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OBJECTIVES

• Outline basics of lesion assessment and language

• Review appropriate technique of cold snare excision

• Discuss endoscopic management of advanced sessile lesions
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PREAMBLE

• Colon cancer screening is perhaps the most impactful endoscopic intervention performed

• Polyp detection is increasing
• Improved technology – high definition, optical enhancement, bowel cleanse, etc

• FIT

• High quality polyp detection and resection is an outcome all endoscopists should strive for
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1. Lesion Assessment

2. Lesion Removal

3. Lesion Marking

4. Surveillance post polypectomy

5. Equipment

6. Quality

2020

• Location & Size

• Morphology (Paris)

• Terminology (LSLs)

• Photodocumentation

• Digital enhancement

• Recognition of SM invasion
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Risk of SMI
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Risk of SMI

~0%

~56%
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1. Location

2. Size

3. Border

4. Shape/Morphology (Paris classification) 

5. Surface /Vascular Pattern 

6. Method of removal (en bloc/piecemeal, cold/hot

7. Retrieval (Y/N)

AT ENDOSCOPY:
POLYPECTOMY REPORTING REQUIREMENTS

Long
View

Short
View

Close Up
View
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1. Lesion Assessment

2. Lesion Removal

3. Lesion Marking

4. Surveillance post polypectomy

5. Equipment

6. Quality

2020

jumbo forceps) polypectomy compared to cold forceps techni-
ques by an average of 2.66 minutes (95% CI, 0.18–5.14 minutes).
Randomized trials of cold snare polypectomy have reported re-
trieval rates between 81% and 100%.67–69

2c: Non-pedunculated (10–19 mm) lesions

· We suggest cold or hot snare polypectomy (with or without
submucosal injection) to remove 10–19 mm non-
pedunculated lesions. (Conditional recommendation, low-
quality evidence)
Optimal methods for removal of sessile lesions measuring

10–19 mm remain uncertain. However, EMR should be consid-
ered for non-polypoid and serrated lesions in the 10- to 19-mm
size range. Studies have shown that using conventional poly-
pectomy techniques for non-polypoid lesions $10 mm70 and
serrated lesions proximal to the sigmoid colon poses a challenge
for complete endoscopic removal. The lesion borders are often
indistinct, and the tissuemay be difficult to capturewith a snare. A
recent study of 199 patients with proximal serrated lesions with
amean size of 15.96 5.3mmshowed low rates of local recurrence
(3.6%; 95% CI, 0.5%–6.7%) during a mean follow-up period of
25.56 17.4 months when removed by EMR.71 This is in contrast

to a 31.0% incomplete resection rate reported when removed by
conventional polypectomy techniques.6

2d: Non-pedunculated (‡20 mm) lesions

· We recommend EMR as the preferred treatment method of
large ($20 mm) non-pedunculated colorectal lesions.
Endoscopic resection can provide complete resection and
obviate the higher morbidity, mortality, and cost associated
with alternative surgical treatment. (Strong recommendation,
moderate-quality evidence)· We recommend an endoscopist experienced in advanced
polypectomy to manage large ($20 mm) non-pedunculated
colorectal lesions. (Strong recommendation, low-quality
evidence)· We recommend snare resection of all grossly visible tissue of
a lesion in a single colonoscopy session and in the safest
minimum number of pieces, as prior failed attempts at
resection are associated with higher risk for incomplete
resection or recurrence. (Strong recommendation, low-
quality evidence)· We suggest the use of a contrast agent, such as indigo carmine
or methylene blue, in the submucosal injection solution to

Figure 5. Algorithm for the management of colorectal lesions.
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Endoscopic Removal of Colorectal Lesions 445
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• Cold snare resection used (should be) in >95% of polyps 

• Technique enhances complete resection

• Has been shown to have low residual adenoma post resection for polyps <10mm
Prospective study, n = 126 lesions, all less than 10mm
Post resection colonoscopy biopsy of scar
Residual adenoma rate 0.98%

NOT TO BE TAKEN FOR GRANTED

Maruoka D et al. Endoscopy 2018
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1. Lesion Assessment

2. Lesion Removal

3. Lesion Marking

4. Surveillance post polypectomy

5. Equipment

6. Quality
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SUBMUCOSAL 
INJECTION
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Normal Saline Compounding

15

Contents:

• 500 ml bag Voluven
• Methylene Blue 1 ml vial x2
• Blunt Filter needle
• Blunt Non-filtered needle
• ICU medical bag spike
• 10 cc luer-lock syringes
• Epi pre-loaded syringe 1:10,000 

concentration
• Syringe tip caps

VOLUVEN COMPOUNDING
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COMMERCIAL PRODUCTS
17
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ENDOSCOPIC MUCOSAL RESECTION 
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UNIQUE LOCATIONS THAT WARRANT PAUSE

• Appendiceal orifice

• Often difficult to lift
• Ideally want to see all margins of polyp to ensure removal

• Lesions encompassing >50% circumference of AO predict incomplete removal
• Several options – EMR, ESD, underwater-EMR

• Ileocecal valve involvement
• Higher rates of recurrence post EMR (OR 3.4)

• Anorectal junction
• Unique sensory and lymphovascular anatomy

• Consider local anesthetic and peri-procedural antibiotics
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ENDOSCOPIC MUCOSAL RESECTION

• Not reserved for therapeutic endoscopists or complex advanced lesions

• Useful tool for all endoscopists

• Appropriate technique can assist resection of common lesions and 

improve complete resection
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IMPORTANCE OF CLIPPING

• Meta-analysis (Forbes et al. GIE)

• - clipping defect reduces bleeding and is cost effective for lesions in the right 
colon (>20mm)

• - no effect on perforation risk reduction 

•

21

RECURRENCE 
POST 
RESECTION
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RECURRENT POLYP

• In the best of hands, recurrence of adenoma post EMR is 2-5%

• Risks for recurrence are many – size, location, technique, intraprocedural bleeding

• Careful inspection of resection site at appropriate interval is imperative
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MANAGEMENT OF RECURRENT POLYP

• A labour of love and commitment 

• Often requires multiple follow up colonoscopies

• First intervention is the most important 

• Goal is to excise all visible polyp followed by ablation of region

• CAST – Cold Avulsion with adjuvant Snare Tip soft coagulation
• Caveat – removal is not always cold!
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TREATMENT OF RECURRENCE
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TAKE HOME POINTS

• Careful examination of polyp helps predict pathology and strategize removal

• The majority of sessile polyp removal involves cold snare

• Endoscopic mucosal resection of moderate sized lesions is achievable by most

• Recurrence is common and endoscopically manageable 
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