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Summary

By using a colonoscope diathermy snare a total of 75
polyps have been removed from sites throughout the colon
in 43 patients. There was some haemorrhage in four cases
but no other morbidity, and all patients were discharged
home within 24 hours. The ease of this procedure
suggests that it should replace colotomy and surgical
polypectomy in the management of polyps inaccessible
to the rigid sigmoidoscope.

Introduction

Only about 250o of large-bowel polyps occur within reach of the
rigid signoidoscope (Arminski and McLean, 1964) and removal
of the remainder has until now been through colotomies during
abdominal operation.

Since the introduction of the fibresigmoidoscope in 1968 and
the long colonoscope in 1970 there have been several reports of
the use of these instruments in the diagnosis of large-bowel
disorders (Salmon et al., 1971; Wolff and Shinya, 1971; Classen,
1971). In the past year Deyhle et al., (1972) and Wolff et al.
(1972) have pioneered the technique of colonoscopic poly-
pectomy, reporting the removal of a total of 73 polyps in the
distal colon. We now report our clinical experience at St.
Mark's hospital in the endoscopic removal of polyps from
all parts of the colon, and suggest that this is now the method of
choice.

Patients and Method

All patients had had a previous double contrast barium enema.
Most were referred for colonoscopy because of the radiological
finding of one or more polyps out of range of the rigid sigmoido-
scope. In others a polyp was found during colonoscopy for
unexplained rectal bleeding or other symptoms. The diagnosis
of familial polyposis coli was taken as an indication for surgery
without colonoscopy.

Preparation.-Patients with polyps in the sigmoid or distal
descending colon were given a single oxyphenisatin (Veripaque)

St. Mark's Hospital, London EC1V 2PS
CHRISTOPHER WILLIAMS, B.M., M.R.C.P., Research Fellow
T. MUTO, M.D., Honorary Registrar
K. R. P. RUTTER, M.B., F.R.C.S., Research Assistant

enema one hour before examination, while those with proximal
polyps took a low residue diet and castor oil in addition. A few
patients were admitted as day cases and discharged the same
evening but most were observed overnight after polypectomy.
All patients signed operation consent froms, and serum was
obtained for blood grouping from those with larger polyps. No
premedication was given but intravenous diazepam was adminis-
tered before insertion of the colonoscope.

Technique.-With the technique of colonoscopy previously
described (Williams and Muto, 1972) polyps could be reached
at any point in the colon, and in most cases the whole large
bowel was examined to exclude the presence of polyps not seen
on barium enema examination. On reaching a polyp a Deyhle
(Storz) or A.C.M.I. endoscopic polypectomy snare was passed
down the suction/biopsy channel of the instrument and the
wire loop was closed near the base of the polyp. Sessile polyps
could be raised on a "pedicle" by lifting the snared polyp into
the lumen of the bowel. Carbon dioxide was insufflated to
obviate any danger of explosion. A slowly increasing current
was then applied from a standard diathermy apparatus until
local coagulation was visible, followed by a cutting current to
sever the polyp. Large single polyps were either sucked onto
the tip of the instrument for removal or trapped in a modified
Dormia basket. Multiple snared polyps (previously biopsied)
were removed with a large-volume oxyphenisatin saline enema
immediately after the procedure.

Results

A total of 75 colonic polyps have been removed from 43 patients.
Twenty-nine patients had single polyps (8 mm-3*5 cm), the
other 14 patients had up to seven polyps removed (5 mm-
3-5 cm) (figs, 1 and 2). In one patient it proved impossible to
snare a polyp on an acute sigmoid flexure. Although most
single polyps were in the sigmoid colon (fig. 3), polyps could
be snared and recovered from all sites in the colon. Four patients
in this series had significant haemorrhage (100-500 ml approxi-
mate blood loss) due to inadequate coagulation before cutting.
In each case the haemorrhage stopped spontaneously, although
two patients were transfused as a precautionary measure.
There were no other complications and no morbidity; all patients
left hospital within 24 hours of the procedure. Subsequent
histological examination showed that all the polyps removed
were adenomas with the exception of three metaplastic polyps
(Morson, 1962), seven of Peutz Jeghers type, one juvenile
polyp, and one submucous lipoma. No polyp in this series
showed evidence of malignancy.
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FIG. I-Polyps shown in situ at splenic fle=ue.
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Discussion

The incidence of colonic polyps in the general population may
be as high as 40%, and in hospital practice polyps are an
important cause of rectal bleeding. They may also be discovered
as a chance finding on -barium enema eminaton and then
give rise to concern, since most authorities accept that adenomas
predispose to the development of carcinoma and that the risk

FIG. 3-Sites of removal of 75 colonic polyps. * = Single polyps. 0 =
Multiple polyps.

is greater with increasing size (Morson and Bussey, 1970). The
accepted management in most centres is to advise removal of
all polyps of 1 cm or more and to keep smaller lesions under
review with annual or biennial barium enemas. Polyps beyond
the reach of the rigid sigmoidoscope are normally excised
directly through colotomies. Golotomy has an appreciable
incidence of complications, ranging from minor infection tO
major sepsis and faecal fistula formation (Kleinfeld and Gump,
1960), in addition to the expense, inconvenience, and morbidity
of laparotomy.

Polypectomy down the colonoscope is shown, by contrast, to
be rapid, safe, and practicable. The excision biopsy specimens
thus obtained for the pathologist are greatly preferable to the
very small specimens obtained with endoscopic biopsy forceps,
and provided the polyps can be safely retrieved there seems
little place for diagnostic biopsywithoutpolypectomy. Obviously,
if an excised polyp shows appearances suggestive of malignancy
a more extensive resection may be called for, and the possibility
of major haemorrhage from an inaccessible bleeding point means
that the procedure should be carried out in a centre with
surgical facilities.
The hazards of colotomy and surgical polypectomy now seem

unacceptable for the removal of tumours, some of which will
prove to b.e benign, and all doctors should be aware of the
feasibility of endoscopic polypectomy. Although colonoscopy is
at present a somewhat specialized procedure practised in only
a few centres, it seems advisable either to refer suitable patients
or to set up local facilities rather than to subject patients to an
abdominal operation with its attendant risks.

Addendum
Since the submission of this article we have removed a further
100 polyps from 55 patients during colonoscopy. There has been
no haemorrhage and no morbidity in this additional series.
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