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Sessile serrated adenomég Pedunculated serrated adenomg
Matsumoto, 199¢ Matsumoto, 1999

Serrated adenoma
Hirono, 2004

Hyperplastic polyp
Hirono, 2004

Jass, 2004

R e s el LG dysplastic serrated adenom%

Goldstein, 2008
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f Management of Serrated Adenomas
sa== and IHyperplastic Polyps
y A‘: Valerie P. Bauer, M.D." and Harry T. Papaconstantinou, M.D.2

CLINICS IN COLON AND RECTAL SURGERY/VOLUME 21, NUMBER 4 2008

Figure 2 The architectural features of sessile serrated
adenoma are shown here in (A} low power field and (B} high
power field illustrating the branching dilated crypts at the
lower base parallel to the muscularis mucosa creating an
inverted T or L shape.

« "overlaps” in serrated polyps

* No concensus on terminology and
diagnostic criteria

* Unreliable molecular data




WHO Classification of Tumours of

the Digestive System

Edited by Fred T. Bosman, Fatima Carneiro, Ralph H. Hruban, Nell D. Theise

Serrated Polyps

Hyperplastic polyp (>75%)
Sessile serrated adenoma/polyp (15-25%)
(Traditional) serrated adenoma (<10%)

(Ad)Mixed polyp
Sessile serrated adenoma/polyp with dysplasia

Hyperplastic polyposis
Serrated polyposis

WHO 2010
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| MVHP

GCHP

MP/HP

SSAP with
dysplasia

Hyperplastic polyp;
metaplastic polyp

Hyperplastic polyp;
metaplastic polyp

Serrated polyp with
abnormal proliferation;

giant hyperplastic
polyp; variant
hyperplastic polyp

Mixed hyperplastic-
adenomatous
polyp; advanced
SSAP

Serrated adenoma;
fiiform serrated
adenoma

Hyperplastic poly-
posis; giant hyper-
plastic polyposis

Straight, serrations
may be minimal

Straight,
serration toward
lumen

Crypts distorted,

; often dilated near

base, excess
serration near
base

As for SSAP

Hyperserrated in
part owing to
formation of
eclopic crypts

Mostly SSAP with
some MVHP

Located uniformly in
basal portion of crypts.

Located uniformly in
the basal portion of

crypts

Located uniformly in
the basal portion of

crypis

Proliferation abnormally
located often away
from the base of the
crypts, variable from
crypt to crypt

As for SSA/P but with
‘more proliferation in
cytologically dysplastic

Proliferation present at
base of ectopic crypts

As per polyp sublype

No
mixed goblet cell
& microvesicutar

No Pure gablet cells

Atypia present  None

but appears

reactve

No Usually
microvesicular,
sometimes with
goblet cells or
gastric foveolar
differentiation

Present As for SSAP

May be present, None or goblet

usually in the
form of cells
with
i
cytoplasm
Present as

disease
advances

cells

As per polyp
sublype

poes

4t

Serrated lesions WHO 2010
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Mikrovesicular (MVHP)
» Commonest HP

* Entire colon
«"Serration” prominent
*Microvacuolation
*Precursor of SSA/P ?

Goblet cell (6CHP)
*Second common
sLeft colon

* Hyperplastic goblet cells
«"Serration” subtle

Mucin-poor (MPHP)
*Very rare

«"Serration" prominent
*Nuclear atypia present

MVHP Hyperplastic polyp;  Straight with
metaplastic polyp  serrations toward
lumen
GCHP Hyperplastic polyp;  Straight, semations
metaplastic polyp  may be minimal
MPHP Hyperplastic polyp; ~ Straight,
metaplastic polyp  serration toward
lumen

Located uniformly in No Microvesicular or

basal portion of crypts mixed goblet cell
& microvesicular

Located uniformly in No Pure goblet cells

the basal partion of

crypts

Located uniformly in Atypia present  None

the basal portion of but appears.

crypls reactive

+ - + =
- +t U -
] u u ]

WHO 2010
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|+ >0.5cm, flat lesion
v, * Right colon & appendix
Architectural

— Dilatation and branching of basal
crypts

— Inverted, T- or L-shaped crypts

— Serration both on surface and at
base

'+ Cytological
+« - Asymmeftrical distribution of
goblet cells
— Mitosis in upper crypts
— No dysplasia as a rule
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http://www.ayakkabim.org/resim.php?file=07092008180837/1.jpg
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crypt base cells
(undifferentiated)

goblet cells

foveolar-type cells

134740
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Topographical distribution of SSA/P

Gurudu et al. WGL 2010;16:3402

Transverse colon 16%

I, .

Cecum and
Descending

ascending colon —S
51% *
N
N\
N\
N
N\

\

colon 11%

/ Sigmoid

colon 12%

C—/—b Rectum 10%

SSA/P HP
Location Right colon Rectosigmoid
Shape Flat Flat, protuberant
Size > 5mm < 5Smm
Dysplasia Typically absent, Absent

can be present

Subepithelial collagen band  Absent Present
Surface maturation Present Present
Basal crypt dilation Present Absent
Horizontal crypts Present Absent
Branched crypts Present Absent
Basal crypt serration Present Absent
Nuclear shape Round to oval Flat to low columnar
Cytoplasmic eosinophilia Present Inconspicuous

Morphological characteristics of serrated lesions

09.05.2012
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Dysplasia in serrated polyps

Premalignant lesion

LG and HG dysplasia can occur

SSA/P with dysplasia-replaces "mixed
polyp”

Traditional -adenomatous- dysplasia
Serrated dYSPIClSi Q (Goldstein, 2008)

— enlarged round nuclei

— irregular nuclear membrane

— prominent nucleoli

— coarse chromatin

13
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1424-1C-18&2
HP 0

4 (23.5)
2 (11.8)
5 8 (47.1)
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SSAIP Semated polyp with ~ Crypts distorted, Proliferation abnommally ~ No Usually e - +H -
abnormal prolifera-  often dilated near  located often away microvesicular,
tion; giant hyper- base, excess from the base of the sometimes with
plastic polyp; sefration near crypts, variable from goblet cells or
variant hyperplastic ~ base crypt to crypt gastric foveolar
polyp differentiation
SSAIPwith  Mixed hyperplastic-  As for SSAIP As for SSAP butwith ~ Present As for SSAIP H - e +
cylological ~ adenomatous more proliferation in cy-
dysplasia  polyp; advanced tologically dysplastic
SSAIP areas
WHO 2010
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Entire colon (mostly left)

> lem, protuberant/pedunculated

Villiform surface, complex architecture
Irregular, branching and crowding crypts
Ectopic crypts

Eosinophilic cytoplasm

Mild pseudostratification (midphasic nuclei)
No surface maturation

09.05.2012
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g Lar'ge pedunculaTed polyp
* Frequent in rectosigmoid

\ ~ x i(w' -
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TSA Serrated adenoma;
filiform semated
adenoma

Semated  Hyperplastic poly-

polyposis o giant hyper-
plastic polyposis

Hyperserrated in
part owing to for-
mation of ectopic
orypis

Proliferation presentat  May be pres-

base of ectopic crypts ~ ent, usually in
the form of
cells with
eosinophilic
cytaplasm

Mostly SSAPwith  Asperpolypsubtype  Presentas

some MUHP

disease
advances

Naone or goblet +t
cells

As per polyp +°
subtype

+° ++

+° et

WHO 2010
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(A) Crypts showing basal dilation and serration in a ‘crescendo’ fashion in sessile serrated
adenomas/polyps (H&E, x200).

Ensari A et al. J Clin Pathol 2010;63:665-668

©2010 by BMJ Publishing Group Ltd and Association of Clinical Pathologists -

SSA/P TSA TA
Location Right colon Throughout, 60% left Throughout, 60% left
Shape Flat Mostly pedunculated Mostly pedunculated
Dysplasia Absent or minimal Present Present
Surface maturation Present Absent Absent
Serration Present Present Absent
Basal crypt dilation Present Absent Can be present
Horizontal crypts Present Absent Can be present
Branched crypts Present Absent Can be present
Basal crypt serration  Present Absent Absent
Nuclear shape Round to oval Tall columnar Tall columnar
Cytoplasm Eosinophilic Eosinophilic Basophilic

19



Dysplastic SSA/P

Adenocarcinoma

8 CIMP-HMSS CA

Serrated polyposis

« At least 5 serrated polyps proximal to
sigmoid colon, 2 > 10mm

* Any number of serrated polyps
proximal to sigmoid colon in a person
with 1st degree relative with SPS

« >20 serrated polyps of any size
throughout colon

WHO, 2010

09.05.2012
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Type 1 SPS
*Multiple SSA/P
*Large polyps
*Proximal colon
*Ca risk 1

*BRAF mutations

Type 2 SPS
*Numerous <bmm HP
*Entire colon

*Ca risk @

*KRAS mutations

09.05.2012
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Treatment & follow-up

« All polyps should be excised
(except <bmm, distally located, multiple HPs)
« >1cm polyps should be completely excised
« Few small polyps - 5 year interval
* Large polyps - 3 year interval

* Dysplastic SSA/P control in 1 year, then 3
year interval

WHO 2010

WHO 2010

Giant HP
Variant HP
Serrated adenoma
Mixed polyp
Hyperplastic polyposis

Transitional forms???
Appendix????

09.05.2012
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::E'umpean A European Multicenter Study
‘225;%5&;’; on Serrated Polyps

21 European pathologists

1st round - H&E slide set of 15 + 55
serrated polyps

2nd round - All 70 cases
Criteria list
Diagnostic categories
« Concensus discussions after each round
* Kappa analysis

]» accompanied both sets

Overall agreement for the first &
second rounds

Rounds 1st group (n=15)  2nd group (n=55)  Total (n=70)
1st Round

kappa value 0.202 0.349 0.318

CI lower-Cl upper 0.147- 0.256 05028610'377 05098610-343
p value p<0.001 p=<b. p<0.

2nd Round

kappa value 0.587 0.330 0.306

CI lower-Cl upper 0.543 - 0.632 0.304 - 0.356 0.281 -0.332
e M p<0.001 p<0.001

09.05.2012
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Overall agreement for diagnostic categories

1st group
(n=15)

2nd group
(n=55)
Total
(n=70)

0.315
p<0.001

0.443
p<0.001

0.415
p<0.001

0.223
p<0.001

0.323
p<0.001

0.301
p<0.001

0.181
NS

0.512
p<0.001

0.433
p<0. 001

0.107
NS

0.235
p=0.01

0.221
p=0.014

0.021
NS

0.009
NS

0.013
NS

1st group
(n=15)

2nd group
(n=55)
Total
(n=70)

0.897
p<0.001

0.900
p<0.001

1.00
p<0.001

0.997
p<0.001

0.990
p<0.001

1.00
p<0.001

0.545
NS

0.455
p<0.001

1.00
p<0.001

0.072
NS

0.211
p=0.013

1.00
p=0.014

0.016
NS

0.040
NS

0.017
NS
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