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Introduction 2. 91% of ancillary histology investigations were considered necessary for primary diagnosis

Colorectal cancer (CRC) is the collective disease name for cancers arising from the colon and the (n=60/66). A weak, non-significant correlation was identified between additional sections
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requirement for early detection and efficacious management. Local protocols recommend that a testing depends on number of ancillary investigations performed histologically (X*(2)=5.652,

minimum of 6-8 tissue pieces should be sampled endoscopically from lesions suspicious for CRC, P=0.017).
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Figure 1: Endoscopic sampling of suspicious colorectal lesions and subsequent histology § 4 g .
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* Evaluate consistency between number of pieces obtained endoscopically and number of pieces
evaluated histologically
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107 colorectal biopsies collected by 12 endoscopists from suspicious lesions were submitted for and pieces evaluated histologically.
histological evaluation. 93 of which were treated as cancer so were evaluated with respect to
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was used to evaluate suitability of ancillary tests and to calculate neoplastic cell content.
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Figure 2: Methods used to measure endoscopically obtained material

* Endoscopists mostly adhere to local protocols for suspicious colorectal lesions.
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1. Local adherence to endoscopy sampling guidelines for suspicious colorectal lesions was 90%  higher numbers of samples adequate for molecular testing.

(n=83/92). 92% of endoscopists consistently practiced within local guidelines obtaining a « Ancillary tests are mostly necessary; histopathologists that requested higher numbers of

minimum of six tissue pieces per suspicious lesion. Adequacy for molecular testing is dependent ancillary tests typically had a lower proportion of samples adequate for molecular testing.

on the number of pieces obtained at endoscopy (X?(1)=4.061, P=0.044). , _ _ , _ _
* Number of pieces obtained at endoscopy is not always consistent with number of pieces

- 16 B Adequate for Molecular Testing assessed histologically.
£14 W Inadequate for Molecular Testing * Tissue surface area does not always correlate to sample adequacy for molecular testing.
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g 12  Further work should consider the effects of recent changes to sample requirements
§ 10 I (neoplastic cell content >220%) on sample adequacy for molecular testing.
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Figure 3: Number of tissue pieces obtained from suspicious lesions per endoscopist Chris Sutton, David Eckersley and Jack Tiler

caterogised by adherence to recommended guidelines (<6 or 26), with corresponding
adequacy/inadequacy for downstream molecular tests.
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