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Serrated pathway: 20-30% sporadic cancers
30-40% iCRC have features suggesting serrated pathways (MSI, CIMP+)



Factors associated
to SSLs detection:

Meester RGS et al. Prevalence and Clinical Features of Sessile Serrated Polyps: A Systematic Review. 
Gastroenterology 2020; 159: 105-118

- Mucosal inspection (WT)
- Endoscopist’s skill (high polyp detectors) 

Right colon inspection (double inspection, retroflexion)
Enhanced endoscopy (mucosal exposure device, chromoendoscopy) (?)



SSLs detection:
Interoperator variability

Hetzel JT, Am J Gastroenterol 2010: 105: 256

Kahi CJ, Clin Gastroenterol Hepatol 2011; 9: 42
De Wijkerslooth, Gastrointest Endosc 2013; 77: 617-623

FIT-program 2022 - Valduce: Quality indicators 2022

Range 37-69% (X 1.5)
Mean: 55.4%

Range 0-9.5% (X 9)
Mean: 3.6%



SSLs detection rate 
12 RCTs
9,237 pts
- With AI – 4595

Mean age: 59y, Males 54%
- Without AI – 4642

Mean age: 58y, Males 52%

With AI Without AI RR

All 5% 4% 1.15 (0.99-1.39)

Screen/surv. 6% 5% 1.15 (0.92-1.45)

Patel et al,  Digestive Disease Week, Chicago 2023

CADe and serrated lesions: Metanalysis of RCTs





Criteria for the 
ideal KPM:

• Clinically relevant (associated with relevant outcomes)
• Measureable (easy to measure)
• Potentially amendable over time (CQI)
• Transparent (no susceptible of corruption)
• Comparable (benchmarking)
• Comprehensive

1. Does SSL-DR meet these criteria?
2. Does SSL-DR better discriminate low- versus high-quality colonoscopists than ADR ?
3. Is FIT-based screening program the right field for implementation of this new KPM? 



van Toledo DEF et al. Lancet Gastroenterol Hepatol 2022; 7: 747–54

Dutch screening program (FIT cut-off: 47 μg Hb/g faeces)
277.555 screening  patients 55-77 yr (2014-2020)
441 endoscopists, 
305 i-CRCs.

Median ADR: 66.3% (IQR 61.4-69.9)
Median PSP-DR: 11.9 % (IQR 8.3-15.8)

PSPDR = DR of proximal serrated polyp (SSLs+HPs proximal to the descending colon)

Every + 1% PSPDR  = - 7% i-CRC risk

0.8%-7.5% 7.6%-10.4% 10.5-12.9% 13.0-16.9% 17.0-29.1%

Sessile lesions and iCRC risk – FIT based screening programs



van Toledo DEF et al. Lancet Gastroenterol Hepatol 2022; 7: 747–54
Sessile lesions and iCRC risk – FIT based screening programs

Median ADR: 66.3% (IQR 61.4-69.9)
Median PSP-DR: 11.9 % (IQR 8.3-15.8)
Median SSL-DR: 9.0 % (IQR 0.5-29.6)

From a clinical perspective, considering ease-of-use and expected effectiveness, the PSPDR appears
to be the best proxy for the detection of clinically relevant serrated polyps in daily practice,
overcoming the pathologists high interobserver variability in SSL diagnosis



Barbiellini Amidei C et al. Palermo, GISCOR 2023; DDW 2023 (GIE 2023: 65 AB 469)
Sessile lesions and iCRC risk – FIT based screening programs

FIT cut-off: 20 μg Hb/g faeces
49,626 colonoscopies(2012-2017), f-up until 12/2021
311.287 person-years f-up
257 i-CRC
median ADR  48.0% (IQR 43.7-55.0)
median SSPDR  1.62% (IQR 0.75-3.60)

Every + 1% ADR       = - 4% i-CRC risk
Every + 1% SSP-DR  = - 10% i-CRC risk
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• Clinically relevant (associated with relevant outcomes)
• Measureable (easy to measure)
• Potentially amendable over time (CQI)
• Transparent (no susceptible of corruption)
• Comprehensive
• Comparable (benchmarking) (?)

1. Does SSL-DR meet these criteria?
2. Does SSL-DR better discriminate low- versus high-quality colonoscopists than ADR ?
3. Is FIT-based screening program the right field for implementation of this new KPM? 
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Endoscopist SSPDR, ADR and risk of iCRC
van Toledo DEF et al. Lancet Gastroenterol Hepatol 2022; 7: 747–54
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Barbiellini Amidei C et al. Palermo, GISCOR 2023; DDW 2023 (GIE 2023: 65 AB 469)
Sessile lesions and iCRC risk – FIT based screening programs

Nonostante l’high-SSPDR conferisca un rischio
leggermente inferiore negli endoscopisti con low-ADR,
l’ADR sembra più fortemente associato al rischio di
PCCRC, e rappresenta pertanto un parametro più robusto
per monitorare la performance degli endoscopisti
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Limits to SSL-DR as KPM  (in FIT-based screening setting) 

• Low-prevalence lesions
• Need for accurate pathology interpretation

• FIT has low-sensitivity for serrated polyps
• It is still uncertain whether SSL-DR really complementary to ADR to differenziate high 

vs. low performers
• The benchmark for the SSL detection rate is unclear (and what we should measure

should be better standardized)

• Surveillance protocols for SSLs are poorly defined



1. Probabilmente SI, almeno nella pratica clinica (a livello del centro e 
del singolo endoscopista) 

SSLs-DR: abbiamo bisogno di un nuovo indicatore? 

2.  Probabilmente NO, nei programmi di screening organizzati con FIT





Lesioni serrate: criticità della 
diagnostica istologica

Paola Cassoni
Università di Torino, Città della Salute e della 
Scienza



GUT, 2017

Lesioni serrate: dove eravamo rimasti?



SSLHP TSA

So similar, so difficult to differentiate

1° step : which entity?



HP

SSL

INDISTINGUISHABLE

J Clin Pathol, march 2023

1° step : which entity?



2nd step : what about dysplasia?



Adenomatous Dysplasia NOS Dysplasia

NOS Dysplasia Minimal deviation Dysplasia

Minimal deviation Dysplasia Serrated Dysplasia

2nd step : what about dysplasia?



Call me by my name 



WHO4° edition, 2010 5° edition, 2019



Vengono detectati di più endoscopicamente?

Vengono diagnosticati di più istologicamente?



“Edwardson et al showed a 20-fold increase in SSL detection rate in the last 10 years, indicating that this 
indicator is susceptible to improvement and somewhat reflective of the overall quality improvement in the 
setting of colonoscopy”

BUT:
 Pathology is still an issue
 SSL should include HP or not in the overall count?
 USA 

Vengono detectati di più endoscopicamente? 

Vengono diagnosticati di più istologicamente?



WHO4° edition, 2010 5° edition, 2019

The 2019 WHO classification now requires only a single ‘characteristic’ crypt to be present in order to make a diagnosis 
of an SSL. Within the 2010 WHO classification, two or three such crypts were needed.

Now, while features such as goblet cells at the crypt bases and mild basal crypt dilatation are not sufficient for a 
diagnosis of SSL, the presence of at least one ‘unequivocally distorted crypt’ is enough for this purpose.

Vengono detectati di più endoscopicamente? 

Vengono diagnosticati di più istologicamente?



A practical approach to the diagnosis of microvesicular HPs and SSLs 

Despite the fact that location alone is not a key determinant of lesion type, some pathologists are very 
reluctant to make a diagnosis of microvesicular HP within the right colon and may have a lower threshold 
for making a diagnosis of SSL in lesions derived from this area

Bateman AC, et al. J Clin Pathol 2023

Studies have shown poor consistency in the histopathological differentiation between microvesicular HPs and 
SSLs, with under-recognition of the latter in studies where histopathological review has been performed. 
Reviews of the morphological features of lesions initially diagnosed as microvesicular HPs have revealed 
reclassification as SSLs in up to 30% of cases.

Site & Dimension impact in reclassification



In a routine diagnostic setting, we believe that it is reasonable to take the location 
and size of lesions into account when assessing serrated polyps. 

When doubt occurs in the differential diagnosis between microvesicular HP and SSL, 
a lower threshold for a diagnosis of SSL may be appropriate for right-sided lesions 
and larger lesions, or if technical difficulties exist, for example, suboptimal specimen 
orientation or with small biopsies taken from larger lesions

Bateman AC, et al. J Clin Pathol 2023
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What’s appening in real life? Over year changes
Colonscopie di screening,  singolo centro, Torino

Which entities are switched into SSL? 

Both HP and TA/TVA LG: impact on Follow up???



Take Home Message
1) PSPDR indicatore di qualità 
endoscopica;
2) SSL continueranno ad aumentare per 
allargamento criteri WHO;
3) SSL asportate interrompono la 
cancerogenesi serrata dx;
4) Il FU segue le indicazioni delle linee 
guida 



OUT of our confort zone

To be continued….
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