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Introduction

Bowel cancer (a general term for cancer that begins in the large
bowel, and medically known as colorectal cancer) is the 4th most
common type of cancer in the UK [1]. There are more than 40,000
new cases of bowel cancer each year, of which around 54% are
preventable cases. Bowel cancer is the 2nd most common cause
of cancer death in the UK, with greater than 15000 bowel cancer
deaths in the UK every year. Like most cancers, prognosis is strictly
dependent on early detection and treatment of premalignant and
malignant lesions. Majority of bowel cancer arise from neoplastic
polyps. The English Bowel Cancer Screening Programme
requires all polyps to be classified by an endoscopist using the
Paris system- size, site and polyp morphology, as they influence
assessment of malignancy in a lesion [2]. The Paris classification is
both descriptive and predictive. PARIS Classification: This system
allows classification for comparative and descriptive purposes
and further allows prediction of polyp histology and direct
appropriate therapy [3].

1. Polypoid type consists of pedunculated (type 0-lp) & sessile
(0-Is) morphologies.

2.  Non-polypoid or flat types consist of flat or slightly elevated
(type 0-11A), completely flat (0-11B) & slightly depressed but
not ulcerated (0-11C) morphologies.

3. Truly excavated or ulcerated superficial lesions (type 0-lll) are
never seen in the colon.

PIT Pattern Classification (Table 1)

The ACPGBI (Association of Coloproctologists of Great Britain
and Ireland) recommends that endoscopists should estimate
size of polyps and use the Paris classification to achieve the best
prediction of malignancy. A previous audit done at the same
hospital found a 41.38% discrepancy between the histology
results & the polyps classified using PIT classification. The
aim of this study was to find out the compliancy with ACPGBI
recommendations by the Colorectal Department at the Ysbyty
Gwynedd Hospital, Bangor [4].
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Table 1: PIT Pattern Classification.

Pit Pattern type Characteristics

| Roundish pits
Il Stellar papillary pits
s Small Roundish or tubular pits (Smaller than types 1 pits)
1L Large Roundish or tubular pits (Large than types 1 pits)
| branch like or gyrus like pits
Il Non structured pits

Method

This audit was done as a retrospective study, taking a total
sample of 452 patients from 1% January 2022 to 31st January
2022 at Ysbyty Gwynedd Hospital, Bangor [5, 6]. The patient list
was generated from an electric database of all the people who
underwent colonoscopy/sigmoidoscopy during the mentioned
period. The report for these 452 patients were reviewed manually
and the size, site, morphology per PIT classification tabulated.
The histology reports for the polyps were then checked and



tabulated, to find out the mismatch between the endoscopist
classifications with the histology report [7].

Result

A total of 452 patients underwent colonoscopy or flexible
sigmoidoscopy during the study period. 113 patients were found
to have polyp(s) in their colon. 99 patients had polyps detected on
colonoscopy and rest 14 during flexible sigmoidoscopy. The total
number of polyps detected was 294 [8]. Out of them, 224 were
resected and 70 were not resected. 157 polyps were described
with compliance to the guideline (morphology, PIT, and size
all 3 described), the rest 137 were Non-compliant (all 3 not
described) [9].

Size of Polyps

The number of polyps with polyp size measured was 281, and 13
did not have their size measured. Majority of Polyps were 1 to 5
mm in size- 140 polyps (49.8%), while the second most common
were in the range 6 tol0mm -40 polyps (14.2%) [10, 11]. the size
of polyps with their percentage is shown in the (Table 2) below.

Site of Polyps

The site of polyp within the colon is also a risk factor where
proximal colonic polyps are, size for size, at greater risk of
containing malignancy [12]. The malignant risk for adenomas
in the right colon (Proximal to the splenic flexure) was higher
than that for similar-size left-sided or rectal polyps (Table 3) and

Table 2: Sites of Polyps.
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(Figure 1).

Morphology of Polyps

Recognition of pattern and therefore clinical experience are
important factors when describing morphology of polyps.
Malignancy is more likely when the contour is irregular, when
there is ulceration or when the consistency of the polyp (when
probed gently) is hard or when the stalk broadens [13, 14]. These
classical signs are not always evident, and more sophisticated
classifications have been developed i.e., Paris classification.
(Table 4).

Histology of Polyp

Pit pattern Typesland |l are non-neoplastic (normal or hyperplastic
mucosa). Proximal hyperplastic polyps can belong to the serrated
adenoma group and should be treated accordingly. Pit patterns
IS (small), IIL (large) and IV (gyriform) are most likely to be
benign adenomas with a low risk of submucosal invasion [15-17].

Type V pit patterns indicate a high risk for invasion into at least the
sub mucosa [18]. The type-V pit pattern can further be divided into
Vn (with pits devoid of structure (non-structural)) and VI (where
pits are irregular). This sub classification is appreciated only with
magnifying chromo endoscopy. Pit pattern VI (irregular) may be
on the surface of a benign lesion but submucosal invasion can
also occur [19,20]. Vn has the highest likelihood of malignancy.
(Table 5).
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Table 5: Discrepancy between PIT and Histology.

Histological Type Number  Percentage (approx.)
Adenocarcinoma 2 0.68%
High grade Tubular Adenoma 1 0.34%
Low grade Tubular Adenoma 106 35.90%
Tubulo Villous 23 7.84%
Serrated Adenoma 24 8.14%
Hyperplastic 44 14.91%
Inflammatory 7 2.37%
Metaplastic 0.34%
Normal Mucosa 3 1.01%
Not done 84 28.47%

Discrepancy between PIT and Histology

The total number of polyps classified as per PIT classification was
219, and the total number of PIT classified polyp resected and
sent for histopathology was 169. Summary:

1. Polyp classified as Type-l: 1 serrated adenoma. No

Discrepancy.

2. Classified as Type-ll: 1 normal mucosa, 12 hyperplastic, 8
serrated adenoma, 11

Tubular adenoma (Low grade) and 1 tubulovillous adenoma.
Discrepancy of 7.10%.

3. 1classified as 3a: 1 serrated adenoma. Discrepancy of 0.59%.
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In total, 71.01% of the polyps had no discrepancy between their
descriptions by the endoscopists and their histopathology report,
while 28.99% did have discrepancy [21-23].

Conclusion

From this audit we have seen that 100% of endoscopist have
described the site of polyps, but 95.25% have described the
size of polyps, and 94 polyps (31.86 %) lacked morphology
description. There is 28.99% discrepancy between the histology
results & the polyps classified using PIT classification. This is an
improvement from 41.38% discrepancy from the first cycle of
audit [24]. Through this audit it is found that a greater number of
endoscopists used the PIT & PARIS classification in describing the
polyps compared to the previous audit [25].
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