
What about tumor budding?

• Detachment of single 
tumour cells or in small 
aggregates (< 5 cells)

• High grade budding (10 
buds in a X25 power 
field) is an adverse 
prognostic markerprognostic marker 

M d P th l 2012 25 1315 25Mod Pathol 2012;25:1315-25



A Big Diagnostic Problemg g
Is this cancer in the submucosa or is it the benign 

phenomenon of epithelial misplacement?phenomenon of epithelial misplacement?



Epithelial misplacement



Epithelial misplacement in adenoma 



Misplaced Epithelium in Colonic Polyps

(PSEUDOINVASION)

• Large pedunculated adenomasg p
• Typically found in sigmoid colonic polyps
• Misplaced epithelium is similar to non-Misplaced epithelium is similar to non

displaced epithelium (degree of dysplasia)
• Lamina propria is retained in displacementp p p
• Mucin pools present
• Hemosiderin may be presentHemosiderin may be present
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Misplaced Epithelium



Serrated colon polyps

• Hyperplastic polyp
• Sessile serrated adenoma/polyp
• Traditional serrated adenoma
• Sessile serrated adenoma with dysplasia
• Mixed polyp









Sessile serrated adenoma/polyp

• Cytologic dysplasia is absent (in most cases)
• Irregular dilated crypts• Irregular dilated crypts
• Serrations present at the base of crypts
• Proliferative zone extends half way up crypts• Proliferative zone extends half way up crypts
• Proliferation of crypts along the muscularis

mucosaemucosae
• SSAs are often large (>10mm) and right sided, 

but these features do not form part of thebut these features do not form part of the 
diagnostic criteria



What do we know about sessile serrated adenoma/polyp

• Sessile serrated polyps/adenomas are associated with synchronous 
advanced colorectal neoplasia

Schreiner MA Weiss DG Lieberman DA Gastroenterology 2010; 139:Schreiner MA, Weiss DG, Lieberman DA. Gastroenterology 2010; 139: 
1497-502.

• Sessile serrated ‘adenomas’ strongly predispose to synchronous 
serrated polyps in non syndromic patientsserrated polyps in non-syndromic patients

Pai RK, Hart J, Noffsinger AE. Histopathology 2010 ; 56: 581-8.

• Sessile serrated polyps progress to carcinoma more slowly thanSessile serrated polyps progress to carcinoma more slowly than 
conventional adenomas (10 -15 years)

Lash RH, Genta RM, Schuler CM. J Clin Pathol 2010; 63: 681-6

• Where endoscopists are mandated to detect and remove all polyp 
lesions, these are very common and cause diagnostic and 
management issues........



Sessile Serrated Adenoma/Polyp
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Sessile Serrated Adenoma Polyp



Sessile Serrated Adenoma Polyp



Sessile Serrated Adenoma



Sessile Serrated Adenoma



Sessile Serrated Adenoma/Polyp



Sessile Serrated Adenoma/Polyp



Traditional serrated adenoma

• Traditional serrated adenomas are 
adenomas that have a serrated 
morphology

• Typically only low-grade dysplasia isTypically only low grade dysplasia is 
present
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Sessile serrated adenoma Traditional serrated adenomaSessile serrated adenoma Traditional serrated adenoma





Specimen pathology report

• Patient identifiers: Name, PHN #, etc
• Specimen received: Location of polyp• Specimen received: Location of polyp
• Gross description:
• Diagnosis:• Diagnosis:

a) Tubular/tubulovillous/villous adenoma/etc
b) Highest grade of dysplasia present
c) Maximum diameter of polyp (or not applicable) 
d) Completeness of excision yes/no/CBA (only for polyps with high-

grade dysplasia or cancer)grade dysplasia or cancer)

• Comments by pathologist



Colonoscopy surveillance after polypectomy
G t t l 2012 143 844 857

Following a negative (no adenomas) colonoscopy: 
• Average risk participants with positive FIT but a 

A high risk adenoma 
includes the following: 

Hi h d d l i

Gastroenterology 2012;143:844-857

e age s pa t c pa ts t pos t e but a
negative colonoscopy will re-enter FIT screening in 
the 10th year following colonoscopy

• Participants with 1 first degree relative with CRC 

• High grade dysplasia
• Villous features 
• Size > 10 mm 
• Sessile serrated 

diagnosed at ≤ 60 years or > 2 first degree relatives 
with CRC will have a repeat colonoscopy in 5 years

• Adenoma identified at last prior screening episode, 
repeat colonoscopy in five years

polyp/adenoma > 10 
mm in size 

• Sessile serrated 
polyp/adenoma of any repeat colonoscopy in five years. 

Following a colonoscopy with removal of an 
adenoma:

p yp y
size with dysplasia 

• Traditional serrated 
adenoma of any size 

adenoma: 
• Repeat colonoscopy in 5 years for a low risk adenoma 
• Repeat colonoscopy in 3 years for a high risk 

adenoma or > 3 low risk adenomasadenoma or > 3 low risk adenomas 



Vancouver General Hospital - Anatomical Pathology/GI Group  

Version 4.1/dfs

'TA' Tubular adenoma with LGD
C l ( it ) biColon (site), biopsy:
Tubular adenoma, low-grade dysplasia:
-Maximum size: xx cm (gross description)-Maximum size: xx cm (gross description)

'TV' Tubulovillous/ Villous adenoma with LGD
Colon (site), biopsy:
Tubulovillous / Villous adenoma, low-grade 
dysplasia:
-Maximum size: xx cm (gross description)



Vancouver General Hospital - Anatomical Pathology/GI Group  
Version 4.1/dfs

'TAINC' Invasive carcinoma arising within a polyp
Colon (site) biopsy:Colon (site), biopsy:
Invasive, low-grade, colonic adenocarcinoma arising within a 
tubular/villous adenoma:
1 N ti /P iti f t diff ti ti1. Negative/Positive for poor tumor differentiation.
2. Negative/Positive for high-grade tumor budding.
3. Negative/Positive for lympho-vascular invasion.g y p
4. Tumor is xx cm away from the cauterized   

resection margin.
5 Completeness of excision can not be assessed5. Completeness of excision can not be assessed. 

OR polyp is completely excised.






