
Lecture 10: Colonic Polyps 

🔷 What are they? 

• They are mass lesions protruding from the mucosa into the lumen. 

🔹 How do they appear? 

Due to defects in: 

1. Cell proliferation 
2. Differentiation 
3. Apoptosis of normal mucosa 

🔻 Classifications: 

1. Non-neoplastic polyps: 

A. Hyperplastic ➤ Most common (~90%) 
B. Hamartomas àe.g., Peutz-Jeghers and juvenile polyps 
C. Inflammatory (e.g., in UC)àAlso called pseudopolyps 

2. Neoplastic polyps à One of three types of adenoma: 

Tubular Tubulovillous Villous 
When villous component is 0–25% 

Found in 80–86% 

 

Villous component is 25–75% 

Found in 8–16% 

 

Villous component (75%) 

Found in 3–16% 

 

➡ Note: 

• Villous is the one with the highest risk of malignancy 
(Villous > Tubulovillous > Tubular) 

 

🔴 Adenomas: 

• Make up 2/3 of colon polyps 
• More common in men 
• Mostly located in left colon (87-89%) 
• Most are <1 cm 
• Distribution is similar to carcinoma 

 

⚠ Notes: 

• You would need 5 years for a healthy colon to progress into invasive carcinoma 
• Polyp removal reduces the risk of cancer Due to colonoscopy and polypectomy 



 

❗Malignant potential of adenoma depends on: 

1. Size 
2. Histological type 
3. Degree of dysplasia 

(⬆ the dysplasia, ⬆ the risk) 

It’s determined according to the degree of atypical cells 
➤ Classified into: 

• Low, moderate, and high grade 

🟥 High-grade dysplasia is very similar to carcinoma, except its limited to epithelium 

✅ Final note: 
The larger the polyp, the more the dysplasia.  

🔷 Anatomical Classification of Polyps: 

• Sessile: Higher risk for malignancy 
• Pedunculated: Lower risk 

 

🔴 Risk Factors: 

Same as colorectal cancer 

 
 
 
 
 
 

 

⚠ High-Risk malignancy: 

• Type and Size of polyp > 1 cm (30%) / 2cm villous (50%) / villious adenoma > tubular  
• Number of polyps 
• Proximal location has more villous types 
• Histology: Villous > Tubulovillous > Tubular 

Note: Annual conversion of adenoma to carcinoma: 

o ~0.25%/year 
o In 5 years: ~2.5% 
o In 10 years : 8% 



o In 20 years: ~24% 

 

🔁 Surveillance Following Adenoma:  

 
 
 
 
 
 

 

🔶 FAP (Familial Adenomatous Polyposis): 

• Autosomal dominant 
• Mutation in APC gene, on chromosome 5 
• Hundreds of polyps in colon & duodenum Involved in 90% of cases 
• Could also be found in stomach  

 

Clinical Findings: 

• 2nd and 3rd decade onset 
• Risk of malignancy = 100% if untreated 

Diagnosis: 

1. ≥100 polyps on colonoscopy  
2. + APC mutation in 80% of pt 
3. 20% have new APC mutations  

 

Clinical Surveillance: 

1. at age 13–15 do  Flexible sigmoidoscopy every year if no polyps skip to 20 to do colonoscopy  
2. if symptomatic à do flex sig. or colonoscopy  
3. Genetic testing if available if no à use CHRPE screening since 50% have it  
4. If no adenoma at age 30 → unlikely to be FAP (exclude) 

 
 

🩺 Surgery (Prophylactic): 

• Since carcinoma could happen after 10 to 20y of dx 
• Proctocolectomy (removal of entre colon + rectum) 
•  + IPAA (Ileal Pouch Anal Anastomosis) à allow pt to pass stool NL à BEST OPTION 
• Sulindac or Celecoxib (NSAIDs and COX-2 inhibitors) à help shrinkage of polyp but doesn’t remove it 
• Duodenal polyps require upper endoscopy every 2y after 30  



• FAP has extracolonic manifestations too 

 

 

 

 

 

 

 

 

 

 
 


