequately beca use of positional 
problems which can be removed or im
proved either by changing the patient's 
position or by rotating the instrument 
appropriately. In the narrow diameter, 
often fixed lumen of a patient with 
diverticular disease, movements of the 

snare for polypectomy may be restricted 
and difficult, but the polyp usually 
proves to be sma ller than expected 
(since judgement of size is by com
parison with the lumen), so that 
cranssection is actually easy. 

Conversely it is possible to underes
timate the dimensions of polyps in the 
cecum. A number of papers testify to 
the fact that size alone is no barrier to 
endoscopic polypectomy ( 1-5). The 
tendency of most colonic polyps to be 
on a relatively thin stalk of normal 
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tissue makes most polypectomies ea~y. 
The endoscnpist should optimize the 
view before snaring hy changing the 
patien t's position to allow gravity to 
contribute and by rotating the instru
ment appropriately to place the polyp 
in the lower part of the view for easier 
snaring. Prodding the polyp helps to 
assess its mobility and configuration. 
Snare placement is achieved primarily 
by maneuvring the instrument tip, 
since torque-stable snares rarely work 
well when the endoscope and colon are 
angulated. With a little imagination 
and practice the snare loop can be made 
to slide or roll over the polyp head one 
way or another. Usually the part of the 
loop nearer the endoscopist is pushed 
onto the exact region of the stalk where 
closure is intended before closing (push 
method), but for very long or floppy 
stalks it can he more convenient to 
catch the stalk in the furthest part of the 
loop, and co advance the snare some
what as the loop closes (pull method). 

SNARING 
By holding the 2 mm snare outertube 

against it for reference, it is easy to make 
a judgement as co the size of the stalk. 
However, a large polyp occupying much 
of the lumen may make a more than 
partial view impossible, in which case 
the critical part to see is the upper stalk, 
so that the presence of sufficient 
coagulation can be ensured before 
transsecuon of the polyp. 
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Figure 1) Hrstologrcal cross secrron of a polyp suilk whrch pm1ic>usly hied post polypecwmy. Noce 
central electrosurgical necrosis but mracc peripheral blood vessels 

Figure 2) Srages in pre-mjectton ( adrenaline and sclerosanr) of large suilk (left); needle msertion 
(middle), mJecced suilk ( right) 

Transseccion is rarely a problem, 
whereas first achieving adequate 
coagulation of the stalk vessels may be 
difficult. A plexus of' feeding vessels is 
drawn up into the stalk from the sub
mucosa, the whole of which must be 
occluded (by edema or hemocoagula
tion) to prevent bleeding (Figure l). 
Since some of the arteries may be rela
tively thick-walled, the whole stalk 
must be heated in both centre and 
periphery, and preferably for a depth of 
several millimetres to ensure adequate 
hemostasis. le is sometimes obvious 
after transsection that the upper stalk is 
insufficiently swollen/whitened for 
long term safety, in which case it is easy 
to re-snare the residual stalk gently 
lower down, apply extra heat and then 
release the loop again without re-

transsection. If a snare loop becomes 
stuck 1t can usually be released by open
mg rt and pushing inward to pull the 
wire out 'upstream.' It is possible, but 
rarely necessary, to use a second instru
ment (preferably a pediatric colono
scope or gastroscope) alongside the first 
so that biopsy forceps can grasp and 
remove the snare wire. 

WHICH CURRENT? 
Most expert endoscopists use pure 

coagulating current for every polypec
tomy, since the object is to avoid any 
likelihood of hemorrhage. Bleeding 
after polypectomy, primary or secon
dary, is a considerably greater risk than 
that of perforanon, except in the case of 
sessile polyps. A continuous low power 
current is used for 10 to 15 s until visible 

swelling/whitening indicate~ sufficient 
clectrocoagular1on and the snare can be 
t ightencd for transscction. For larger 
stalks 1t ts logical ro incre.-ise the power 
somewhat to speed the pwcess, bur too 

high power settings risk inadequate 
depth of heating, especially at rhe core 
of the polyp. 

Blend or cut current is nor generally 
used, although at comparably lo" 
power settings versus coagulating cur
rent there may actually he little effec
tive difference, and at high power, 
coagulating current can 'cut' with little 
depth of heating. Nonechcless during 
piecemeal removal of sessile polyps, 
especially in the thin-walled proximal 
colon, there may be a safety factor m 

using blend or cut current to cransscct 
quickly, minimizing the depth of tissue 
damage. 

INJECTION OR PRE-INJECTION 
The use of the flexible endoscopic 

sclerotherapy needle to inject 2 to 10 
ml adrenaline ( l: 10,000) submucosally 
at a post polypectomy site if bleeding 
occurs can be as effective in the colon 
as il is in management of upper 
gastrointestinal bleeding. It may be 
logical to use saline ( even twice normal 
saline) rather than water as a diluent to 
prolong the duration of the iniected 
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Figure 3) Tndia rnk tattooing. Hrstologrcal sec
tion showmg submucosal carbon panic/es and 
(inset) the blue-grey appearance ac endoscofry 
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Figure 4) Sessile polyp specimens (left) before and ( right) after mulciple piecemeal polypeccomy 

Figure 5) Dye spray with diluted blue pen ink showing 0.5 co 1 mm adenomatous polyps in an 
adenomatous polyposis subject (before and after) 

bleb compared to the rapid diffusion of 
aqueous solution. 

Pre-injection of adrenaline into the 
basal part of broad-based polyps appears 
to be an effective adjunct against bleed
ing before snaring and electrocoagula
tion. Pre-injection gives the added 
advantage that constriction of vessels in 
the polyp head also prevents the 
anx iety-provoking back bleeding 
which may occur after snaring. 

Pre-injection is mainly done using 1 
ml of a 50:50 mixture of 1: 10,000 
adrenaline with sclerosant (such as 
1.5% STD solution) for thick stalks, 
which otherwise have a significant risk 
of immediate or delayed hemorrhage 
(Figure 2). Injection of sclerosant too 
near the bowel wall is <langerous, but 
injected into mid stalk, leaving suffi
cient space to snare above it, the result 

is a near guarantee of a completely 
bloodless procedure. It is a matter of 
opinion as to when to use pre-injection. 
The author injects any stalk usually 
above 1 cm in diameter, especially if the 
base is conical with converging folds -
a configuration which can prove dif
ficult to electrocoagulate adequately. 

Adding a minute quantity of 
methylene blue to colour the solution 
slightly helps to show any leakage or to 

assess the extent of successful injection. 
However it is better not to add 
methylene blue for injection after 
bleeding, because the admixture of red 
and blue makes black. 

TATTOOING 
Large, possibly malignant, or sessile 

polyps need careful follow-up. Tattoo
ing by the method of Ponsky (6) or 
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others (7) makes follow-up localizauon 
easy. A srnndard sclerothcrapy nce<lle is 
used to inJect a 1 ml submucosal blel1 
of dilute sterilized India ink, which is 
simply a carbon suspension. The black 
particles can be seen on microscopy to 

be trapped in the ~uhmucosa, or endo
scop1cally as a blue-grey stain under rhc 
surface (Figure 3 ). Patients have had 
unchanged tattoos for over five years of 
follow-up; the likelihood b rhat the 
stain will persist lifelong. 

Tattooing is also useful to the sur
geon or histopathologist for localization 
if surgical resection becomes necessary. 
If a sufficiently large (perhaps 5 mL) 
volume is used, the stain should be 
visible serosally. However some at
tempts at tattooing backfire with con
siderable black staining of the lumen, so 
that it is wise to finish polypeccorny and 
retrieve specimens before tattooing. 

SESSILE AND 
BROAD-BASED POLYPS 

Sessile or broa<l-hase<l colonic polyps 
may need piecemeal snare removal. 
Laser photocoagulation of sessile polyps 
1s unsafe above the rectum except in 
very expert hands (8,9), whereas judi
cious use of the snare, if necessary on 
several visits, is hoth effective and ac
ceptahly safe. Piecemeal removal 1s 
mainly necessary because coo large por
tions cannot be effectively managed 
with che snare kx)p except using an 
excessively high power current. There 
is also a significant risk of full thickness 
<lamage to the bowel wall, especially if 
the serosa is tented up within a broa<l 
stalk, or bunched up into the snare loop 
when closing over a sessile polyp more 
than 15 to 20 mm in diameter. 

In snaring piecemeal the rule is "not 
to bite off more than you can chew." 
Twenty to 30 specimens of various sizes 
may result (Figure 4 ), but smaller por
tions are safer to remove and may be 
aspirated into the filtered polyp suction 
trap (Endodynamics Ltd) for histologi
cal examination. Residual basal tissue 
can be electrocoagulated with the snare 
tip or a ball electrode. This results in a 
large shallow local ulcer which heals in 
about three weeks. 

For 'clam-shell' polyps, wrapped 
around an angle or haustral fold in che 
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rroximal colon, it may be necessary co 
invert the instrument tip and finish 
piecemeal remova l in retroflexion. 
Some practice may be needed to impact 
the tip of the snare loop into the mucosa 
and then use instrument torque and 
angulation to swing the loop crosswise 
to snare the polyp transversely a long 
the haustral fold. 

At various times during a difficult 
piecemeal polypectomy the patient 
should be asked if any pain is being 
experienced. 

Serosal heating causes immediate 
pain, which is an indication to ter
minate the procedure (although fortu

nately overd istension is the more usual, 
and immediate ly reversible, cause). 

VERY LARGE OR 
MULTIPLE POLYPS 

A sense of proportion must be main
tained by even the most enthusiastic 
endoscopist. There are patients who 
merit surgery or at least a modified sur
gical approach. As a compromise proce
dure huge ( 4 to 5 cm)' polyps in the 
rectosigmoid colon can sometimes be 
snared and intussuscepted down to the 
rectum fo, local surgical removal under 
anesthesia (10); if the polyp can be 
pulled down so that it can be felt by the 
endoscopist's examining finger per rec
tum it should subsequently intussuscept 
into or through rhe anus when the 
patient is asleep and the pelvic mus-
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culature re laxed. The surgeon, unlike 
the endoscopist, can use both hands 
and tie ligatures to ensure rapid and 
completely safe removal. 

An attempt should always be made 
to snare large polyps, even if the at
tempt is unsuccessful and surgery be
com es indicated. Frequently the 
previous assessment of size ( whether on 
x-ray or by another endoscopist) is in
correct, the polyp usua lly proving to be 
smaller than expected. Even very large 
polyps may have relatively thin stalks, 
and those with larger stalks can be 
managed easily and safely after pre-in
jection as described above. 

A patient having 30 to 40 obvious 
polyps (other than known hamar
tomatous polyposis subjects) may be 
better managed by surgery rather than 
by heroic polypectomies with the 
prospect of infrequent follow-up there
after. Multiple biopsies, including some 
from the smallest polyps seen (perhaps 
after dye spray using diluted blue ink, 
Figure 5) sho uld prove or disprove a 
diagnosis of adenomatous polyposis. If 
appropriate, the larger polyps can be 
removed or destroyed. 

RETRIEVAL OF LARGE OR 
MULTIPLE SPECIMENS· 

There is an obvious onus on the en
Joscopisl w obtain possible tissue for 
histological examination . With single 
very large polyps it is easy to catch the 
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head or stalk in the snare loop anJ 
withdraw the trophy to the rectum. In 
patients with good sphincter cone it can 
then prove frustratingly difficult to pull 
the polyp through the anus, even with 
the patient attempting to bear down 
and expel it. The simplest - if mildly 
embarrassing - approach is to have the 
patient squat on the floor over a suitable 
receptacle; in this more physiological 
position delivery is rapid and easy ( with 
or without snare assistance). 

Multiple polyps often require re
insertions of the instrument, but a split 
overrube can be used to speed matters. 

Alternative use of a second instru
ment has been suggested (11), which is 
a counsel of despair, since insertion is 
no t usually very easy. Long-nosed 
retrieval snares, condom-catchers an<l 
ocher devices have nnt proved very suc
cessful, hut the 'tidal wave' technique 
works reasonably well. The colono
scopc is passed to the splenic flexure 
( with all polyps or fragments previously 
placed distal co this). A 50 ml syringe 
is used to instill at least 500 to 600 ml 
tap water through the instrumenta
tion channel, followed by a ir insuffla
r ion until the patient feel s 
uncomfortable . 

The colonoscope is withdrawn anJ a 
phosphate enema immediately insnlleJ 
into the rectum. ln a ~hort time all or 
most of the specimens will be (ex
plosively) passed. 
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