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ABSTRACT

From June 1989, to June 1991, 58 patients with GI polyps were
reviewed. Except two patients who had multiple polyps, 56 had only one
polyp. The size of polyps were 0.5 to 3 cm in diameter. 51 (75%) of polyps
were located in the rectosigmoid region, 25 (37% ) were in the rectum and 26
(38%) in the sigmoid. (Seventeen) (25%) polyps (two in right colon, four in
transverse, and 11 in descending colon) were located in other regions.
Patients were between nine months to 70 years old. 14 polyps were reported
to be inflammatory, and 17 adenomatous. Polypectomy was done for all
patients, and no massive bleeding, bacterial infection, or perforation were
observed. Only five patients had slight bleeding which was treated by
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conservative measures.
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INTRODUCTION

Polypectomy with colonoscopy is the treatment of
choice for most colorectal polyps.' There are different
views on this matter.>* and appearance of polyps
——malignant or nonmalignant, and pedunculated or
broad-based— are the most pertinent factors. Polyps
may have no signs but it is important to know if they
have potential tobecome malignant. Experiences have
shown that most colon cancers first appear in adeno-
mas. We report out two-yeur experience with colorec-
tal polyps in Imam Khomeini Hospital.

Endoscopy polypectomy, when performed foflow-
ing precise guidelines, has several advantages over
surgical excision:

a) lower mortality and morbidity

b) decreased hospitalization period (in most cases it
may even be unnecessary to hospitalize the patient)
c) better patient acceptance

d) prompt recovery, with no loss of working capacity.

Surgery entails an overall complication rate of up to
5-7% and amortality rateranging from 0.2-3% , where-
as the overall complication rate for endoscopic
polypectomy is 0.5-3% and mortality from 0.06%-
0.1%.
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MATERIALS AND METHODS

Fifty-eight patients with colorectal polyps were
studied in the Department of Gastroenterology, Imam
Khomeini Hospital, Tehran University of Medical
Sciences, during a two-year period (June 1989 to June
1991).

Colonoscopic polypectomy was performed after
colon preparation, with wire snares and monopolar
electrosurgical cautery units. All polyps were removed
by proctosigmoidoscope or colonoscope.

To be well acquainted with the instruments, and
especially with the snare loopin the electrosurgery unit
is vital. The snare must be checked before each use and
one must ensure that in the closed position itenters for
at least one centimeter (preferably 1.5 cm) into the
polyethylene outer tubing. Also the current must be
checked with the tip of the snare on the patient’s
plate-only a small spark must be seen during the
procedure. We consider the use of a coagulating cur-
rent preferable to a mixed one. A bicap apparatus must
be part of available instruments for further coagulation
onableeding stalk and adequate resuscitation facilities
must be available.
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RESULTS

Fifty-six of 58 patients (96% ) hadsingle polyps. One
patient had two, and one had seven polyps. Fifty
percent of polyps were pedunculated.

The youngest patient was nine months and the
oldest was 70 years of age (mean 23 years). Table I
shows the age distribution of the patients. The most
common age for this type of polyp was 10-20 years
(50%), whichis much lowerthan thatreported in other
countries.”!

Hematocrit ranged from 27% to 50% (mean 39.8).
Most patients had been admitted for rectal bleeding or
investigation of occult blood. Rectal examination re-
vealed rectal mass in six patients (15%). There was no
family history of polyps in our patients. Clinical fea-
turesof patientsare shownin Table II. One month after

Table 1. Age distribution of patients.

polypectomy occult blood was negative in 56 patients.

Table 11 shows the distribution, morphology and
size of the polyps. Most of the polyps were in the
rectosigmoid (90%), 26 polyps at this area were
pedunculated. and 25 were sessile. Nine polyps were in
the descending colon (16%), four in the transverse
colon and two in the ascending colon. Nearly 50% of
the polyps were pedunculated. The size of polyps
ranged from 0.5to 3 cm but most of the polyps were less
than 2 cm in diameter.

Pathology

Table IV shows the histopathology of the 66 polyps
removed. Most of the polyps were inflammatory and
adenomatous.

There was only one malignant melanoma. There
was no evidence of malignancy in remaining polyps.

Table 1V. Results of pathological investigation of polyps.

age (Yrs) % T.No, Male Female Result No. %
1-10 34 20 11 9 Inflammatory 14 21
10-20 30 17 13 4 Aden(?malous 23 34
20-30 80 5 4 I Juvenile 13 20
30-40 8 4 4 _ H ypcrpl:lsuc 4 06
40-50 3 2 P — Villous Adenoma 5 7
50-over 17 10 7 3 Hyperplasia Fibroepithclial 2 3
S S — Hamartoma 2 3)
58 41 17 Angiomatosis 1 1.5
Melanoma (Malign.) 1 1S
Inflam+ Adcnom. | 1.5
TableII. Clinical Features
Male/Female 41/17
Age(mean) 23yr(range 9m-70yr) DISSCUSION
Hematocrit (mean) 40(range27-50)
Sympo‘om’;[ T 55(95%) A gastrointestinal polyp is a discrete mass of tissue
ccult post 1ve bloo o .
Birig FureAbleod st 26(44%) that protrudes into the lume'n of th? bowel.
Masson rectal examination 6(15%) A polyp maybecharacterized by its gross morpholo-
Malignancy 1(2%) gy, the presence or absence of a stalk, and whether it is

positive family history

Table II1. Distribution, Morphology, and Size

Cm
0.5-1 1-2 2.3 >3
(n=12) (@19) (6) (3)

Rectum. (N=25)(38%)

Sessile 5} 6 1 =

Pedunculated 5 5] —
Sigmoid (N=26)(39%)

Sessile 8 3 24 —_—

Pedunculated 3 i 2 1
Descending Colon (N=11)(16%)

Sessile 2 4 —_

Pedunculated 4 1 — —
Transverse colon (N=4)(6%)

Sessile — 2 —_ -_

Peduncuiated — 1 1 —
Right.Colon (N=2)(3%) | — 1 —
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one of multiple similar masses elsewhere in the gut.

Because of their protrusion into the lumen of the gut
and the stresses of the fecal stream to which they are
subject, polyps may cause various symptoms. Thus,
they may ulcerate and bleed; abdominal pain may
result when a peristaltic wave propels a polyp down-
stream; large polyps may even obstruct the intestine.
There were five villous adenomasin our patients (8§%).
In western countries villous adenomas account for
three to ten percent of adenomatous polyps. Mild
dysplasiamay be foundin 70to 80 percent of adenoma-
tous polyps, moderate dysplasia in 10 to 20 percent,
severe dysplasia in five to 10 percent and invasive
carcinoma in five to seven percent.*¢
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