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DefinitionDefinition

• The term polyp of the 
colon refers to a 
protruberance into the 
lumen from the normally 
flat colonic mucosa

• Usually asymptomatic but  
may ulcerate and bleed.
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Endoscopic photographs of 
conventional adenomas and sessile 
serrated polyps
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Removal techniquesRemoval techniques

1. Cold snare polypectomy-diminutive (≤5 mm) and small 
(6–9 mm) lesions.

2.   Don’t use cold forceps polypectomy to remove 
diminutive (≤5 mm).
3.    Jumbo or large-capacity forceps -diminutive lesions ≤2 
mm.
4. Recommend against the use of hot biopsy forceps for 
polypectomy of diminutive (≤5 mm) and small (6-9 mm) 
lesions due to high incomplete resection rates, inadequate 
histopathologic specimens, and complication rates.

1. Cold snare polypectomy-diminutive (≤5 mm) and small 
(6–9 mm) lesions.

2.   Don’t use cold forceps polypectomy to remove 
diminutive (≤5 mm).
3.    Jumbo or large-capacity forceps -diminutive lesions ≤2 
mm.
4. Recommend against the use of hot biopsy forceps for 
polypectomy of diminutive (≤5 mm) and small (6-9 mm) 
lesions due to high incomplete resection rates, inadequate 
histopathologic specimens, and complication rates.



Cold Snare PolypectomyCold Snare Polypectomy

Cold Biopsy  PolypectomyCold Biopsy  Polypectomy



4. Cold or hot snare polypectomy (with or without 
submucosal injection) -10–19 mm non-
pedunculated lesions.
5. EMR as the preferred treatment method of 
large (≥20 mm) non-pedunculated colorectal 
lesions. 
6. Recommend an endoscopist experienced in 
advanced polypectomy to manage large (≥20 mm) 
non-pedunculated colorectal lesions.
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Endoscopic Mucosal resectionEndoscopic Mucosal resection



• 7. Suggest the use of a contrast agent, such as indigo 
carmine or methylene blue, in the submucosal injection 
solution to facilitate recognition of the submucosa from 
the mucosa and muscularis propria layers.

• 8. Recommend against the use of tattoo, using sterile 
carbon particle suspension, as the submucosal injection 
solution. The carbon particle suspension may result in 
submucosal fibrosis, and can thus reduce the technical 
success of future endoscopic resection of residual or 
recurrent lesion.
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• 11. Suggest the use of a viscous injection solution (eg, 
hydroxyethyl starch, Eleview, ORISE Gel) for lesions ≥20 
mm to removal the lesion in fewer pieces and less 
procedure time compared to normal saline.

• 11. Recommend against the use of ablative techniques 
(eg, argon plasma coagulation [APC], snare tip soft 
coagulation) on endoscopically visible residual tissue of a 
lesion, as they have been associated with an increased 
risk of recurrence.

• 12. Suggest the use of adjuvant thermal ablation of the 
post-EMR margin, where no endoscopically visible 
adenoma remains despite meticulous inspection. There is 
insufficient evidence to recommend a specific modality 
(ie, APC, snare tip soft coagulation) at this time.
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Endoscopic mucosal resectionEndoscopic mucosal resection

• 13. Recommend detailed inspection of the post-resection 
mucosal defect to identify features for immediate or 
delayed perforation risk, and perform endoscopic clip 
closure, accordingly.

• 14. Suggest prophylactic closure of resection defects 
≥20 mm in size in the right colon, when closure is 
feasible.

• 15. Suggest treatment of intraprocedure bleeding using 
endoscopic coagulation (eg, coagulation forceps or 
snare-tip soft coagulation) or mechanical therapy (eg, 
clip), with or without the combined use of dilute 
epinephrine injection.

• 13. Recommend detailed inspection of the post-resection 
mucosal defect to identify features for immediate or 
delayed perforation risk, and perform endoscopic clip 
closure, accordingly.

• 14. Suggest prophylactic closure of resection defects 
≥20 mm in size in the right colon, when closure is 
feasible.

• 15. Suggest treatment of intraprocedure bleeding using 
endoscopic coagulation (eg, coagulation forceps or 
snare-tip soft coagulation) or mechanical therapy (eg, 
clip), with or without the combined use of dilute 
epinephrine injection.



EMR defects with prophylactic 
clip closure
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• 16.  Recommend hot snare 
polypectomy to remove 
pedunculated lesions ≥10 mm.

• 17. Recommend prophylactic 
mechanical ligation of the stalk 
with a detachable loop or clips 
on pedunculated lesions with 
head ≥20 mm or with stalk 
thickness ≥5 mm to reduce 
immediate and delayed post-
polypectomy bleeding.
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Hot Snare PolypectomyHot Snare Polypectomy

Questions for patients to ask 
prospective  colonoscopists to help 
ensure a high quality examination
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• Adenoma Detection Rate ? (Should be >25% overall 
or M  > 30%, F>20%.

• Cecal Intubation rate( Screening>95%, Overall->90%.
• Split dosing of bowel prep.
• Report- Photograph of the appendiceal orifice and IC 

valve/Terminal ileum.
• Bowel preparation-quality described
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Follow-up after colonoscopy 
and polypectomy
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Recommendations from the U.S. Multi-Society Task Force on Colorectal Cancer (CRC) for follow-up after normal 
colonoscopy among individuals age-eligible for CRC screening, and post-polypectomy among all individuals with polyps.
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Hope you Guys had  a 
sphincter-riffic time!

THANK YOU!




