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ABSTRACT

Background and study aims The Paris classification of

superficial colonic lesions has been widely adopted, but a

simplified description that subgroups the shape into ped-

unculated, sessile/flat and depressed lesions has been pro-

posed recently. The aim of this study was to evaluate the ac-

curacy and inter-rater agreement among 13 Western

endoscopists for the two classification systems.

Methods Seventy video clips of superficial colonic lesions

were classified according to the two classifications, and

their size estimated. The interobserver agreement for each

classification was assessed using both Cohen k and AC1 sta-

tistics. Accuracy was taken as the concordance between the

standard morphology definition and that made by partici-

pants. Sensitivity analyses investigated agreement be-

tween trainees (T) and staff members (SM), simple or

mixed lesions, distinct lesion phenotypes, and for laterally

spreading tumors (LSTs).

Results Overall, the interobserver agreement for the Paris

classification was substantial (κ=0.61; AC1=0.66), with

79.3% accuracy. Between SM and T, the values were super-

imposable. For size estimation, the agreement was 0.48 by

the κ-value, and 0.50 by AC1. For single or mixed lesions, κ-
values were 0.60 and 0.43, respectively; corresponding AC1

values were 0.68 and 0.57. Evaluating the several different

polyp subtypes separately, agreement differed significantly

when analyzed by the k-statistics (0.08–0.12) or the AC1

statistics (0.59–0.71). Analyses of LSTs provided a κ-value
of 0.50 and an AC1 score of 0.62, with 77.6% accuracy.

The simplified classification outperformed the Paris classifi-

cation: κ=0.68, AC1=0.82, accuracy =91.6%.
Conclusions Agreement is often measured with Cohen’s

κ, but we documented higher levels of agreement when an-

alyzed with the AC1 statistic. The level of agreement was

substantial for the Paris classification, and almost perfect

for the simplified system.

Original article
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Introduction
Colorectal cancer (CRC) is considered to originate from adeno-
matous polyps, which phenotypically may appear as peduncu-
lated or sessile. A non-polypoid shape of adenomas also has
been recognized more recently, which can also develop into
CRC [1].

Superficial colonic lesions are notable for the wide range of
morphologic phenotypes, as they may appear as polypoid, flat/
depressed or excavated tumors. In addition, mixed lesions are
also evident as one subtype may present features of more than
one type. Simple or mixed flat lesions, at least 10mm in diame-
ter, are labelled laterally spreading tumors (LSTs) and divided
into four phenotypes, according to granular or nongranular,
homogeneous or nonhomogeneous endoscopic appearance
[1, 2]. The Paris classification, which ensures awareness of sub-
tle differences in the macroscopic subtypes of superficial neo-
plasms [2, 3], is the most used international classification sys-
tem to report polyp shape and it recently has been endorsed
by professional societies [4–6]. Its adoption is an essential qual-
ity indicator for endoscopy practice. A full understanding of the
Paris classification has several clinical meanings: first, it may as-
sist in determining a minimal standard terminology, which
would help reduce subjectivity in the description of lesions be-
tween observers; second, it has relevant implications because
CRC prevalence is extremely low in some subclasses, but may
reach 50% in other subtypes; finally, it provides information
likely to guide both polyp management and post-resection sur-
veillance [1–5, 7].

Relying so heavily on the Paris classification would ensure an
adequate level of agreement between raters as it would sup-
port confidence in the diagnoses being made. Few reports ver-
ified the interobserver- and/or intra-observer validity of this
system. In a recent study, the interobserver agreement
between Western endoscopists was only moderate (κ=0.42)
and pairwise agreement before and after training was also low
(60%–67%) [8]. Reassuringly, better performance was credited
by a South Korean study, where κ-values of 0.533 to 0.713 and
accuracy values of 0.715 to 0.846 were scored by expert endos-
copists in the pre-training and post-training tests, respectively
[9]. In another study, these parameters were also evaluated in
difficult-to-define settings, such as complex/mixed polyps
[10]: an accuracy value of 66.0% and moderate inter-rater
agreement (κ=0.48) was scored by American specialists in
complex polypectomy. Lee et al [11] classified the LSTs into
four categories, as suggested by the Kyoto consensus work-
shop [1]: accuracy values of 0.859 and κ-values of 0.730,
respectively, were reported by expert South Korean endos-
copists. The four LST categories also may be derived by the
Paris classification, but currently no study has reported agree-
ment for LSTs classified according to this system [1, 12]. As a
general observation, lower values were scored by either trai-
nees or even specialists with lower competence in complex po-
lypectomy [8–11].

In 2002, when the Paris classification was issued by an ad hoc
conference, the intent was “to explore the utility and clinical re-
levance of the Japanese endoscopic classification of superficial

neoplastic lesions of the GI tract.” The intent was to reverse the
opinion of Western colonoscopists, who considered the Japa-
nese classification too complex for practical use. Since then,
the Paris classification has been endorsed by international so-
cieties [4–6] and widely adopted. However, as previously men-
tioned, available evidence still documents the persistence of
difficulties in the inter-rater observation of some endoscopic
morphologic features [8–10]. Owing to the wide variation in
rater classification according to the Paris system, a simplified
description of polyp morphology recently has been proposed,
which has three broad categories for shape: pedunculated, ses-
sile/flat (elevated), and depressed lesions [8]. We acknowledge
the limited verification of the Paris classification, as only two
classification exercises done by Western endoscopists have
been carried out so far [8, 10]. In addition, the performance of
the suggested simplified system has not yet undergone objec-
tive evaluation.

We performed a study in which 13 Western gastroenterolo-
gists with variable expertise in colonoscopy classified superfi-
cial colorectal lesions according to the Paris classification. The
aim was to evaluate interobserver agreement and accuracy for
this classification system and to determine the effectiveness of
a training module for both trainees (Ts) and staff members
(SMs). The secondary aim was to assess the the same param-
eters using the new simplified classification system, as suggest-
ed by Van Doorn et al [8].

Materials and methods
This study was carried out in the Division of Gastroenterology &
Endoscopy of the Fondazione “Casa Sollievo della Sofferenza,”
IRCCS, in San Giovanni Rotondo, Italy. The Division serves as a
teaching unit for the Postgraduate School of Gastroenterology
of the University of Bari, Italy. We conducted an observational
study of inter-rater reliability performed in accordance with
the guidelines for reporting reliability and agreement studies
[13]. Thirteen investigators, seven SMs and six Ts, were in-
volved in the study. The SMs each had iperformed at least
1,000 colonoscopies and two of them were specialists in com-
plex polypectomy; each T had an initial experience with at least
200 colonoscopies.

Pre-study training

All investigators were initially provided with relevant literature
on the topic and attended a 1-hour conference at which the
Paris classification was fully elucidated (the first learning
phase). Subsequently, a set of 25 endoscopic pictures of super-
ficial lesions, retrieved from the illustrations accompanying
available literature, was electronically sent to the observers in
a PowerPoint file, preceded by a summary of the classification.
The class subtypes of the neoplasms, reported in the legends
for these images, served as the reference standard for the “cor-
rect” classification. Respondents were blinded to the legend ac-
companying the retrieved images and had to assess the lesion
characteristics using the Paris classification; in addition, to en-
sure an unbiased review of the pictures, the order in which they
were numbered differed from one to another observer. After
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receiving the individual response, each rater was made aware of
the “correct” classification. A final meeting with all participants
was organized to address questions about mistaken attribution
of individual images (the second learning phase).

Study design (video clip evaluation process)

For the post-training study, we used videos of colonoscopies
that were recorded previously in our Endoscopic Unit using for-
ward-viewing instruments (CF-Q 180, CF-H 185, CF-H 190 and
CF-HQ 190, Olympus Medical Systems, Tokyo, Japan). After se-
lecting 70 high-quality records and viewing the full-length vi-
deos, short clips varying in length from 10 seconds to 4 min-
utes and showing polyps were created and sent with a Google
Drive link to the participants. Patients and the histopathology
of lesions remained unknown to the observers. Investigators
were allowed to watch the video as many times as they prefer-
red, and asked to classify the 70 lesions as polypoid or non-
polypoid, simple (Ip, Isp, Is, IIa, IIb, IIc, and III) or mixed (e. g.
IIa + Is and IIa + IIc). Answers were sent to the study coordinator
in an Excel file. Because there is no standard definition of polyp
morphology, the “correct” one was set through discussion be-
tween the best performing operator in the pre-study training
(100% performance) and the study coordinator. An estimate
of the diameter of the single lesion was also required: diminu-
tive (< 6mm), small (6–9mm), or large (> 9mm). Once the clas-
sification was returned by all endoscopists, answers were kept
confidential and a feedback form showing the correct classifi-
cation was sent to each of them. Finally, to evaluate the per-
formance of the simplified classification as proposed by Van
Doorn [8], we considered pedunculated polyps the categories
Ip and Isp in the Paris classification, elevated the Is, IIa, IIb and
IIa + Is categories, and depressed the IIc, IIa + IIc and Is + IIc Paris
categories.

Outcomes

The main outcome of the study was evaluation of inter-rater
agreement of the Paris and simplified classifications of superfi-
cial colonic lesions, after a training program. The level of agree-
ment was also evaluated for different size lesions. Several sen-
sitivity analyses were pre-planned to investigate the agree-
ment: 1) between Ts and SMs; 2) for simple or mixed lesions;
3) for each Paris subtype; and 4) for LSTs using the Paris Classi-
fication. In addition, with the intent to verify the usefulness of
pre-study training, interobserver agreement was assessed for
the 25 images. Finally, accuracy analyses of the correct classifi-
cation also were performed.

Statistical analysis

Interobserver agreement was estimated using the kappa coeffi-
cient (κ). To overcome a potential kappa paradox [14–17], we
also assessed the agreement using Gwet’s AC1 coefficient and
95% confidence intervals (95%CI) were considered. The overall
classification accuracy was measured by percentage of correct
morphology classifications provided by the study participants,
assuming that those provided by the experts were the gold
standard. Moreover, we evaluated the classification accuracy
for each individual observer.

All statistical analyses were performed using SAS Software
Release 9.4 (SAS Institute, Cary, North Carolina, United Sates).

Results
Pre-study training: photographs evaluation

The 25 still images of colonic neoplasms showed 21 simple
lesions (4 0-Is, 3 0-Ip, 9 0-IIa, 2 0-IIb and 3 0-IIc) and four
mixed lesions (3 0-IIa + Is and 1 0-IIa + IIc). The interobserver
agreement among the 13 observers for the Paris classification
is shown in ▶Table 1. Data document a moderate level of
agreement between raters with a Cohen κ-value of 0.54 (95%
CI: 0.43–0.65); a higher κ-value was scored by the six Ts (0.63,
95% CI: 0.50–0.77) as compared to 0.47 (95% CI: 0.34–0.60)
for the seven SMs. Corresponding Gwet’s AC1 values amoun-
ted to 0.60 (95% CI: 0.50–0.70) for the 13 raters, 0.53 (95%
CI: 0.42–0.65) for SMs and 0.68 (95% CI: 0.55–0.81) for Ts. Be-
cause the standard “correct” classification was derived from
original articles from which these images were retrieved, the
accuracy in correct classification amounted to 72% for the 13
observers, 74% for Ts, and 70% for SMs.

Video clip evaluation
The Paris Classification

The 70 video clips referred to 54 single and 16 mixed lesions.
Examples of their features are shown in ▶Fig. 1. The single le-
sions were defined as 0-Is (no. = 24), 0-Isp (no. =2), 0-Ip (no. =
7), 0-IIa (no. = 18), 0-IIb (no. = 2), and 0-IIc (no. = 1). Of the 16
mixed lesions, eight were classified as 0-IIa + Is, seven as 0-IIa +
IIc, and one as 0-Is + IIc. The inter-rater agreement for the Paris
classification is shown in ▶Table2. The level was substantial at
both the Cohen κ-value (0.61, 95% CI: 0.55–0.67) and the
Gwetʼs AC1 value (0.66, 95% CI:0.60–0.71). Because it did not
differ between SMs and Ts, all successive results refer to the
rates for the 13 endoscopists.

We ran further sensitivity analyses to evaluate the interob-
server agreement for single or mixed lesions and distinct polyp
phenotypes and LSTs; the results are shown in ▶Table 2. The
first sub-analysis referred to the polyp phenotypes: the κ-value
for single lesions (independently from their morphologic sub-
types) was 0.60 (95% CI: 0.53–0.67) and 0.43 (95% CI: 0.32–
0.54) for mixed lesions; corresponding values with the Gwet’s
AC1 statistics were 0.68 (95% CI: 0.62–0.74) and 0.57 (95% CI:
0.45–0.70), respectively. The successive analysis took into ac-

▶Table 1 Interobserver agreement (κ- and AC1-values with 95%
confidence intervals) for the Paris classification of 25 still images of
colonic superficial lesions.

Raters Kappa 95% CI AC1 95% CI

All 0.54 0.43–0.65 0.60 0.50–0.70

SM 0.47 0.34–0.60 0.53 0.42–0.65

T 0.63 0.50–0.77 0.68 0.55–0.81

CI, confidence interval; SM, staff members; T, trainees
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count the single categories of the Paris classification and was
limited to the four most common shapes (i. e. Is, IIa, IIa + Is and
IIa + IIc). As indicated in ▶Table 2, the Cohen’s κ-values for each
subtype ranged from 0.08 to 0.12, all pointing toward a slight
agreement according to Landis and Koch [18], whereas cor-
responding values with the Gwet’s statistics scored in the range

of 0.59 to 0.71, indicating substantial agreement. When the a-
nalysis was restricted to the 23 LSTs (9 0-IIa,7 0-IIa + Is,7 0-IIa +
IIc), the level of inter-rater agreement was moderate at the Co-
hen’s κ statistics (0.50, 95% CI: 0.38–0.61) and substantial at
the Gwet’s analysis (0.62, 95% CI: 0,53–0.71). The last sub-a-
nalysis was for verification of the agreement for evaluation of

▶ Fig. 1 Morphology examples (video stills). a 0-Is polyp; b 0-IIa lesion (characterized by means of NBI); c 0-IIb lesion (characterized by means
of NBI); d 0-Ip polyp; e 0-IIa + IIc laterally spreading lesion; f 0-IIa + Is laterally spreading lesion.

▶Table 2 Interobserver agreement (κ- and AC1-values with 95% confidence intervals) for the Paris classification of 70 video clips of colonic
superficial lesions.

Design Raters Kappa 95% CI AC1 95% CI

All All 0.61 0.55–0.67 0.66 0.60–0.71

SM 0.61 0.54–0.69 0.66 0.59–0.73

T 0.59 0.51–0.67 0.64 0.58–0.71

Dimension All 0.48 0.38–0.58 0.50 0.39–0.60

Simple All 0.60 0.53–0.67 0.68 0.62–0.74

Mixed All 0.43 0.32–0.54 0.57 0.45–0.70

SUBTYPE Is All 0.08 0.03–0.12 0.71 0.63–0.80

IIa All 0.12 0.04–0.21 0.67 0.57–0.78

IIa + Is All 0.12 0.03–0.20 0.63 0.44–0.83

IIa + IIc All 0.09 0.02–0.15 0.59 0.44–0.73

LSTs All 0.50 0.38–0.61 0.62 0.53–0.71

CI, confidence interval; SM, staff members; T, trainees; LSTs, laterally spreading tumors.
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the size of the lesions: the level was moderate with both the κ
(0.48, 95% CI: 0.38–0.58), and to AC1 statistics (0.50, 95% CI:
0.39–0.60).

Simplified classification

According to previous reports about the limits of the Paris
Classification in routine practice [8, 10, 19], considering the
specific value of some subtypes in prognosis and therapeutic
choice (e. g. pit-pattern Vi in depressed area) [20, 21], and try-
ing to derive an easy-to-use morphological classification, we
evaluated the performance of the simplified classification
based on only three categories: nine pedunculated (Ip and Isp),
52 elevated (Is, IIa, IIb and IIa + Is), and nine depressed (IIc, IIa +
IIc and Is + IIc) lesions. The results are shown in ▶Table 3. By
using this simplified system, the interobserver agreement
amounted to 0.68 (95% CI: 0.58–0.78) at the Cohen’s κ-value
analysis and to 0.82 (95% CI: 0,77–0.88) with the Gwet’s AC1
computation.

Accuracy

Confidence rates for the correct morphologic classification of
lesions shown in the 70 video clips are listed in ▶Table4. Over-
all, the accuracy amounted to 79.3%. Only 26 lesions were cor-
rectly classified with a >90% value, and 12 of them with 100%.
Lower accuracy values were those for sub-pedunculated lesions
(Isp, 54–61%) and for some depressed lesions (IIc, Is + IIc, 31–
46%). For a few sessile (0-Is), slightly elevated (0-IIa), mixed
nodular (0-IIa + Is) and depressed/pseudodepressed (0-IIa + IIc)
lesions, the lowest values for accuracy were 54%, 46%, 38%
and 54%, respectively. Mean operator accuracy for correct clas-
sification of lesions was also 79.3%, ranging from 64 to 91%. No
single operator was 100% accurate, the best performer being
correct 91% of the time. The lowest values (64%–66%) were re-
gistered for only two observers (a SM and a T), and all remain-
ing colonoscopists had a score >74%. Correct identification of
the lesion shape for LST was 77.6%, and that for the new classi-
fication system amounted to 91.6%.

Discussion
In routine endoscopy reports, the descriptions of polyps vary
widely between endoscopy units. Although a standardized
form has been recommended [4, 5], some endoscopists detail
the macroscopic shape of the lesion by using obsolete termi-

nology, while other professionals judiciously follow the Paris
classification [10]. Knowledge of several morphologies is criti-
cal for endoscopists [22]. Over the years, Eastern and Western
studies have been conducted to evaluate both the prevalence
of the Paris classification subtypes and the risk of invasive can-
cer associated with the various lesions [1, 2, 23, 24]. A different
distribution of non-polypoid lesions (NPLs) between East and
West was found, although the variation may be more reflective
of lower recognition ability by operators rather than a true dif-
ference in prevalence [2]. In regard to the risk of invasive can-
cer, worldwide data are superimposable, with higher rates for
depressed lesions or for those with a depressed component
(IIc) [1, 5, 23].

There currently is debate between Western and Asian
endoscopists about the general validity of the Paris classifica-
tion of colonic lesions: the former operators claim a moderate
interobserver agreement, as measured by κ-values of 0.42 and
0.48, and accuracy of 47.5% [8, 10], whereas South Korean

▶Table 3 Interobserver agreement (κ and AC1 values with 95% confidence intervals) for the simplified classification of 70 video clips of colonic
superficial lesions.

Design Raters Kappa 95% CI AC1 95% CI

All All 0.68 0.58–0.78 0.82 0.77–0.88

Elevated All 0.10 0.05–0.15 0.88 0.83–0.93

Pedunculated All 0.01 –0.04–0.06 0.93 0.85–1.00

Depressed All 0.03 –0.06–0.12 0.47 0.21–0.72

CI, confidence interval; SM, staff members; T, trainees.

▶Table 4 Diagnostic accuracy of the estimation for polyp morphol-
ogy using both the Paris and Van Doorn [8] classification systems.

Evaluation Accuracy Range

Overall 79.3% 31–100

Operators 79.3% 64–91

Is 83.2% 54–100

Ip 90% 61–100

Isp 57.5% 54–61

IIa 80% 46–100

IIb 73% 61–85

IIc 31% 31–31

IIa + Is 78% 38–100

IIa + IIc 74.6% 54–92

Is + IIc 46% 46–46

LSTs 77.6% 38–100

New classification [8] 91.6% 54–100

LSTs, laterally spreading tumors.
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endoscopists report κ-values of 0.713 and accuracy of 0.797
[9]. Relying on previous figures, the value of the classification
is considered questionable in clinical practice on one side of
the world and far better on the other side. In this context, stud-
ies describing the prevalence and corresponding histology of
polypoid and NPLs should be interpreted with caution [19],
due to the lack of objective evaluation of the interobserver
agreement [8, 24, 25]. To our knowledge, this approach to anal-
ysis of the prevalence of the several subtypes only is available in
the Bianco et al [23], and the Kim et al [26] studies. Owing to
the paucity of evidence on which to base a judgment, we car-
ried out the present investigation, in which 13 Western opera-
tors working in the same endoscopy unit evaluated 70 video
clips of superficial colonic lesions: after two-step, pre-study
training, the evaluation produced an interobserver agreement
value of 0.61 and an accuracy of 79.3%, values that indicate a
substantial concordance among observers and approximate
the Asian data [9]. Our study supports the merits of the mor-
phologic classification of superficial colonic lesions and extends
the generality of the Paris classification system, even in a Wes-
tern context.

Several methodological differences may explain the diver-
gent results between our investigation and the Van Doorn
study [8]. First, the learning protocol differed. In the latter in-
vestigation, a training module was developed containing a clas-
sification overview, eight video clips and 32 still images. After
evaluating them, the observers received a feedback form with
correct answers. Moreover, not all lesion subtypes were pres-
ented. On the contrary, we provided face-to-face feedback to
all 13 observers in two formal rounds: 1) to explain the classifi-
cation system; and 2) when the 25 still images were reevalu-
ated and discussed. We acknowledge that our results may re-
flect the experience of a single endoscopic center and not be
indicative of a multicenter practice: all 13 observers in our
study were SMs or Ts collaborating in the same unit, whereas
the individual international experts involved in the other study
were based in Europe or the United States [8]. However, with
our approach, a substantial improvement in the rates of correct
classification could be achieved after an appropriate training
phase, a gain that was not detected in the Van Doorn study
[8]. A future study should assess the multicenter agreement
among observers working in different units to definitively con-
firm the accuracy of our rates. Second, the length of video clips
and the time allowed for their evaluation were also different:
short video clips of 10 to 25 seconds were developed in one
investigation in which observers were allowed to watch a video
up to three times [8]; in our study, we assembled videos of < 10
seconds to 4 minutes in duration, which could be reviewed sep-
arately but ad libitum by each rater.

Although the interobserver agreement in our study could be
interpreted as substantial [18], we obtained a κ-value of only
0.61, which is higher than the one reported in the two previous
Western studies [8, 10], but inferior to the one emerging from
the Asian study [9]. To dig into our data, we ran several sensitiv-
ity subanalyses to explore how the variable experience among
the observers (SMs vs Ts), polyp phenotypes (single vs mixed
lesions), and the different gross morphologic features (Is, IIa,

IIa + Is, IIa + IIc) might have impacted the results. Useful infor-
mation was derived from these analyses. The most remarkable
one pertains to the slight agreement for the individual lesion
subtypes; in this analysis, the Cohen k values were in the range
of 0.08 to 0.12, which would signify a low reliability in describ-
ing individual lesions. However, when the same lesions were
subjected to the Gwet statistics, most of the AC1 coefficients
were indicative of substantial agreement. This problem, known
as the “κ paradox,” reflets a situation in which the κ-value is low
despite a high level of agreement. Mathematically, this effect is
explained by the fact that κ is affected not only by the degree to
which coders disagree but also by the skewed distribution of ca-
tegories due to a prevalence deviating from 0.5 [16]. To fix
these problems, Gwet [17] proposed using AC1 as a stable al-
ternative to the unstable, misleading κ coefficient. As a matter
of fact, we adopted both the Cohen κ value and the AC1 statis-
tic for our analyses, and found a higher level of agreement with
the latter statistic, which should give endoscopists confidence
that the evaluations they are doing are reliable.

A further merit of the present investigation is the evaluation
for the first time of the simplified polyp classification, as pro-
posed by Van Doorn et al [8]. These authors, acknowledging
the difficulties of polyp shape description according to the Paris
classification, suggested a new classification system that distin-
guishes between only three broad categories: pedunculated,
sessile/flat, and depressed lesions. In our investigation we
have shown a high accuracy (91.6%) and an almost perfect
agreement between the 13 coders, according to Landis and
Koch [18]. As shown in ▶Table3, int the Gwet’s AC1 analysis,
this simplified classification turned out to have the highest lev-
els of agreement among the 13 coders (0.82;95% CI: 0.77–
0.88) [18]. However, the value was not perfect for the depres-
sed subtype, with an AC1 score of 0.47 (95% CI: 0.21–0.72). For
evaluation of single categories performed with the κ statistics,
the paradoxical effect also was evident (0.01–0.10). Because le-
sions with depressed morphology are associated with risk of in-
vasive cancer [27], more effort should be paid, in future stud-
ies, to identifying depressed lesions or depressed parts of a le-
sion.

As with any new classification system, there will be pros and
cons. We think that through this simplified classification, some-
thing is gained: 1) greater interobserver agreement and accura-
cy; 2) an easy-to-use morphological system; 3) a single cate-
gory including depressed lesion or demarcated depressed area
in a lesion, the most relevant feature of the morphology charac-
terization; and 4) the possibility of placing nonpolypoid and
polypoid appearance in the same group of elevated lesions,
being that their risk of advanced neoplasia is similar and essen-
tially related to their size rather than to their macroscopic ap-
pearance [23]; therefore, we would group lesions with the
same prognostic significance. However, we acknowledge a mi-
nor deficiency of this classification: the exclusion of reporting a
nodule (demarcated area; 0-Is, > 10mm) in an elevated lesion
(e. g. 0-IIa + Is), a feature thath would change the therapeutic
approach and the prognostic meaning of this subtle morpholo-
gy [21, 28, 29]. A future study has to address this particular is-
sue.
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Conclusion
In conclusion, we would stress the concept of continued train-
ing to improve communication and ameliorate the visual de-
scription of superficial colonic lesions. Endoscopists need to be
confident that the classification they are using is valid and reli-
able. Furthermore, for the first time, we evaluated interobser-
ver agreement, taking into account both simple and mixed le-
sions, the most important type in clinical practice. Agreement
is often measured with Cohenʼs κ, but we proved a higher level
of agreement when data were analyzed with the Gwet’s AC1
statistic. In the latter evaluation, the Paris classification of su-
perficial lesions was found to result in substantial agreement
between the 13 Western coders; however, the simplified classi-
fication outperformed the Paris system by showing almost per-
fect agreement. Further research should be performed to con-
sider improving the agreement for depressed neoplasms, which
are more prone to be associated with invasive cancer.
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