
Sessile Serrated Adenomas:  
The Role of the GI-Pathologist

The majority of sporadically arising colorectal cancers develop through the adenoma pathway, 

beginning as tubular adenomas, progressing to pre-cancers before becoming metastatic. This 

process underlies current recommendations for screening colonoscopies, which have 

dramatically reduced the incidence of colorectal cancers.1

However, approximately a third of sporadic cancers arise without any precursor adenomas, 

developing through the serrated pathway. Research in the past decade has identified molecular 

changes in certain colonic lesions that provide a surrogate marker for patients at risk for these 

cancers. These lesions have traditionally been grouped as hyperplastic polyps (HPP), but are 

now recognized as histologically and genetically unique and identified as HPPs, sessile 

serrated adenomas (SSAs), or traditional serrated adenomas (TSAs).2 

Sessile serrated adenomas tend to be larger than HPPs, often >9mm; are typically located in 

the proximal colon; are more likely to arise in women; and exhibit a mucinous cap. They can 

significantly increase the risk of colorectal cancer.2,3

“However, they are often misdiagnosed as HPPs by pathologists who remain unaware or 

uncertain of the differences between SSAs and HPPs,” said Jeremy S. Miller, MD, Director of 

Pathology Services at Boston Scientific.” 

An Internet survey of 168 pathologists found considerable variability in the diagnosis of 20 

colorectal polyps provided on three representative images, including HPPs, TSAs, SSAs, and 

tubulovillous adenomas (TVAs). About a third (34.5%) of the SSAs were diagnosed correctly, 

with GI-trained pathologists and fellows exhibiting the greatest accuracy.4 

“The accurate diagnosis of serrated precursor lesions affects surveillance and management of 

the patient and thus requires consistent classification in the pathology lab,” Dr. Miller stressed.

“Misdiagnosing an SSA may expose the patient to an increased risk of a malignancy, although 

the extent of that risk is not clear,” Miller continued. “Patients with two or fewer HPPs are 

considered low-risk for cancer and given a 10-year interval between screenings. Current 

guidelines, however, recommend screening patients with an SSA <10 mm with no dysplasia 

every five years; those with an SSA ≥10 mm or associated with dysplasia every 3 years.”5

“The potential clinical risk associated with a missed diagnosis is that if the patient doesn’t get 

a correct diagnosis they have a 10-year wait for re-screening versus a five-year interval,” said 

Miller. “While some clinicians may rescreen patients with a diagnosed HHP that they suspect 

is an SSA, they may run into insurance issues because it differs from the standard of care and 

clinical guidelines.”

Miller explained, “It is incumbent on the GI pathologist to diagnosis the polyp appropriately so 

it can be followed up appropriately.” 

Dr. Jeremy S Miller, Pathology Medical Director at Boston Scientific,  specializes in GI 
pathology in Alpharetta, GA. Dr. Miller has over 14 years of experience in the field of 
medicine. He graduated from Medical College of Georgia with his medical degree in 2003 
and completed Fellowships in both Gastrointestinal and Genitourinary Surgical Pathology 
from Ameripath and Johns Hopkins Hospital, respectively. 
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The GI Specialized Pathology Laboratory 

In November of 2016, Boston Scientific acquired EndoChoice, a GI company that provides devices, diagnostics, infection control 

and imaging for specialists treating a wide range of gastrointestinal conditions. 

The company’s GI-specific pathology laboratory represents the increasing subspecialization of the field.  While the vast majority of 

commercial and hospital laboratories provide service for specialties, such as dermatology and urology along with GI, Boston 

Scientific provides a subspecialty model dedicated solely to the practice of gastrointestinal pathology said Jeremy S. Miller, MD 

Director of Pathology Services at Boston Scientific.  

Along with the clinical benefits of having GI-subspecialty trained and experienced pathologists, the lab employs specially trained 

histotechnicians. They are particularly skilled in their abilities to prepare biopsies for viewing, explained Dr. Miller. Colonic polyps, 

for instance, must be appropriately oriented if the pathologist is able to deliver a definitive diagnosis. “Throughout my career I 

have seen instances where colon polyps are not properly oriented and the margins cannot be identified. If the polyp is malignant 

but the pathologist cannot deliver a definitive diagnosis, the patient may be subject to an unnecessary segmental resection or 

even colectomy.” 

Communication is critical. “We call and talk to our GIs often and offer our clinical expertise as appropriate,” Dr. Miller said.  

“This helps develop a comfort level in which they look to us as a partner and a valued member of the patient’s care team.


