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• According to the most recent estimates by the 

International Agency for Research on Cancer 

(IARC) colorectal cancer (CRC) is the most 

common cancer in Europe with 432 000 new 

cases in men and women reported annually. It is 

the second most common cause of cancer 

deaths in Europe with 212 000 deaths reported 

in 2008. Worldwide CRC ranks third in incidence 

and fourth in mortality with an estimated 1.2 

million cases and 0.6 million deaths annually.  



• In the 27 Member States of the European Union 

(EU), CRC ranks first in incidence and second in 

mortality in both sexes, with approximately 

334 000 new cases and 149 000 deaths 

estimated for men and women combined in 

2008. Even in those Member States in the lower 

range of age-standardised rates of CRC, the 

burden of disease is significant compared to 

other regions of the world. CRC is therefore an 

important health problem across the EU. 



• Screening is an important tool in cancer 
control in countries with a significant 
burden of CRC, provided the screening 
services are of high quality. The EU 
recommends population-based screening 
for breast, cervical and colorectal cancer 
using evidence-based tests with quality 
assurance of the entire screening process 
including diagnosis and management of 
patients with screen-detected lesions. 
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PROCESS  
1. Definition of clinical questions and PICOS by the 

authors 

2. Literature search, evidence tables and summary 
documents by the literature group 

3. Chapter drafts based on the literature search 
results 

4. Circulation of the drafts and meetings with 
chapters authors, editorial board and literature 
group to check and share the contents of the 
chapters and the format 

5. External review and web consultation 

6. Final revision and editing by the authors and the 
EB 

 

 



QUESTIONS FORMULATION  

All authors of the chapters have been invited to 
define, for each heading and subheading, one or 
more relevant clinical question to be answered 
by searching the literature 

They have been also  invited to compile the 
PICOS 

P: characteristics of patients 

 I:  intervention to be assessed 

C: comparison 

O: relevant outcomes 

S: study designs to be considered 



CLINICAL QUESTION 2 

    What are the levels of diagnostic reproducibility of the 
pathological features: 

• dysplasia 

• villousness 

     in colorectal adenomas? 

 
PICOS 

• P: Asymptomatic people detected with polyps or symptomatic patients 

• I: Pathological diagnosis of dysplasia or villousness 

• C: Not applicable 

• O: Diagnostic reproducibility/concordance 

• S: (Systematic reviews of) diagnostic accuracy; cross-sectional studies, population 
studies; case series 

 
SEARCH METHOD 

• We contacted experts in the field to retrieve papers relevant to this issue. We also performed a search 

• on MedLine using the following two strategies: 

• (("Reproducibility of Results"[Mesh]) OR ("Sensitivity and Specificity"[Mesh])) AND ((dysplasia OR 

• villousness) AND (colorectal adenoma)) AND ((Humans[Mesh])). Reproducibility of results (Mesh) AND 

• colorectal neoplasms (Mesh) AND adenoma (Mesh). 

 



SUMMARY DOCUMENT 

A SUMMARY DOCUMENT has been prepared 

for each clinical question reporting: 

• PICOS question 

• Methods: Search strategy used 

• Results: n. and types of retrieved studies, 

summary of their characteristics and results, 

methodological quality 

• Conclusions and overall level of evidence 



LEVEL OF EVIDENCE 

A grading of level of evidence was used and 
reported in each evidence table and summary 
documents 

I: many randomized controlled trials (RCTs) or 
systematic reviews (SRs) of RCTs   

II: one RCT 

III: prospective cohort studies or SRs of cohort 
studies  

IV: retrospective case-controls studies or SRs of 
case controls studies, time series analysis 

V: case series; before after studies without control 
group, cross sectional surveys      

VI: expert opinion  



STRENGTH OF THE 

RECOMMENDATIONS  

A intervention strongly recommended for all 

patients 

B intervention recommended 

C intervention to be considered but with 

uncertainty  about its impact  

D intervention not recommended  

E intervention strongly not recommended 



Recommendations (N= 279) by levels 

of evidence and strength    

 
Levels of evidence 

Strength of 

recommendation 

I II III IV V VI 

A 12 13 23 4 69 

B 13 11 17 2 9 62 

C 3 6 4 4 18 

D 1 5 2 1 

E 

Total  25 28 51 6 19 150 

*including recommendations reported just once 



Example of recommendations’ list-

chapter 5 
Endoscopic technique 
 
• There should be local policies and processes in place to optimise 

sedation and patient support in order to maximise tolerance and 
minimise risk of complications (I - B).5.4.4 

 

• Policies on the use of sedation must take into account historical 
context, the impact on the patient experience and costs (I - 
B).5.1.3 

 

• Carbon dioxide insufflation is recommended for colonic 
endoscopic procedures (I – A).5.4.4 

 

• Carbon dioxide insufflation should be avoided in patients with 
COPD, known C02 retention or reduced pulmonary function (VI – 
A).5.4.4 
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QUALITY ASSURANCE IN PATHOLOGY 

  

Recommendations 

 

7.1 Due to the improved diagnostic reproducibility of the 

revised Vienna classification, use of this 

classification in a format modified for lesions detected in 

screening is recommended to ensure 

consistent international communication and comparison 

of histopathology of biopsies and resection 

specimens (IV – B).  

 

Only two grades of colorectal neoplasia (low grade and 

high grade) should be used, to minimise intraobserver 

and interobserver error (V - B).  

 

The terms intra-mucosal adenocarcinoma or in-situ 

carcinoma should not be used (VI - B). 



Criteria for cancer polyps removal 



Detected lesions - Italy 2009 

Initial test Following tests 

Screened  subjects 631,460  824,562 

Carcinomas 1,464 1,041 

  % of cancer 

polyps 
27.3% 24.4% 

Advanced 

adenomas 
6,930 6,205 

% of cancer with 

stage 
72% 71% 



Treatment: endoscopy  polypectomy only        
(71% ) 

Mean 10°-90° percentiles 

  All carcinomas  12,1% 0 – 26% 

 pT1 Carcinomas 27,2% 0 – 46% 

  Advanced 

adenomas 
95,7% 89 - 100% 





Surveillance following adenomas 

removal 



Surveillance following adenomas 

removal 



Surveillance following adenomas 

removal   



Stopping surveillance 

9.10 The decision to undertake each colonoscopic 

surveillance examination should depend not only 

on adenoma characteristics, but also on the patient's age 

and wishes, and the presence of significant 

co-morbidity. The patient status should be established 

prior to attendance for each 

examination (VI - A).Sect 9.4.2 

 

9.11 The cut-off age for stopping surveillance is usually 

75 years, but this should also depend upon 

patient wishes and co-morbidity (VI - A).Sect 9.4.2 

 

9.12 Following cessation of surveillance, individuals 

should be returned to the population screening 

programme (VI - C).Sect 9.4.2 



Family History 

9.13 Recommendations should not 

differ for patients with a family history 

who are found to have 

adenomas, unless it is suspected that 

they have one of the dominantly 

inherited conditions. 

(III - B).Sect 9.2.3.2 



Thank you for the attention 



Chapter 5 Endoscopy 



 

Stage distribution at diagnosis  

 

 

*cancer polyps,  endoscopically   (only)  removed 

Stage 

FIT 
Programs 

FS (n=23) First test 

(n=1052) 

Following 

tests (n=740) 

I 35,5 42,3 56,5 

I* 8,9 10,1 17,4 

II 29,9 21,1 8,7 

III-IV 25,7 26,5 17,4 


