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Systematic Review Report on the Endoscopic Diagnosis and Treatment
of Colorectal Serrated Lesions
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2. KIGEEEIARZICEE I D Systematic Review &Rk

CQ1. Is the prevalence of serrated lesions in Japan lower than in the
world?
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CQ2. Is the image-enhanced endoscopy useful to detect serrated
lesions?
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CQ3. Is a computer-aided polyp detection system useful to detect
serrated lesions?
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CQ4-1. Is the JNET classification useful for differential diagnosis
between HP/SSL and adenomatous lesions?
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CQ4-2. Is the revision of the JNET classification needed?
HEE BV IRA K2
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CQ5. Is the differential diagnosis between HP and SSL possible
endoscopically?
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CQé6. Is the differential diagnosis between SSLD and SSL possible
endoscopically?
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CQ7. Are sessile serrated lesions larger than 6 mm recommended for
resection?
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CQa8. Is surveillance colonoscopy recommended after resection of SL?
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CQ9. Is HP/SSL a precursor to colorectal cancer?
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2. 2U_HIWVIOIRFIA(CQ) —&

Clinical Question —%&

1 Is the prevalence of serrated lesions in Japan lower than in the world?
2 Is the image enhanced endoscopy useful to detect serrated lesions?

3 Is a computer-aided polyp detection system useful to detect serrated lesions?

Is the JNET classification useful for differential diagnosis
between HP/SSL and adenomatous lesions?

4-1

4-2  Is the revision of the JNET classification needed?
5 Is differential diagnosis between SSL and HP possible endoscopically?
6 Is differential diagnosis between SSLD and SSL possible endoscopically?
7 Are sessile serrated lesions larger than 6 mm recommended for resection?

8 Is surveillance colonoscopy recommended after resection of SL?

9 Is HP/SSL a precursor to colorectal cancer?
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3. Systematic Review R

*Based on WHO 5th edition guideline

Target 1st Author, year Study design Patients Country Scopist Prevalence
= A= s e B SAMIE 3Ly &5 S — - oo A Sekiguchi, 2020 RS 5218 Japan Experts 23.3%
KGHEEIKREDRNBHRZET - aROFTEEICRATFEHEE | b e o
SL Anderson, 2023 RS 59438 USA - 8.6%
Trecca, 2024 RS 1147 Italy - 26.2%
ﬁ%*ﬁ_ﬂ: . Tan, 2024 RS 2898 Japan - 4.8%*
SRI = - CQ1 (Taiwan) - (4.6%%)
(Singapore) - (4.0%*)
Is the prevalence of serrated lesions in Japan lower than in the world? (Thailand) - (1.7%")
Shiu, 2021 MA 8 trials Multi - 2.7%
ssL Crockett, 2019 SR 15 trials Multi I: - 2%—8%
. — 1 0, 0,
Working Group: O## B, B8O EF? Experts  13%-20%
Meester, 2020 SR 74 trials Asia - 2.6%
~ Europe - 3.9%
NIEREXRE HILRNE PR E
USA - 51%
z)ﬁb(&mﬁt‘/a_q:*ﬁ& Wﬁﬁﬂ/*ﬁ?@t‘/’i‘— Australia - 10.5%
Yao, 2024 RS 72287 China - 5.4%*

SL, Serrated Lesion; SSL, Sessile Serrated Lesion; RS, Retrospective Study; SR, Systematic Review; RCT, Randomized Controlled Trial; MA, Meta analysis

KEBEERFEDOERE (BEOHIRT—45) BB ORGREERREDRRE

Japan: 7.6% World: 8.5%
AR 345- 41.5% Bl a0
(1982-19854F) e
BA:1.1- 3.0% = 2K N
(1974-19764F) o
USA: 56.6% (19864E) a0 50% (20014F) | | s (st A "
aavE7: 6.9- 20.1% SUHR—IL: 6.6% (19874)
(1972-19814F) l |

Meester R, et al. Gastroenterology. 2020.

Sekiguchi M, et al. J Gastroenterol Hepatol. 2020.

1970-2000F KX DFHETIE. BARD KGHEEKRFREDFREFTENELVEN o1, BB O KSR REEDAEETEH. AN HREERTHELMCENE[LS 2 AL,




CQ1: Is the prevalence of serrated lesions in Japan lower than in the world?

Statement 1.

The prevalence of serrated lesions in Japan is not definitively lower than the world rate.

Level of Evidence: 1I-2

Grade of Recommendation: B

4644 3Tk &Y 103 EkIR . 53X HkB N
MA 14, SR 244, CO 44, CC 144, CA T4

/ d5.A4: Level of Evidence & Grade of recommendation \
i

B IEFURDLAI (Level of Evidence)
NI TZDBHROEBRECENENSVEVINERT
BIETT LRIDMELWD S &V TR T UEREBRE LD
DIFTEBUEREAN AP ZADIZ D IHNE<BVET,

W #3%JL—R (Grade of Recommendation)
X TZDIETFURICEDWT  ERICENTZ T8<ER
RIS CHBEININERIENDTT,

XBWANILDIET VAN G>TE EESRPERIRRL
BREEERLTHERNB<BBHALHIET. LENST,
TN 1835<E TTHMTODREL TE5Y) | BRI [SERERETE)
MINEETT,

o

WEBMREDIRTITAYILE 1—Tld EHOMERBRE FEH TEHHL. FRRNRERREICRITHEEBNELTUVET,
CHOEFTEEIRDDOMN. TIEFTVZDLARIV(Level of Evidence) 1 &TH#22J'L—R (Grade of Recommendation) J&WSBERTY .

Level of Evidence

I1-1

II-2

II-3

111

Evidence obtained from at least one randomized
controlled trial

Evidence obtained from well-designed control trials
without randomization

Evidence obtained from a well-designed cohort or case—
control study

Evidence obtained from comparison between time or
places with or without intervention

Opinion of respected authorities, based on clinical
experience and expert committees

Grade of recommendation

A
B

C

D
E

There is good evidence to support the statement.
There is fair evidence to support the statement.

There is poor evidence to support the statement,
but recommendation made on other grounds.

There is fair evidence to refute the statement.
There is good evidence to refute the statement. /

KRB RS L D NIREBY

SRfFR#E:CQ2

[s the image—enhanced endoscopy useful for detecting serrated lesions?

SEEROBREICHEITEHRS

Working Group: OFE15 Z". B &|#? , L ®

DEZSARE L S—ERRE HIEEARERH
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CQ2: Is the image—enhanced endoscopy useful for detecting serrated lesions?

IEE: DNBI @LCI @TXI, ¥% Human clinical trials (2019-)

NBIvs WLI  Result Outcome LClvs WLI  Result Outcome
MA 1 Positive OR 2.94 (Cl: 1.46-6.25) (SSA-DR) MA 1 Negative  RR 1.21 (Cl: 0.77-1.90) (SSL-DR)
MA 2 Positive  RR 1.93 (Cl: 1.12-3.32) (SA-DR) MA 2 Negative RR 1.11 (Cl: 0.86-1.44) (SSAP-DR)
MA 3 Positive  RR 2.04 (Cl: 1.04-4.39) (SA-DR) RCT 1 Positive  LCI 11.3% vs WLI 5.9% (SSL-DR)
RCT 1 Negative NBI 7.5% vs WLI 6.8% (SSL-DR) RCT 2 Positive  LCI 4.8% vs WLI 2.8% (SSL-DR)
RCT 2 Negative NBI 7.5% vs WLI 8.0% (SSL-DR) RCT 3 Positive  LCl 10.0% vs WLI 0% (SSAP-DR)
RCT 3 Negative NBI 47.4% vs WLI 51.9% (SL-DR) RCT 4 Negative  LCI 8.6% vs WLI 5.9% (SSL-DR)

RCTS5 Negative  LCl 22% vs WLI 34% (SSL-MR)

NBI vs LCI Result Outcome

RCT 6 Negative  LCl 43% vs WLI 29% (SSAP-DR)

RCT1 Positive  NBI 34.6% vs LCl 22.1% (SL-DR)

RCT 2 Negative  NBI 9.4 % vs LCI 12.3% (SSL-DR) TXI: There are no human clinical studies

SSA: SSL or SSAP,  SA: SSL(SSAP)+TSA, SL: SSL (SSAP)+HP+TSA




CQ2: Is the image—enhanced endoscopy useful for detecting serrated lesions?

v HR
124 RCT X8 Systematic review and Meta—Analysis
v T A
37%E %A (technology, attachment, intraprocedural technique)
BEARGRRE
v #ER
ADRME EICHEIZEF 5 LI=DI1391E4E

Sessile serrated adenomaF B[ _EIZZF 5 L1=D [ENBID #
Rishad Khan et al. Gastroenterology 2024 ;167: 560-590

CQ2: Is the image—enhanced endoscopy useful for detecting serrated lesions?

Multicenter RCT in China

LCIBE[XWLIBE[CHEARSSLERENFE(CALELT-.

Jun Li et al. Clin Gastroenterol Hepatol. 2023;21: 328-336

CQ2: Is the image—enhanced endoscopy useful for detecting serrated lesions?

Statement 2.

NBI is useful for detecting serrated lesions in image—enhanced endoscopy.

Level of Evidence: 1

Grade of Recommendation: A

583 ik & W16 3T HkiE A
MA 5. RCT 114,

/ 154 EEF I I 71 (Modified Delphi Method) &[4 \

EHRALTLERT,

B BETIV I 7OEERWEARRDET
@ StatementRND#(E
IRATRTAVILE1—(SR)NSStatementRE/ERK.
@ E15V VR BRAEEOEE CE2EHERTS
SRfEREStatement=R=E /- 5iBAL. SEFETHME(AT
FEB)EAVWVHEAREEERT D,
Q BERRDESTET1—RN\wY
BREGRE 0. HEANSDERZEDOIN, Working
GrouplZCStatementREBEEEIET 5.
@FE2SVVR RIRKIFELHR EIOBMRER)
miEStatementRERRL, HEANBIREZITD,
AEHRDER - AR
&StatementRT. BHEDE0O%LLEN Level of
Agreement 1-2=hH355% “GEER" RS,
\(f:“b\ HEADTO%ULDBRESINEBNERMHFET S,

T TP HEK BFIROBREENU CARRZEBIE T AENVE DT, BERVPHE. BRIEDERG CELIENDNTLET,
AEMAE T RFRRIRRNEREZ DD RBN QAR EZBRE T 720IC BEDDelphiiZE—8PL VI UREBET IV I 7E

FRDET: BEETIVI 71

a » W N =

StatementRO#E(RF: YRTYTyoLE1—
E1STUR: BRAEEDOEE (F2EMBERFRS in HL1R)
BEBROESETA— RN
$E25UUR: RRERCER E3EMERESR in #5)
ABHRDMERR - AR

Level of Agreement

a » W N =

HBRk T, EZimldRL) (accept completely)
HBRRIEDN, O EHNHD (accept with some reservation)

BN EBRR CEHRNHSD (accept with major reservation)

BRI BRTEDREHD. (reject with reservation)
R THY., B TS DRIFR (reject completely)
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Is a computer—aided detection system useful to detect serrated lesions?

Working Group: OB¥ KE"

1) BIERK2RRTILERRRE Rt 52—

CQ3:
Is a computer-aided detection system useful to detect serrated lesions?
Author, year Study design Secondary outcome Result P value

Without CADe ~ With CADe

Hassan, 2023 SR/MA SLs per colonoscopy 0.06 0.07 N.S.
(12 trials)

Wei, 2023 RCT " 0.08 0.08 N.S.

Mangas-Sanjuan, 2023 RCT 4 0.31 0.38 P<0.01

Huang, 2022 SR/MA SSLs per colonoscopy RR, 1.53 P<0.001
(10 trials) (95%CI 1.19-1.96)

Maas, 2024 RCT " 0.19 0.30 P<0.05

Spadaccini, 2021 SR/MA SSLDR 5.2% 10.0% N.S.
(50 trials)

Repici, 2020 RCT /" 5.2% 7.0% N.S.

Xu, 2023 RCT " 1.3% 1.1% N.S.

Scholer, 2024 RCT /" 22% 1% P<0.05

Jin, 2024 SR/IMA Miss rate of SSLs RR 0.43 P<0.05
(7 trials) (95%Cl 0.20-0.92)

SR, Systematic Review; MA, Meta Analysis; RCT, Randomized Controlled Trial: SSLDR, SSL Detection Rate; RR, Relative Risks; N.S., Not Significant
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CQa3:

Is a computer—aided detection system useful to detect serrated lesions?

CADe colonoscopy may have little or no

effect on SPs per colonoscopy.

AINEERRERRICERATEWLED
WXELZBHHY. BRORMAH D,

CQ3:

Hassan C, et al. Ann Intern Med 2023

[s a computer—aided detection system useful to detect serrated lesions?

[CADefFE FBIZEH 9 55} D statement]

v AGA

Recommendation: In adults undergoing colonoscopy,
the AGA makes no recommendation on the use of
CADe-assisted colonoscopy. (No recommendation,
very low certainty of evidence)

FAT S LGN ELLDHERELLALY,

v BMJ

Recommendation: For adults who have agreed to undergo
colonoscopy for any indication (symptoms, screening, or
surveillance), we suggest against the routine use of CADe

FRALGWIEZTHEHEET S,

v ESGE

ERYHEETHHET D,

S. Sultan, et al. Gastroenterology 2025
F. Foroutan, et al. Bmj 2025
M. Bretthauer, et al. Endoscopy 2025
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CQ3: Is a computer—aided detection system useful to detect serrated lesions? KGEERBEEORBREZE - SEOEZEEIZRIT-FEES
SRIGRI T :CQ4-1

Statement 3.

A computer—aided detection system is not yet certain to assist in Is the JNET classification useful for differential diagnosis between HP/SSL and adenomatous lesions?

detecting serrated lesions.

Working Group: B BA3" . HH =2

Level of Evidence: I 2430 KL W13SCRRER AL 113CRkB AN
DEREERXFERHR RESEE 42—
Grade Of Recommendatlon: C MA/SR 514‘-\ RCT 1614:\ OT 514'—0 NIMERKRES ARPEE HELEARELEH
CQ4-1: Is the JNET classification useful for differential diagnosis between HP/SSL and adenomatous lesions?
(" Note )
Author Design Country Target Evaluator Sensitivity Specificity Accuracy
(%) (%) (%)
Zhang Y MA (Retro) Japan NA Expert 73 99 NA
Kobayashi S  Prospective - Real polyps - 79 95 93
Higurashi T Retro - Still images - 84 90 95
Minoda Y - - - - 72 98 NA
lto R - - - - 64 100 97
Sakamoto T - - - - 93 100 99
Koyama Y - - - - 78 99 94
Kobayashi S  Prospective Japan Real polyps Non-Expert 67 98 95
Saito Y - Japan Still images - 62 96 91
Europe - - 73 95 93
Minoda Y Retro Japan Stillimages  Non-Gl trainee 45 96 NA
N Y JINET type1 DHP/SSLICH T D EE - EZRIEEAMICHE N o7,
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CQ4-1: Is the IJNET classification useful for differential diagnosis between HP/SSL and adenomatous lesions?

AEFDReal worldT—RIZHLTEH
JNET type | D4FEE - IEZE(T
AFE-FEARELDIC
+RICENERTHoT-,

Kobayashi S et al. United European Gastroenterol J 2019;7: 914-923

CQ4-1: Is the JNET classification useful for differential diagnosis between HP/SSL and adenomatous lesions?

JNET type 1 DYFEE-EZEIL
B () OEEINFERLTEH

TRICEWERTH o=,

Saito Y et al. Digestive Endosc 2024; 36: 591-599
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CQ4-1: Is the IJNET classification useful for differential diagnosis between HP/SSL and adenomatous lesions?

HMELHFEE (NRERZER) TINET typel DREICKELENH o1,

HFEEIZIXINET Type ZHTDOBEN LR BN LEND,

Minoda Y et al. Digestive Endosc 2019;31: 544-551

CQ 4-1

Is the JNET classification useful for differential diagnosis between HP/SSL and adenomatous lesions?

Statement 4-1
The JNET classification is useful in differentiating between HP/SSL and

adenomatous lesions, especially when used by trained endoscopists.

Level of Evidence: II-1 3032k kY 83THK
Grade of Recommendation: A MA 144 . RCT 144, CC 144 . CA 54,

16
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SRR ;L :CQ4-2

Is the revision of the JNET classification needed?

Working Group: HEE ﬂémﬁ”si&:& KZ)

DEFRERE HEHtE 52—
)PEKFE EFERR HiLRAR

care The JNET Classificati
e aSSification
Type 1 Type 2A Type 2B Type 3
Vessel Invisible %1 R Reglgule;r. ct":l_ll')bi_r +Variable caliber -Loose vessel areas
: : -Regular distribution . . . ; .
pattern (meshed/spiral pattern) *2 Irregular distribution Interruption of thick vessels
Surface -Regular dark or white spots .Requl
+Similar to surrounding (tubuIar/brar?ghuez;papillary) -Irregular or obscure *Amorphous areas
pattern normal mucosa
Most likely Hyperplastic polyp/ Low grade intramucosal ngnhegrallg;gt;rgﬁgxsal Deep submucosal
histology Sessile serrated polyp neoplasia submucopsal invasive cancer invasive cancer
Endoscopic
image

*1. If visible, the caliber in the lesion is similar to surrounding normal mucosa.
*2. Microvessels are often distributed in a punctate pattern and well-ordered reticular or spiral vessels may not be observed in depressed lesions.

*3. Deep submucosal invasive cancer may be included.

17

cars INET type 1 ERE2HID#RES

AN

Dilated vessels

#F & [XDilated vessels H’&HSHEINET type 1D EZEAEELLY,
Minoda Y et al. Digestive Endosc 2019; 31: 544-551

Dilated vessels

CQ4-2
WEIRRE (13EFDIZ* T HINETRS M

Type 1 (%) Type 2A (%) Type 2B (%) Type 3 (%) Unassessable (%)

Bt
Expert, Japan (274) 83.2 16.0 0.0 0.3 0.6
European (3642) 70.9 20.0 3.8 1.7 3.6
Non-expert, Japan (494) 57.1 25.9 5.8 3.0 8.2
W O—BUE (BEREER) S (E502 (T haE—) 25 AICIRTR
188 (Mode rate: RIBZMTR)  REZGRIENTZINETHEDEIE (BLMFE WM EH)
HtEH(TUrOE—)  BHOSBEEVD (BVIFEEESDEX)
X—N—DR: BEDIER(O=Type 1HRHF, X =Type2ANREH)
ATIZHEOT—N—IL. Typel EZEINTHYIESLDELDIRUVER]
ELEDxT—h—(&, BWHIES T3 R ITERZINTER
[E50EMN
REL RBETE. BERREODIFIZIESDEA IS EEELNEND
ﬁ — AT, ERETREHOES2ENAE BRL—EEH S,
—H#ITType D MHBREIMEL LS ZEREIZ,

I:> LI O —BENBL BO—BEMNENCEAEE
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CQ4-2

RRELERBEDOEEFICEICGREARS
SRE DL S5 — HERRR I A 70— D RE

[BBEEDHIE/5—2]

BIZINET Typel, AL U DIEZTN LN DZERICE Sfz/ 89—

= EGID /—F(%Q22 (Irregular dark spot)
—INHEZEDBRVRILELG>TEY., H A EE4aTypel

Irregular dark spotH %< T#. Q10 (Regular dark or white spots) A%
HNIE, Typel&FTHTENZ N
Typel HIEIZHFEHSPOLED IFIEE L

Q4 (Regular distribution) ¥2Q5 (Variable caliber) [F3RERIAZER
[F>THLT . HEMEERTEES

[FERABREDHIE/ 52— ]

Q10 (Regular dark or white spots) HVEx_E i1 D2 TR ML

Typel ¥IEIZH T HSPOME D IHFHWZ&IFRL

Q22 (irregular dark spot) MFIE AR LIFRABELRECELD

Q5: Variable caliberf>Q6: Irregular distribtion|Zd&> T, Type 2A>2B
DFHIFEITIE>TVBEBILH D

CQ4-2: Is the revision of the JNET classification needed?

Statement 4-2

Minor revisions are needed for the JNET type 1.

30X Ek kY 83Tk
MA 144, RCT 144, CC 144, CA 5%,

Level of Evidence: II-1

Grade of Recommendation: A

19

BLEFRORBTERLTEY  RERHIICEIEMERESR
(1F) TR ZE &Y, RO ERRRELET,

i

INETH DB 1E

l_._l
Z1 -sSP=SSLOAEE

2 "

-SSP=SSL
-VPDRE*1Z1E1E,
- SPIZRE*4% 380,

*1. If visible, the vessel caliber in the lesion is similar to or dilated
compared to the surrounding normal mucosa.

*4, Dilated spots can occasionally be observed.
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*1. If visible, the vessel caliber in the lesion is similar to or
dilated compared to the surrounding normal mucosa.

*4. Dilated spots can occasionally be observed.
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Is differential diagnosis between SSL and HP possible endoscopically?

Working Group: O/MIl #&5", A ER?

DEMEMKEEETIL SRR HitHt5—
2)EF;KRH EFI HIESRAR

CQ5: Is differential diagnosis between SSL and HP possible endoscopically?

PRSRAVE HP SSL
BRAL BEa~SKiERICEH FEES il AN
RER KERE5 mmUT emmLl t REREES(CEEM
AIARE! F(Z 0-llafR ZE X2 0-llafR L
=i Pale Normal or Pale
oAk - 1055 EAR - DB iR/ D% R &
BR BB ~ O R B KOOI EREE

Cloud-like surface, Mucus cap, Rim of debris,

REMRIE Smooth or Inverted growth pattern
NBL: UJNET% %8 Type 1 Type 1

Vessel None or Lacy None or Dilated: TBV, DBV or VMV.
Surface None, Dark or white spots Dilated crypts:ECO, iDS

BRNERE
. Star-shaped: Type I Dilated round pits: Type 1I-O or Type E-II or fern-like

Pit pattern

Irregular shape Indistinctive border Cloud-like surface Mucus cap Rim of debris Dilated vessels Dilated crypts Inverted growth pattern

Kashida H. Endoscopic diagnosis of sessile serrated polyp: A systematic review. Dig Endosc. 2019
Murakami T et al. Sessile serrated lesions: Clinicopathological characteristics, endoscopic diagnosis, and management. Dig Endosc. 2022
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CQb5: Is differential diagnosis between SSL and HP possible endoscopically?

=£E5 5 METHA1> 3] AEH B0 BE, % HEE %
Nishizawa,2021  BifEEk #mAZ AR 232 3 experts 75 80
. 79.8 59.1
Hirata,2023 SRR HIME BHAE 217 20 experts
(74.7-84.4) (49.8-62.4)
o 58.5 89.5
Houwen,2023 " o245 423 20 experts
(43.5-73.6) (86.5-92.6)
. 7 experts 38.8 97.8
Vu ,2024 " NhF L 1856
(WASP) (30.1-48.1) (97.0-98.4)
Minegishi,2022 B ATRZE BAR 145 CADx 80.9 62.1
. N 17.1 96.6
Houwen,2023 BHE AimE  AS5U4 423 CADx
(5.6-28.6) (94.8-98.4)

NAREREZMICE (T HSSLD SR ZZ M RE (X 57 EF WAL,

CQb5: Is differential diagnosis between SSL and HP possible endoscopically?

EE5E METHIY E| R i R, % BEE %
Hirata,2023 B #IRES BE 217 20 experts 79.8 59.1
o B
EEE A
SSL HP

SSL 103 36

HP 26 52

FREE-79.8% 4R 59.1%, IF2 3 71.4% [BMERIREE - 74.1% R EE  66.6%

Conclusions:
Accurate differential diagnosis of SSLs and HPs using magnifying colonoscopy was challenging even for experts.
Hirata D et al Digestion. 2023;1-8
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CQb5: Is differential diagnosis between SSL and HP possible endoscopically?

Statement 5.

The endoscopic differential diagnosis between SSL and HP is challenging.

Level of Evidence: II-1

263k K YO ERER A . 13XERE NN

Grade of Recommendation: B RV 2{%.CC 14, CS 44,

/ J5A: StatementEDRIRICDOULT \

AFBARRTIFEBET IV I7HED—EE LT, Working Group TYR 7Y 71 vILE1—(SR) EEMELFE Uz, Working Group
[FT10fB?DC linical QuestionlCxUXEMRREEFZITV . TDORERIN SO S EIDIHKRE & StatementRE/ERRLE LY, StatementET
EDFIBRVETD2DNIDVWT RFITHODTRZIL O TVET R, FURDERTZ1T T2 < Working Group £ THOWebZ—
TA VI TE BHORMEAEBAT A Z0ORBEFEALLEDTIN? | ELWDSERPY TCOSRERTHNIL. ©o &@EaStatement
ROKENGDINEBVNET, | EORERIEREETON. REDRELPStatementROBETEBHIT > THYET,

z&ZI1E. CQ5IF “Is differential diagnosis between SSL and HP possible endoscopically? ” &WS BRI TI DT,
StatementREZDEBITADINKEB(CEZDEHNERLV\EEZSNF UL 1272, ST TIE“Possible”h “Impossible” “ &2 5D T
[F7%<, “The endoscopic differential diagnosis between SSL and HP is challenging.” EWWSREMREATNTUVET,
“Challenging” & “Difficult” (& BRI D& EE5ETRERITHUWV I EVWSEIXRTIN RED 17V RICEARERE VWD HUET,
ZF5V\oZaTVRAEMRL. SEDStatement=Tld“Challenging” Z#AULELR.

REFEERKBREDARGEZE - AROBELEICRAITEHES

SRfER M E:CQ6

Is differential diagnosis between SSLD and SSL possible endoscopically?

Working Group: QO#sAK é'::'l‘El)
NHRARERRKE TEHEEERNR

SREEER : 143CHREE A :MA 144, RV 34, CO 144, CC 9%

CQ6. Is differential diagnosis between SSLD and SSL possible endoscopically?

o /
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Meta analysisé A TORIFTH/EDLE (FRERAFFE)
Meta analysis SSL SSLD
e 13213 (91.9%) 1168 (8.1%)
B4t (M/F) 44.0 / 55.0% 47.3 [ 52.7% N.S.
| FES 59.5 64.2 P<0.001
&R 4% (Proximal) 79.9% 72.9% N.S.

Zhang QQ et al. Clinical and endoscopic characteristics of colorectal sessile serrated lesions with or without dysplasia/carcinoma:A systematic review and meta—analysis. J Dig Dis. 2024

Variable ND LGD HGD SIC Total

n=lesions 1,972 (92.5%) 101 (4.7%) 39(1.8%) 20(0.9%) 2,132 (100%)

(n=patients) (1,276) (94) (38) (20) (1,368)

Age (years)” 62.8+12.1 64.8 £10.0 71.6+8.9 72.2+9.7 63.2+12.0
(23-91) (35-85) (51-86) (47-90) (23-91)

Sex

= Male 667 (52.3%) 41 (43.6%) 14 (36.8%) 7(35.0%) 702(51.3%)

= Female 609 (47.7%) 53 (56.4%) 24(63.2%) 13 (65.0%) 666 (48.7%)

Murakami T et al. A. Usefulness of magnifying endoscopy for diagnosis of sessile serrated lesion with dysplasia or carcinoma: Large retrospective study. Endosc Int Open. 2024

SSLDESSLT. RO LIICEEEILLZLA., SSLDIF LY EEID BE THEiEIN S,
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CQ6. Is differential diagnosis between SSLD and SSL possible endoscopically? CQ6. Is differential diagnosis between SSLD and SSL possible endoscopically?
Meta analysis & BESRDHE (FER-91) SSLD & SSL oRAERIE & S RIS EEE

SSL SSLD
RER SSLIZHTBSSLDDE| & Meta analysis SSLD WLI: AIRR &Y 0-lla, O-Is 0-Ip, O-Is+lla
smmLl T 0—2.3% 10mmBL_E GOR 3.82 £24¢ @ Normal or Pale Reddishness
6—9 5 4—6.0% RER ' -t FrR Smooth Double elevation, Central depression
mm AT HRMOREM (82) AR, NBI: NETS3 4 Type 1 Type 2A-3
1omm uJ: 65 — 136% Zhang QQ et al. Clinical and endoscopic characteristics of colorectal sessile serrated lesions with or without @'% : Pit pattern type L plt pattern Only Type " and I"L’ IV’ orv pit patterns
dysplasia/carcinoma: A systematic review and meta—analysis. J Dig Dis. 2024
WHO$M4E SR IS#EHRL 1-$R Design FZHTHE BE % REE, %
WHO% 48 ShRICHEML7=3R%  Country REZROSH Logisti del
=n 4 OgIstic moae
Lamba M, 2022 Australia SSLD @ 54.2 %A1 0mmR . Jung P, 2023 B %A1 (high-risk adenoma, size, depression, NICE2/3) 72.0 95.5
Jung P, 2023 Korea SSLD ? 6.7 % HYN10mmK . Murakami T, 2024 B A8 WLI 81.9 89.7
LuQ, 2024 China SSLD 0 44.0 % H10mmELTF. B} _ INET 85.2 96.9
Murakami T, 2024 N 3 .
urakami 1, Japan SSLD/Ca @ 41.3 %HM10mmLLTF. ) ; Pit pattern 87.4 98.5
Ohk| D, 2024 Japan SSLD/Ca D 35.6 %i)§ 10mm*5ﬁ Jung P et al. Clinical and endoscopic characteristics of sessile serrated lesions with dysplasia/carcinoma. Korean J Intern Med. 2023

Murakami T et al. A. Usefulness of magnifying endoscopy for diagnosis of sessile serrated lesion with dysplasia or carcinoma: Large retrospective study. Endosc Int Open. 2024

SSLD/Ca® N{REERIHE RIS BARE (L SUMFEEZRLI-H.
FRE (X 85%FEE THoT- (BIEMHEER 15%) .

SSIDDENEITRERIZE>TIEMT 5HY. SSLDD40% [F10mmE il EHE RIS 1=,

CQ6. Is differential diagnosis between SSLD and SSL possible endoscopically? CQ6: Is differential diagnosis between SSLD and SSL possible endoscopically?
AR TORFHDHE : SSL, SSLD, SSL with Ca DHREEA 2
Rates of dysplasia/
Carcinoma
Total 92.5% 47% 1.8% 0.9% 160[2132(7.5%) Statement 6

<5mm 98.8% 1.2%  5/430(1.2%)

610 mm 915% a3% 1o% 61/934 (6.5%) Accurate differential diagnosis of SSLD from SSL endoscopically is challenging.
11-15 mm 90.5% 54% 24% 1.5% 39/411(9.5%)
16-20 mm 87.1% 7% 26% 3.2% 20/155(12.9%)

=21 mm 827% 11.4% 30% 3.0% 35/202(17.3%)

0% 5% 10% 15% 80% 85% 90% 95% 100%
SSL with dysplasia (low grade) with dysplasia (high grade) with invasive carcinoma
Murakami T et al. A. Usefulness of magnifying endoscopy for diagnosis of sessile serrated lesion with dysplasia or carcinoma: Large retrospective study. Endosc Int Open. 2024 Level of Evidence: II—2 1 SXrﬁﬁ; I,J ‘I 4K I"ﬁﬁ*;‘ém

Tumor size SSL SSL with LGD SSL with HGD SSL-cancer (%) SSLD +cancer Total
(mm) Grade of Recommendation: C MA 144, RV 3%, CO 144, CC 9%,
0-5 419 8(1.9) 2(0.5) 0 10(2.4) 429
6-9 658 12(1.8) 3(0.4) 16(2.4) 674
10-19 553 23(3.9) 6(1.0) 2(0.34) 31(5.3) 584
>20 120 11(8.1) 3(2.2) 2(1.5) 16(11.8) 136
Total 1750 54 14 5 73 1823

Ohki D et al. Verification of the increase in concomitant dysplasia and cancer with the size of sessile serrated lesions. Endosc Int Open. 2024

SSLD/ CaHEEIFFELEFEEEEICEML, 6mmll E TEHESHEMNIERSNS,
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Are sessile serrated lesions 6 mm or larger recommended for resection?

Working Group: OEM &EF'? ., Heh & AY

1) BRI FBENA LY 2—AHRER
2) BHIERXPEIREMKE HiERt5—
3) BOHILRARTY Y =i/ Bl

CQ7. Are sessile serrated lesions 6 mm or larger recommended for resection?

BREAR

—SSLIZ#F [+ Adysplasia/CaD Bl & — Author SSLD/Can 534
. Lamba M, 2022 SSLD @ 54.2%7%°10 mms&i#
SSL® dysplasia/Ca®
Y4 X P Jung P, 2023 SSLD @ 6.7% #'10 mm&i
5 mmBLlT 0-2.3% Lu Q, 2024 SSLD o 44.0% #°10 mmELF
6—9 mm 2.4-6.0% Murakami T, 2024 SSLD/Ca ® 41.3%#'10 mmLLF

10 mmd E 6.5-13.6% Ohki D, 2024 SSLD/Ca @ 35.6%74" 10 mmsii

AFBTIL, 10 mmLLl EX I dysplasia/CaD FFZEEEISSLOUIBRMNHELZE SN TLVSY,
—7 . SSLIZDWLT 6 mmLA ETHIRRLI=AN KN ET DX EFRE SN D,

ZZT.6 mmELEDSSLYIBRD B IEICDWTEEMET B1=6HIZSRE{ToT=,

1D RIBRR|RI)—=0 &Y —_RA SV RFTAE5422020

v SSLIZH T Adysplasia/CaENE T H A XEELITEMT S,
v SSLD/Ca®#J40%H%10 mmZ*k & T, KEERH6 mmLl ETH-T=,

Rates of dysplasiaf
Carcinoma

Total 92.5% 47% 1.8% 09% 160[2132(7.5%)
<5mm 98.8% 12% 5430 (1.2%) 6
- mm
G110 93.5% 43R09% 03%  61/934 (6.5%)
11-15 mm 90.5% 54% 24% 1.5% 39/411(9.5%)
16-20 mm 87.1% 7% 26% 3.2% 20/155 (12.9%)
=27 827% 11.4% 3.0% 3.0% 35/202 (17.3%) Murakami T et al. A. Usefulness of magnifying
endoscopy for diagnosis of sessile serrated lesion with
0% 5% 10% 15% 80% 85% 0% 95% 100%

dysplasia or carcinoma: Large retrospective study.
SSL with dysplasia (low grade) with dysplasia (high grade) with invasive carcinoma Endosc Int Open. 2024

v 6 mmUETEAHBENHIBS D,

CQ7. Are sessile serrated lesions 6 mm or larger recommended for resection?

— 10 mmEL EDSSLIZH T HRNIRETABRDAEE —

Author UkRAE SEURORS BRE FEERE
Yoshida N, 2021 CSP 40.0% 5.0% 1.3%
Barros RA, 2021 CSP 77.9% 7.8% 1.1%
______ KmotoY,2022  CSP_ o244 0% 2M
2.7%
Williams TJ, 2025 Cold%*ZEIEMR 100% 10-19mm: 1.4% 0%

220mm: 4.1%

CSP: cold snare polypectomy

10 mmEL_EDSSLONFREE SR (CSP or Cold EMR) (3. HEERE(IELLLEDD

SEIREET SRS E BEENERMBLEBRELHY . TBEET S,
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CQ7. Are sessile serrated lesions 6 mm or larger recommended for resection?

— SSLOERE —
Author 6 mmil E 10 mmLLE
Lu Q, 2024 0.26% 0.12%
Vu NTH, 2024 2.8% 0.9%
Yao BY, 2024 2.7% 1.1%

6 mmLL EDSSLOFREILINEKFHEEN o1,

CQ7: Are sessile serrated lesions 6 mm or larger recommended for resection?

Statement 7.

Sessile serrated lesions of 6 mm or larger are recommended for resection.

693 HR &L Y 30CRRER . 13XERE NN
MA 5. SR4{. CO 1144, CC 144,
CS 644, CA 144, CR 244, RV 144,

Level of Evidence: 1I-2

Grade of Recommendation: B
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Is surveillance colonoscopy recommended after resection of serrated lesions?

Working Group: OHHREAY. BH)Ilif#H2

DEBXKFAEREFRTREH HLF FRAME
)RPREEREF— KFRk HIERAR

CQ8: Is surveillance colonoscopy recommended after resection of SL?

» Advanced SP, 10mmEL_E®MDSP. SP with Dysplasia. proximal
SPHIR&#CRC riskld =LY
> 3EFZELLEDSPYIBRT. . advanced SPDRiskAYE LY
Advanced SPYIFRT£ 4.9 D 2B EE TCRC riskHY
EIZELVD T, 3FEDSurveillanceNHEEEN S,

S Baile-Maxia, et al. Gastrointest Endosc 100, 605-15,2024

> 5903 X ik Zreviewl . 143X FkAE
> 49394945 EREEHAR P RIE 4.95F
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CQ8: Is surveillance colonoscopy recommended after resection of SL? CQ8: Is surveillance colonoscopy recommended after resection of SL?
Figure 1
15t Author Journal Design Country Surveillance Duration
Maxia B GIE MA Spanish/USA  Necessary 3Y
= Polychronidis Gut co USA " 3y

Citing other guidelines

Murakami T Dig Endosc RV JPN " . . .
I I multiple SSLs, more intensive
| | van Toledo IA\\Anendu Rev RV Holland " SL 3Y
SSPs >10mm and/or with dysplasia,
3Y
N AndersonJc I CinN RV UsA " A
=) R4 serrated polyp: > 10mm or with dysplasia HP >10mm 3-5Y
SSPs <10mm 5-10Y
v’ &')RYSerrated polypt]BR#E D B FH LCRCOFIRIRY—TDIYRINEL SSPs >10mm,
s st 7 PESIREOY—RASURCSIE. KBEIRIEETEED 4 SP with cysplasia, TSA 3Y
» Mass General Brigham (MGB) L . o o GuptaV Gut Liver RV UK
Colonoscopy Cohort CCS% |§] I) Z7 Serrated p0|ypt)] %1ﬁo)%%lixﬂﬁ% I) th\l% Unnecessary SP <10mm, without dysplasia
$21771-156,699 NE X R SELIRD BRI —ARASUANEF R
> EEEIR th Rl 5,34 ‘
Polychronidis G, et al. Gut 73:1675-83, 2024
CQ8: Is surveillance colonoscopy recommended after resection of SL? CQ8: Is surveillance colonoscopy recommended after resection of serrated lesions?

Statement 8
Surveillance colonoscopy is recommended following the resection of

high—risk serrated lesions.

ESGE Guideline 2020TId, SSLOFKEEIL%<, Serrated polypsDRFEDF. Level of Evidence: [I=2 42RO 273 ER R . 43 HkB N,
UIRLEREERCER R ZAIN LYY — RSO XHERDEET RS, Grade of Recommendation: B MA/SR 144, CPG 44, RCT 3{4. CO 1144,
SmmE T DSLOEZREZHFSENSI1X0.9% EEIETHo1=, CC 144, CS 144, CA 644, CR 144, RV 3%,

-REBEZHESIZEL S 1I0mmDSLYIREREBMRIETD Y —RASUAN RIS,
- DEIWBRETETEURAD Y RSV HESINSD,

Murakami T. Dig Endosc. 34:1096-109,2022
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Is HP/SSL a precursor to colorectal cancer?

Working Group: OPH2 t—BRY . kO BEE?

DIRKRERFE A\ hmEREFHE
2) EIAAAHR L S—hRFERE NEREGTE

CQ9: Is HP/SSL a precursor to colorectal cancer?

<Background>

- KRV —TOXF(FIREER)—T EEEIRAR) =TI KBS B,

- KIBEREBIREIZDOWVWT, 1990FERETIE, AERE CHAREBEIZERDELFEEN
MHcdZEIZKYZBEISERT S, £LVDL R Hadenoma—carcinoma sequenceh?y,
ZEEREODRRMETIILELTELHSN T,

- — AT, FEEIRFREIL1962F MorsonS DHIEIFRE LK., (FEAEDBREMER)—T &
RiESh, KIBEOREBFREELIIEZSNTULVEA ST,

« 2000FKICAY. SEEIRTREMN D REICE T HIEMBMNEA . EWRREH LD REZR
(conventional pathway)& &4 (2, $REIRTRE NS D FIZEIZ I (serrated pathway) DFFFEL
B Ay (RSP S ) IV Aoy il

- WETIEHI20-30% B E D KGN FEERBERKREHEEIN TS,
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CQ9: Is HP/SSL a precursor to colorectal cancer?

Serrated neoplasia pathway (2019 WHO 5th)

HP

SSL

cancer

CQ9: Is HP/SSL a precursor to colorectal cancer?

HPASSSA/PIXTSAIZFFET B HIERRZETH Y

Chetty R, et al. J. Clin. Pathol. 2015; 68: 270-273. Sekine S et al. J. Gastroenterol. 2020; 55: 418—-427.
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CQ9: Is HP/SSL a precursor to colorectal cancer?

HPM 5 TSANDEALIZIFWNTAEH S

Hashimoto T et al. Am. J. Surg. Pathol. 2019; 43: 132—-139.

CQ9: Is HP/SSL a precursor to colorectal cancer?

SSLAMBSSLDADERIZIIWNTEEZAEH S

Hashimoto T et al. Am. J. Surg. Pathol. 2017; 41: 1188-1197.
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CQ9: Is HP/SSL a precursor to colorectal cancer?

Statement 9

HP/SSL is precursor to colorectal cancer, to some extent.

Level of Evidence: III 1283 AND OSCHRER A . 23 /#RE NN,
Grade of Recommendation: B CPG 1. SR 1#£_ RV 24&. CA 5.

/ JSL: SENDVRTITAYILEI—ERBUT \

AIERRFEDWorking Groupld, 202456 ADFERLURE. BHRAYY I E—RERY YRTIYT1vILEI—ICRUBBATEZE U,
BHRTAVN—BIGEDHY  REBIC[EWorking Group 18%., SRFEHERY Y T5RAMDEFT23E TStatementRE(FRLE Lz,

AHIHESE TV ESRERE StatementRIF, BN FFHZRREERTRY LIFZEDTHY, 2025F3A318Ii70HN
TWorking Group&E&EHhI—7 4 07 | Tl BMRRENAFERCHER BRI TIEHF CTLE T30 CEBRISEEITV. TOICTEHRE
EEHELRE,

SEDIRTITAVILEI—ZRBU T CINETAVN—ELZORAICEIN TV RIS GER L EBERNE2E THE TN 2 RS
DABHRRTEBSFDICRELDCENTIFH U COBBEBERESA T ET O EEADEESIC. D TRHHBLLTFET,

Working GroupM3EEhFE 2 EMfEMFRRLUEEHRS FT, E20
MHEMRSIE T . Working GroupldStatementZRDIEE PR
B DIERZICERUIEAF T, ZU T E3EMTBRFTEAEIC ERIIE RS
REIFZAN—IAEZADELTEMEL. RKRTDFETYT,

Bk BISHMECHADEE AIZELBSU<SBEVBRLLIFET,

2025%5RA%H
RIGSREARE DARIRNT - SaROIRELICA MRS

\\ Working Group £&EHI—F1 VI TOEETE sBRAE FH 7
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4. XizsEEINEZEDRRE?S

EEICEI9 SCQ-StatementE—8

Clinical Question —&

1 Is the prevalence of serrated lesions in Japan lower than in the world?
2 Is the image enhanced endoscopy useful to detect serrated lesions?

3 Is a computer-aided polyp detection system useful to detect serrated lesions?

41 Is the JNET classification useful for differential diagnosis
between HP/SSL and adenomatous lesions?

4-2  Is the revision of the JNET classification needed?
5 Is differential diagnosis between SSL and HP possible endoscopically?
6 Is differential diagnosis between SSLD and SSL possible endoscopically?
7 Are sessile serrated lesions larger than 6 mm recommended for resection?

8 Is surveillance colonoscopy recommended after resection of SL?

9 Is HP/SSL a precursor to colorectal cancer?

KR INRRE DA TR - BRICET AT —F XV RE

Statement ®—& Evidence Recgtr}nc:?‘end
1 The prevalence of serrated lesions in Japan is not definitively lower than the world rate. I1-2 B
2 NBI is useful for detecting serrated lesions in image-enhanced endoscopy. I A
3 A computer-aided polyp detection system may be useful to detect serrated lesions. I C©

4 The JNET classification is useful in differentiating between HP/SSL and -1 A

adenomatous lesions, especially when used by trained endoscopists.

4-2 Minor revisions are needed for the JNET type 1. II-1 A
5 The endoscopic differential diagnosis between SSL and HP is challenging. II-1 B
6 Accurate differential diagnosis of SSLD from SSL endoscopically is challenging. I1-2 (o
7 Sessile serrated lesions of 6mm or larger are recommended for resection. I1-2 B
8 Surveillance colonoscopy is recommended following the resection of high-risk serrated lesions. II-2 B
9 HP/SSL is precursor to colorectal cancer, to some extent. III B

AStatementEIFSRIFRICL BRETHY  RIIRTHTVEE A
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