
INTRODUCTION

Colorectal cancer (CRC) is still a serious health issue
around the world, with a high fatality rate. CRC is the most
frequent type of cancer disease of the digestive tract both

globally and in Latvia. In 2018, there were 1.8 million cases
of CRC worldwide, with 881 000 deaths (Bray et al., 2018).
In 2020, in Latvia, 1720 were diagnosed with colorectal
cancer, and 671 patients died because of the disease (Global
Cancer Observatory, 2020).
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The narrow-band imaging (NBI) International Colorectal Endoscopic (NICE) classification is
based on narrow-band pictures of colon polyps viewed through a narrow-band spectrum. The
categorisation utilises staining, surface structure, and vascular patterns to differentiate between
hyperplastic and adenomatous colon polyps. It is known that accuracy of the NICE classification
for colorectal polyps varies depending on the localisation in the colon.The aim of this study was to
compare the diagnostic accuracy of the NICE classification and the gold standard — morphologi-
cal analysis for the determination of the type of colorectal lesions depending on localisation in co-
lon. A prospective study was performed in an outpatient clinic. 1214 colonoscopies were
performed by two expert endoscopists and 475 polyps were found in 291 patients. The overall di-
agnostic accuracy of the NICE classification was 80.3%. Optical verification was better in ascend-
ing colon — 93.9%, followed by sigmoid colon — 82.1%. Inferior results were found for the
descending colon — 64.0%. The results of this study showed that the NICE classification could
be a helpful instrument in daily practice for the ascending and sigmoid colon. For better results,
proper training should be considered. The NICE system could have a role in the replacement of
morphological analysis if appropriate results of verification could be achieved.
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In the USA, an estimated 104 270 new cases of CRC were
identified in 2021, and 52 980 deaths (American Cancer So-
ciety, 2021). It is the third and fourth most prevalent cancer
diagnosed in the USA and the United Kingdom, respec-
tively, and the second greatest cause of cancer-related fatali-
ties in both nations (Arnold et al., 2017).

The incidence of CRC appears to climb in tandem with a
country's human development index and as less developed
countries embrace a more Western lifestyle (Schreuders et

al., 2015).

By 2030, CRC is anticipated to rise by 60% to more than
2.2 million new cases and 1.1 million cancer deaths (Arnold
et al., 2017).

Generally, CRC continues to be a significant health and so-
cioeconomic problem in developed countries. In contrast to
many European countries that have created an organised ap-
proach, CRC screening in the United States and also in Lat-
via is mostly opportunistic. The systems typically offer ad
hoc or fee-based services, whereas population-based organ-
ised approaches necessitate the measurement and reporting
of screening quality at every stage of the process (Song et

al., 2020).

The majority of CRC are caused by two types of precancer-
ous polyps: adenomatous polyps or sessile serrated lesions
(SSL) (Nagtegaal et al., 2020). Precancerous polyps usually
have distinct characteristics that can be seen during a
colonoscopy. Adenomatous polyps typically are well de-
lineated with an elevated appearance and may have a stalk
or pedicel, whereas SSL are flat (non-pedunculated) and
have a “mucus cap” with indistinct polyp margins (Kolb et

al., 2017).

Colonoscopy is the gold standard for finding and removing
colorectal polyps. It is used to examine the colon mucosa
and detect CRC and colorectal polyps. It has been proven to
be the most efficient approach for finding colon neoplasms
in people over 50 years old and younger patients at high risk
of cancer. CRC can be prevented by a colonoscopy and
polypectomy, which lowers the disease's fatality rate (Cap-
pell, 2008).

Adenocarcinomas make up about 95% of all CRC. Polyps
that are very little (less than 5 mm) and small (6–10 mm)
are the most dominant. It is recognised that these polyps
(tubular adenomas and sedimentary serum polyps) have a
low malignant potential at first and that hyperplastic polyps
(HP) have no inclination to malignant transformations (Has-
san et al., 2010).

The narrow-band imaging (NBI) International Colorectal
Endoscopic (NICE) classification is a diagnostic tool for de-
termining colorectal polyp histology based on NBI without
optical magnification. NICE is based on narrow-band im-
ages of colon polyps through a narrow-band spectrum. The
classification uses staining, surface structure, and vascular
patterns to differentiate between HP and adenomatous colon
polyps. The classification is mainly used for small polyps

(< 5 mm or < 10 mm), and colorectal lesions are divided
into three categories: type 1 lesions can be removed or ob-
served; type 2 lesions must be polypectomied, and type 3
lesions must be removed endoscopically, if possible (endo-
scopic submucosal dissection or endoscopic mucosectomy),
or surgically (Hewett et al., 2012).

It is known that the accuracy of the NICE classification de-
pends on polyp size and visual appearance in the colon (pe-
dunculated versus non-pedunculated polyps). It is suspected
that the accuracy of the NICE classification system could
vary in different parts of the colon.

The aim of this study was to compare diagnostic accuracy
of the NICE classification and the gold standard — morpho-
logical analysis for the determination of the type of colorec-
tal lesion depending on localisation in colon.

MATERIALS AND METHODS

Study design. During the period of the study, 1214 patients
underwent colonoscopy. The indication of the mentioned
procedure was suspected colorectal polyps. The following
inclusion criteria were applied: � 18 years old patients, no
previous history of colonic surgery, and no previous history
of CRC. The population of this study consisted of patients
of both sexes who underwent a colonoscopy due to sus-
pected colorectal polyps. The indications for colonoscopy
for patients younger than 40 years were cancerophobia,
family history of colorectal cancer, changed bowel move-
ment, visible blood in the stool, and a positive faecal occult
blood test.

A prospective single center study was performed at the Unit
of Gastroenterology and Endoscopy of the Center of Diag-
nostics in Rîga, Latvia from September 2020 until Septem-
ber 2021. The study was performed in an outpatient clinic
by two expert gastrointestinal endoscopists (each of them
had performed more than 5000 colonoscopies using narrow-
band imaging for better optical verification of colorectal le-
sions). an Olympus EVIS EXERA III (CF-HQ190L/l) video
colonoscope without image magnification was used in
polyp analysis. Only full colonoscopies (when intubation of
cecum was performed) were included in this study. The
withdrawal time of colonoscope from cecum was deter-
mined not less than 7 minutes and mucosa of the colon was
inspected by white light. All polyps found in the colon were
inspected additionally by narrow-band imaging and classi-
fied by NICE classification. All polyps were removed by
cold, hot snaring or using the mucosectomy technique. If
suspected of an invasive lesion, specimens were taken from
polyp, and the patient was referred for surgical resection.
All removed polyps and specimens from biopsied lesions
were transmitted to the Academic Histology laboratory
(Rîga, Latvia) for morphological diagnostics. All samples
were analysed by expert pathologists.

All lesions were characterised using a narrow-band spec-
trum by the international NICE classification without image
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magnification, and also by size — diminutive (1–5 mm),
small (6–9 mm), and large (� 10 mm). The size of each
polyp was specified using open biopsy forceps or poly-
pectomy snare. Information about the patient and each
colorectal lesion (localisation and size) was collected in a
specially designed database.

All removed and biopsied lesions were analysed and char-
acterised according to the World Health Organisation crite-
ria depending on morphological characteristics. All lesions
were described as serrated polyps and lesions, low-grade
dysplasia (LGD), high-grade dysplasia (HGD), superficial
submucosal invasive carcinoma (SM-s; < 1000 µm of
submucosal invasion) and deep submucosal invasive carci-
noma (SM-d; � 1000 µm of submucosal invasion). No tradi-
tional serrated adenoma (TAS), sessile serrated lesion with
dysplasia (SSL-D) or unclassified serrated adenoma were
found morphologically. This information also was collected
in a specially designed database.

The type of lesion according to the NICE classification was
compared to the morphological result.

Statistical analysis. The diagnostic performance — nega-
tive predictive value (NPV), positive predictive value
(PPV), specificity, sensitivity, and accuracy were assessed
for each type in the NICE classification depending on the
localisation in the colon. To identify the uncertainty of the
estimates, 95% CI were calculated. McNemar's test was
utilised to compare specificity and sensitivity at the patient
level. All statistical analyses were two-sided, and p-values
< 0.05 were deemed statistically significant. SPSS version
24 (IBM Corp., Armonk, NY, USA) was employed for all
statistical analyses.

Ethical considerations. The study was carried out in com-
pliance with the ethical principles of the 1975 Helsinki Dec-
laration of the World Health Organisation and their 1983
amendments (World Medical Association, 2013). The study
protocol was approved by the Ethics Committee of Rîga
Stradiòð University (Nr. 6-1/08/ 3). Each patient provided
informed consent.

RESULTS

Study participants and polyp description. The total of
291 patients were included in the study: 139 (47.8%) males
and 152 (52.2%) females; age 21 to 82. Figure 1 shows the
age distribution of participants included in the study (the
median age was 54.9; interquartile range (IQR): 44.7–64.0).
There was no significant correlation between size of the
polyp and patient age and sex (p > 0.05). Detailed data of
patient characteristics and the number of polyps that were
diagnosed are summarieed in Table 1.

In our study group, most patients — 188 (64.5%) had only
one polyp in the colon. Figure 2 shows a detailed distribu-
tion of number of patients and number of polyps that were
found in the colon.

Fig. 1. Age distribution of patients included in the study.

Table 1. Description of patients included in the study

n %

Sex of the patient

Male 139 47.8

Female 152 52.2

Age (years) group

< 40 51 17.7

40–44 18 6.5

45–50 41 14.0

51–60 77 26.3

61–70 72 24.6

71–75 26 8.9

> 76 6 2.0

Median age (years) by sex

male 56.7 (43.9–61.8)

female 53.3 (45.5–65.5)

Number of analysed
polyps per patient

1 188 64.5

2 70 24.1

3 13 4.5

> 4 20 6.9

n, number

Fig. 2. Distribution of number of patients over number of polyps.
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All polyps were categorised by size into three groups: di-
minutive (1–5 mm), small (6–9 mm), and large (� 10). The
grouping of polyps by size is shown in Figure 3. The major-
ity (409, 86.1%) of all polyps were flat and only 66 (13.9%)
were pedunculated.

In total, polyps were more commonly found in the rectum
(223, 46.9%), and less in the ascending colon — 82
(17.3%), and in the sigmoid colon — 78 (16.4%). Figure 4
shows the number of polyps in each segment of the colon.

All polyps were categorised by morphological features. 174
(36.6%) of all polyps were found as a HP, 37 (7.8%) as a
SSL, 232 (48.8%) — LGD, 25 (5.3%) — HGD, four (0.8%)
were superficial submucosal invasive carcinomas (SM-s),
and three (0.6%) were deep submucosal invasive carcino-
mas (SM-d). Figure 5 shows the distribution of polyps by
histological diagnosis.

The characteristics of polyps are summarised in Table 2.

Diagnostic accuracy of the NICE classification. 271
(57.0%) of all polyps were optically diagnosed as NICE
type 1 polyps, 198 (41.7%) polyps as NICE type 2 polyps,
and only 6 (1.3%) polyps were predicted as NICE type 3
polyps (Fig. 6).

The number of polyps in each colon part, classification by
NICE type and morphological features according to NICE
classification are shown in Table 3.

Fig. 3. Distribution of polyps by size.

Fig. 5. Distribution of polyps by histological diagnosis.

HP, hyperplastic polyps; SSL, sessile serrated lesions; LGD, low-grade
dysplasia; HGD, high-grade dysplasia; SM-s, superficial submucosal inva-
sive carcinoma; SM-d, deep submucosal invasive carcinoma

Table 2. Description of polyps included in the study

n %

Sex of the patient

Male 227 47.8

Female 248 52.2

Age (years) group

< 40 68 14.3

40-44 37 7.8

45-50 63 13.3

51-60 129 27.2

61-70 103 21.7

71-75 62 13.1

> 76 13 2.7

Polyp location

rectum 223 46.9

sigmoid colon 78 16.4

descending colon 25 5.3

transverse colon 53 11.2

ascending colon 82 17.3

caecum 14 2.9

Polyp size (mm)

Diminutive, 1–5 mm 252 53.0

Small, 6–9 mm 130 27.4

Large, 10 mm 93 19.6

NICE classification

NICE type 1 271 57.0

NICE type 2 198 41.7

NICE type 3 6 1.3

Histological diagnosis

HP 174 36.6

SSL 37 7.8

LGD 232 48.8

HGD 25 5.3

SM-s 4 0.8

SM-d 3 0.6

n, number; HP, hyperplastic polyps; SSL, sessile serrated lesions; LGD,
low-grade dysplasia; HGD, high-grade dysplasia; SM-s, superficial
submucosal invasive carcinoma; SM-d, deep submucosal invasive carci-
noma

Fig. 4. Number of polyps in each segment of the colon.
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The total diagnostic accuracy of the NICE classification in
this study was 80.29%. The diagnostic performance for
each NICE classification type when stratified by polyp mor-
phological analysis is presented in Table 4.

DISCUSSION

The main method to prevent colorectal cancer still is a
colonoscopy with polypectomy. The morphological analysis

Fig. 6. Distribution of polyps by NICE classification.

Table 3. Morphological features of polyps according to NICE classification

Histopathological diagnosis

Type of NICE
classification

n HP SSL LGN HGN SM-s SM-d

NICE Type 1

rectum 149 94 4 49 2 0 0

sigmoid 30 19 2 8 1 0 0

colon descending 16 8 0 6 2 0 0

colon transverse 24 10 6 7 1 0 0

colon ascending 44 28 16 0 0 0 0

caecum 8 3 3 1 1 0 0

NICE Type 2

rectum 71 1 1 65 3 0 1

sigmoid 47 4 1 38 4 0 0

colon descending 8 1 0 5 2 0 0

colon transverse 29 3 1 21 4 0 0

colon ascending 37 3 2 28 4 0 1

caecum 6 0 1 4 1 0 0

NICE Type 3

rectum 3 0 0 0 0 2 1

sigmoid 1 0 0 0 0 1 0

colon descending 1 0 0 0 0 1 0

colon transverse 0 0 0 0 0 0 0

colon ascending 1 0 0 0 0 0 0

caecum 0 0 0 0 0 0 0

n, number of polyps; HP, hyperplastic polyps; SSL, sessile serrated le-
sions; LGD, low-grade dyspasia; HGD, high-grade dysplasia; SM-s, super-
ficial submucosal invasive carcinoma; SM-d, deep submucosal invasive
carcinoma

Table 4. Diagnostic accuracy of each type of NICE classification stratified by polyp histopathological diagnosis

Type of NICE
classification

Sensitivity (%)
(95% CI)

Specificity (%)
(95% CI)

PPV (%)
(95% CI)

NPV (%)
(95% CI)

Accuracy (%)
(95% CI)

NICE Type 1

rectum 98.04 (93.10–99.76) 60.16 (50.95–68.88) 67.11 (58.95–74.58) 97.37 (90.82–99.68) 77.33 (71.30–82.63)

sigmoid 80.77 (60.65–93.45) 82.69 (82.69–91.77) 70.00 (50.60–85.27) 89,58 (77.34–96.53) 82,05 (71.72–89.83)

colon descending 88.89 (51.75–99.72) 50.00 (24.65–75,35) 50.00 (24.65–75.35) 88.89 (51.75–99.72) 64.00 (42.52–82.03)

colon transverse 80.00 (56.34–94.27) 75.76 (57.74–88.91) 66.67 (44.68–84.37) 86.21 (68.34–96.11) 77.36 (63.79–87.72)

colon ascending 89.80 (77.77–96,.60) 100.00 (89.42–100) 100.00 (91.96–100) 86.84 (71.91–95.59) 93,.90 (86.34–97.99)

caecum 85.71 (42.13–99.64) 71.43 (29.04–96.33) 75.00 (34.91–96,.81) 83.33 (35.88–99.58) 78.57 (49.20–95.34)

NICE Type 2

rectum 58.47 (49.04–67.47) 98.13 (93.41–99.77) 97.18 (90.19–99.66) 68.18 (60.20–75.45) 77.33 (71.30–82.63)

sigmoid 82.35 (69.13–91.60) 81.48 (61.92–93.70) 89,.36 (76.90–96.45) 70.97 (51.96–85.78) 82.05 (71.72–89.83)

colon descending 46.67 (21.27–72.41) 90.00 (55.50–99.75) 87.50 (47.35–99.68) 52.94 (27.81–77.02) 64.00 (42.52–82.03)

colon transverse 75.76 (57.74–88.91) 80.00 (56.34–94.27) 86.21 (68.34–96.11) 66.67 (44.68–84.37) 77.36 (63.79–87.72)

colon ascending 100.00 (89.42–100) 89.80 (77.77–96.60) 86.84 (71.91 –95.59) 100 (91.96–100.00) 93.90 (86.34–97.99)

caecum 71.43 (29.04–96.33) 85.71 (42.13–99.64) 83.33 (35.88 –99.58) 75.00 (34.91–96.81) 78.57 (49.20–95.34)

NICE Type 3

rectum 100 (47.82–100) 100 (98.34–100) 100 (47.82–100) 100 (98.34–100) 100 (98.37–100)

sigmoid 100 (2.50–100) 100 (95.32–100) 100 (2.50–100) 100 (95.32–100) 100 (95.38–100)

colon descending 100 (2.50–100) 100 (85.75–100) 100 (2.50–100) 100 (85.75–100) 100 (86.28–100)

colon transverse - - - - -

colon ascending - - - - -

caecum - - - - -

95% CI, 95% confidence interval; PPV, positive predictive value; NPV, negative predictive value
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of removed polyps is an expensive method, so alternative
solutions are being searched for. One of the tools to predict
the morphological signs of a polyp found in the colon could
be the NICE classification. Studies with large numbers of
polyps should be performed in order to start using the NICE
classification system in clinical practice.

The current study reports the results of comparing diagnos-
tic accuracy of the NICE classification and morphological
analysis for the determination of the type of colorectal le-
sions depending on localisation in the colon. Our results
showed that the overall accuracy of the NICE classification
was 80.29%, which is higher compared to that estimated in
a similar study (76.7%) (Patrun et al., 2018). It is known
that the accuracy of the NICE classification depends on the
type of polyp (Patrun et al., 2018).

The accuracy of NICE classification system in ascending
colon overall reached 93.90% with sensitivity 89.80% and
100% for NICE type 1 and NICE type 2 polyps, respec-
tively. Those results could be explained by fact that SSL are
mostly found in the right colon and endoscopists suspect
Type 1 polyps in this localisation more often. Despite the
fact that most of the polyps found in the right colon are
Type 1 lesions, their morphological features must be taken
into account. The NICE classification is not intended to dif-
ferentiate between HP and SSL. A previous study (Sano et

al., 2020) emphasised the intricacy of differentiation be-
tween both type 1 lesions. SSL usually appears by a red cap
sign, a cloud-like surface with dilated and branched vessels,
and expanded crypt openings (Sano et al., 2020); those
signs should be taken into account when differentiating be-
tween HP and SSL. The purpose of this study was not to
differentiate between both type 1 polyps, and therefore,
there is no data about the accuracy of NICE classification
for each Type 1 lesion.

In the sigmoid colon, accuracy for type 1 and type 2 polyps
was 82.05%, with sensitivity 80.77% and 82.35%, respec-
tively; for the type 3 polyp, accuracy and sensitivity were
100%. In the sigmoid colon the most suspected polyps usu-
ally are adenomas. In this study, in sigmoid colon, 42 of 78
polyps were adenomatous and the endoscopist predicted
that 47 of 78 could be adenomas. These results could be ex-
plained by the fact that in the distal part of the sigmoid co-
lon, HP is found more often. The fact that different morpho-
logical features of type 2 lesions are possible should be
taken into account. Optical diagnosis using NICE classifica-
tion is an important tool for differentiation between LGD
and HGD lesions and between superficial and deep submu-
cosal invasive carcinoma. The correct classification helps to
make a decision about the correct therapeutic strategy (en-
doscopically or surgical resection) and intervals of control
colonoscopy to avoid interval cancers.

In the cecum, accuracy of the NICE classification system
for type 1 and type 2 polyps was 78.57% with sensitivity
85.71% and 71.54% and specificity 71.43% and 85.71%, re-
spectively. In the cecum 14 polyps were found. Eight of
them were classified as type 1 polyps and histopathological

analysis revealed that two of them were adenomas. Six of
all cecum polyps were classified as type 2 lesions and one
of them was SSL. Analysis of the data on cecal polyps
whoed that there still are difficulties in morphological veri-
fication of SSL. Usually, when there is a discussion about
precancerous lesions of the colon, adenomatous polyps are
mostly mentioned. However, SSL must not be forgotten in
the carcinogenic process of colorectal cancer. It is known
that approximately 20% of all CRC cases develop through a
serrated pathway (Kahi et al., 2012). SSL are challenging
lesions during colonoscopy, and the visualisation of these
polyps is complicated because of the flat shape, mucus cup
on the surface of polyps and cloudy borders (Pohl et al.,
2013). The optical differentiation of that kind of lesion is
not simple and the wrong decision of polyp type could be
made during endoscopy. Similar to HP, SSL has specific
crypts, which is the reason why these two types of polyps
are still misclassified.

Tables 3 and 4 show which part of the colon and which
polyp type are misclassified more often. It is seen that NICE
1 and NICE 2 types are misclassified most often, especially
in the descending colon. This suggests that misclassification
can result in increased procedural costs, and further constant
education of endoscopists should be planned in the future.
Training should include the recognition of vascular and mu-
cosal patterns of colonic polyps.

Still, the current topic of detecting and recognising the type
of polyp is the quality of colonoscopies. It must be con-
trolled at the national level. All quality criteria like cecal
intubation, instrument evacuation time, double right side in-
spection, adenoma detection rate, and preprocedural colon
cleanliness must be taken into account. Also, there are some
other additional methods that could improve the accuracy of
the NICE classification. For example, use of a cap on the
top of colonoscope for stabilisation of the image of the
polyp, thorough rinsing of a visible lesion using simethi-
cone or other foam removers to clean the mucosae from fae-
cal leftovers.

The “Near focus” function could also be helpful to deter-
mine the type of the polyp and to make a decision on the
management of the lesion found in the colon. Use of magni-
fying endoscopes could be helpful, especially for diminu-
tive lesions.

Despite the fact that our study reported significant results,
there are several limitations to this study. Firstly, only one
study centre was included in the study. Secondly, only two
expert endoscopists performed colonoscopies with polyp
detection and classification using the NICE system.

Further multicentre studies with a larger number of
endoscopists must be performed and serious, long-lasting,
permanent training of colorectal lesions classification by the
NICE system must be implemented to start using the NICE
classification system in full.
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CONCLUSIONS

The results of this study show that the NICE classification
could be a helpful instrument in daily practice for the as-
cending and sigmoid colon. In those localisations, the best
accuracy rates were reached for NICE type 1 and type 2
polyps. The worst accuracy results were reached in the de-
scending colon for NICE type 1 and type 2 polyps, which
indicates that more attention must be payed to the segment
between the sigmoid and transverse colon.
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NICE KLASIFIKÂCIJAS OPTISKAI KOLOREKTÂLO POLIPU DIAGNOSTIKAI UN NOÒEMTO VEIDOJUMU MORFOLOÌIJAS
SALÎDZINÂJUMS ATKARÎBÂ NO LOKALIZÂCIJAS RESNAJÂ ZARNÂ

NICE klasifikâcija (NBI Starptautiskâ kolorektâlâ endoskopiskâ klasifikâcija) balstâs uz zarnu polipu attçliem, kas iegûti, tos aplûkojot
ðaurâs gaismas joslas spektrâ. Klasifikâcijâ tiek aplûkots krâsojums, virsmas struktûra, asinsvadu zîmçjums, kas ïauj diferencçt
hiperplastiskus un adenomatozus resnâs zarnas polipus. Ir zinâms, ka kolorektâlo polipu NICE klasifikâcijas precizitâte atðíiras atkarîbâ no
to lokalizâcijas resnajâ zarnâ. Ðî pçtîjuma mçríis bija salîdzinât NICE klasifikâcijas un zelta standarta — morfoloìiskâs analîzes —
diagnostisko precizitâti kolorektâlo polipu noteikðanai atkarîbâ no to lokalizâcijas resnajâ zarnâ. Tika veikts prospektîvs pçtîjums
ambulatorâ klînikâ. Divi pieredzçjuði endoskopisti veica kopumâ 1214 kolonoskopijas, un 291 pacientam tika konstatçti kopumâ 475 polipi.
NICE klasifikâcijas kopçjâ diagnostiskâ precizitâte bija 80,3%. Optiskâ kolorektâlo polipu diagnostika visprecîzâkâ bija augðupejoðajâ
zarnâ — 93,9%, kam seko sigmveida zarna — 82,1%. Zemâki rezultâti tika novçroti lejupejoðâs zarnas polipu diagnostikâ — 64,0%.
Pçtîjumâ iegûtie rezultâti norâda, ka NICE klasifikâcija varçtu bût noderîga ikdienas praksç augðupejoðâs un sigmveida zarnas polipu
diagnostikâ. Labâku rezultâtu iegûðanai bûtu nepiecieðama atbilstoða endoskopistu apmâcîba. Ja tiktu sasniegti atbilstoði verifikâcijas
rezultâti, NICE klasifikâcijai varçtu bût nozîme morfoloìiskâs analîzes aizstâðanâ.
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