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Colonic polyps are common and frequently encountered during 
optical colonoscopy (OC) [1]. The association between adenomas 
of the large bowel and colorectal cancer (CRC) is well established 
[2]. Polypectomy is carried out when polyps are identified at OC, to 
reduce the risk of CRC developing [3]. The relative risk of adverse 
events is greater for those undergoing therapeutic OC compared 
with diagnostic OC, but the absolute risk remains low [4]. Overall, 
for most patients the benefits of polypectomy outweigh the risks.

Colonoscopy capacity in the United Kingdom has been reduced 
significantly due to the effects of the COVID- 19 pandemic [5]. 
Clinicians are rightly concerned about the risk of a delayed diagnosis 
of CRC caused by prolonged waiting times for investigation, and the 
risk of COVID transmission to patients or staff involved in support-
ing invasive procedures. National efforts are being made to mitigate 
these risks [6– 8]. This has led to a greater reliance on alternative 
colonic investigations, namely CT colonography (CTC) and colon 
capsule endoscopy (CCE). While accurate at detecting colonic pa-
thology, these investigations will necessitate some patients under-
going follow- up endoscopic procedures to biopsy or treat pathology 
[9]. The use of the faecal immunochemical test (FIT) has also been 
advocated as an adjunct to clinical acumen to help triage patients, 
given its ability to determine the risk of patients harbouring signif-
icant bowel pathology [10– 12]. CTC or CCE can therefore be used 
to reduce the risk of diagnostic delay in those with intermediate FIT 
results by providing additional diagnostic capacity [13].

Consequently, as the use of CTC and CCE increases, clinicians 
will more frequently have to determine how best to manage patients 
in whom polyps have been reported. Malignant pathology, or large 
polyps (≥10 mm), found by CTC or CCE, will inevitably require lu-
minal assessment in an appropriate timeframe, provided that the 

patient is fit enough to undergo further investigation or therapeu-
tics, in concordance with the principles of Realistic Medicine [14,15]. 
Patients with multiple polyps (≥5) are at greater risk of developing 
colorectal cancer in the future and therefore warrant OC to remove 
these, regardless of size [16. However, there is less consensus on the 
decision- making for intermediate polyps (6– 9 mm) and diminutive 
polyps (<6 mm).

The published literature on intermediate polyps suggests that 
the risk of progression to malignancy over 3 years is extremely low 
and only 6% may progress to advanced adenomas (≥10 mm size, 
contain high- grade dysplasia or villous features) [17– 19]. In a large 
series reported by Ponugoti et al., the majority of intermediate pol-
yps showed no concerning features on histopathological assessment 
with only 0.8% found to have high- grade dysplasia and there were 
no cancers [20]. These results confirm that a minority of interme-
diate polyps will advance and, therefore, careful consideration on 
the need for removal is required when they are reported on CTC 
and CCE. For elderly patients, in whom significant colonic pathol-
ogy has been excluded, removal of intermediate polyps is likely to 
be futile. For younger patients with intermediate polyps, delayed 
polypectomy should be considered. This would carry limited clinical 
risk and provide greater immediate utility of OC appointments for 
endoscopy units. The timeframe for intervention will depend on OC 
availability, but there is no evidence to suggest patients would be 
harmed by waiting up to 1 year.

Diminutive polyps are considered at a lower level of risk com-
pared with intermediate polyps. National CTC guidelines advo-
cate that diminutive polyps are not reported if detected [21]. In 
addition, there is an acceptance that low risk adenomas will be 
missed using FIT at a cut- off of 10 µg/g in symptomatic patients. 
Furthermore it has also been reported that the risk of subse-
quent CRC in this group is very low and safety netting is not being 
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advocated [11]. Due to the nature of the test, CCE is much more 
likely to report diminutive polyps. Polypectomy for diminutive 
polyps in elderly patients is similarly difficult to justify given the 
low risk of the polyps progressing within the patients’ lifetime. 
Younger patients with diminutive polyps should be encouraged 
to participate in a national bowel screening programme when in-
vited; this will provide an adequate safety net. Clinicians may feel 
uncomfortable about leaving diminutive polyps in younger pa-
tients who are at least 5 years from the bowel screening age given 
the risk of progression in the longer term. Therefore, clinicians 

could consider offering surveillance OC within 5 years to minimize 
future risk.

A pragmatic approach to dealing with intermediate and dimin-
utive polyps is therefore needed whilst the current focus of 
endoscopy resources is on the detection of CRC. The merits of 
timely polypectomy for intermediate and diminutive polyps seem 
low, particularly in the current circumstances. Delayed polypec-
tomy would seem appropriate for those patients with intermedi-
ate polyps, giving endoscopy units greater flexibility in scheduling 
appointments, akin to providing a bar in a busy restaurant –  it will 
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help flow. This strategy, however, assumes that the current endos-
copy backlogs are reduced and further capacity will be generated 
in the future. For polyps <6 mm, a clinical consensus is needed to 
support decision- making and we propose a pragmatic algorithm 
(Figure 1). This approach is commensurate with the principle of 
Realistic Medicine and would enable a shift in clinical practice 
away from a “zero risk” policy for all, which is becoming increas-
ingly difficult to resource, towards one which more appropriately 
prioritises resource for those patients in the highest risk groups 
and who have the most to gain from interventions –  an approach 
which should deliver better and more appropriate clinical care for 
all patients [15].
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