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DIMENSIONI “EN BLOC”

o|l pezzo resecato “EN BLOC" formisce un esame
istologjico accurato (microstadiazione , stato dei margiini
laterali e profondi, I'entita di infiltrazione della sotto
l'invasione vascolare e linfatica)

- Vista la delicatezza della sede indispensabile per lesioni
ad alto rischio di cancerizzazione




DIMENSIONI “PIECE-MEAL”
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QUALI SONO | LIMITI DELL’ENDOSCOPIA?

FIBROSI

Table 4 Outcome of ESD of colorectal recurrent/refractorv nolvos. as renorted in maior published series.

No EMR sessi Bleedings (%)
before ESD

Fujishiro et al. [19] ? 0

Hurlstone et al. [8] =2 16

Zhou et al. [10] >1 0

Kuroki et al. [24] =1 0

Present series 52 (3—7) 0

3 Median.

P Two patients received further tre
€ Mean.

Azzolini F et al, Clinics and Research in Hepatology and Gastroenterology 2011
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Complete resection rate

Table 3 Assockation of sumor location and the gresence of fitvoss with in
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Perforation rate
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tom relsted to £50, for the 292 colorecial eprthelad necplaems

Fibrows
Absemt
Tumaor slee
< Xmm
inin JARN5)
OR (95301) 1 (reference)
21 =30 mm
Sinin) SARENY)
OR (95301) 15500 -8
23 om
Line) 127%0977))
OR (9% %1) 418
{108~ 1600)""

O, odds raie, 550, 5% confiddanie e vk
LA R R ol T

0.0%{0/2)
0.0000% (0.00-)

PININD
“n
(230-8637)"

1SO% (N4
46250
(679 1089.78)"

SIsomoto Endoscopy 2009;41:679-683
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ESD VS TEM

ESD TEM P value
30 patients 33 patients
Clinical outcomes
En blocresection, n (%) 29 (96.7 %) 33(100.0%) 0.476
Completeness of resection, n (%)
RO resection 29 (96.7 %) 32(97.0%) 1.000
Lateral margin involvement 1(3.3%) 1(3.0%) 1.000
Vertical margin involvement 0(0.0%) 0(0.0%) -
Localrecurrence, n (%) 0(0.0%) 0(0.0%) -
Distant metastasis, n (%) 0(0.0%) 0(0.0%) -
Follow-up period, mean (SD) months 20.1(14.1) 27.2(11.6) 0.058
Complications
All complications, n (%) 1(3.3%) 2(6.1%) 1.000
Bleeding 0(0.0%) 0(0.0%)
Perforation/postoperative leakage 1(3.3%) 2(6.1%)
Procedure-related variables
Need for general anesthesia, n (%) 0(0.0%) 29 (87.9%) <0.001
Antibioticuse, n (%) 11(36.7%) 33(100%) <0.001
Procedure time, mean (SD), min
Total 84.0(51.2) 116.4 (58.5) 0.023
Net 66.0 (45.0) 67.1(56.0) 0.933
Hospital stay, mean (SD), days 3.6(1.2) 6.6(3.5) <0.001

Park SU et al. ESD and TEM for early superficial rectal cancer... Endoscopy 2012; 44: 1031-1036
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Presenter
Presentation Notes
Background and study aims: Transanal endoscopic
microsurgery (TEM) has been shown to be
highly effective for early rectal cancer, and endoscopic
submucosal dissection (ESD) has been introduced
to treat noninvasive colorectal neoplasia.
The aim of this study was to compare the
outcomes of ESD and TEM for superficial early rectal
cancer.
Patients and methods: We retrospectively analyzed
63 patients with nonpolypoid rectal high
grade dysplasia or submucosa-invading cancer
who were treated with ESD or TEM, and compared
clinical outcomes and safety between the
treatment groups.
Results: 30 patients underwent ESD and 33 underwent
TEM. For ESD compared with TEM, en
bloc resection rates were 96.7% vs. 100% (P=
0.476) and R0 resection rates were 96.7% vs.
97.0% (P=1.000). There were no cases of local
recurrence or distant metastasis in either group.
Antibiotics were required in 11 patients (36.7 %)
in the ESD group and 33 (100%) in the TEM group
(P<0.001). There was no difference in net procedure
time although ESD was associated with
shorter total procedure time and hospital stay
than TEM, with mean (standard deviation [SD])
84.0 (51.2) vs. 116.4 (58.5) min (P=0.0023), and
3.6 (1.2) vs. 6.6 (3.5) days (P<0.001), respectively.
Therewere no significant differences in complications
between the two groups.
Conclusions: Both ESD and TEM are effective and
oncologically safe for treating nonpolypoid rectal
high grade dysplasia and submucosa-invading
cancers. ESD has the additional advantages of
minimal invasiveness and avoidance of anesthesia.
Therefore, ESD could be recommended as a
treatment option for superficial early rectal cancers



ESD VS TEM

Outcomes ESD TEM Pvalue
30 patients 33 patients

Need for additional treatment, n (%) 7(23.3%) 7(21.2%) 0.840
Reason for additional treatment’
Lateral margin involvement 1(3.3%) 1(3.0%) 1.000
Vertical margin involvement 0(0.0%) 0(0.0%) -
Submucosalinvasion>sm2 (1000 pm) 6(20.0%) 4(12.1%) 0.498
Lymphatic involvement 3(10.0%) 3(9.1%) 1.000
Vascularinvolvement 2(6.7%) 2(6.1%) 1.000
Tumor budding 1(3.3%) 1(3.0%) 1.000
Complication 0(0.0%) 2(6.1%) 0.493

Additional treatment given, n (% of patients with additional treatment) 0.624
Surgery 4(57.1%) 3(42.9%)
Chemoradiotherapy 1(14.3%) 1(14.3%)
Surgery + chemoradiotherapy 1(14.3%) 3(42.9%)
Observation 1(14.3%) 0(0.0%)

! Some patients had multiple reasons for needing additional treatment.

Park SU et al. ESD and TEM for early superficial rectal cancer... Endoscopy 2012; 44: 1031-1036
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ESD VS TEM

Table 2 Comparison of clinical results

ESD TEM p value
Macroscopic total 90.9 % (10/11) 92.3 % (12/13) NS (0.51)
resection rate
En bloc 90.9 % (10/11) 84.6 % (11/13) NS (0.42)
resection rate
En bloc 81.8 % (9/11) 84.6 % (11/13) NS (0.40)
RO resection rate
Recurrence 9.1 % (1/11) 15.5 % (2/13) NS (0.42)
Procedure time (min) 133 £ 94.8 150 = 66.3 NS (0.69)
Hospital stay (days) 38 £33 4.08 = 1.7 NS (0.81)
ESD endoscopic submucosal dissection, TEM transanal endoscopic

microsurgery, NS not significant

Kawaguti Surg Endosc 2014; 28:1173-1179
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Presenter
Presentation Notes
Abstract
Background Endoscopic submucosal dissection (ESD)
and transanal endoscopic microsurgery (TEM) are minimally
invasive procedures that can be used to treat early
rectal cancer.
Objective The aim of this study was to compare clinical
efficacy between ESD and TEM for the treatment of early
rectal cancer.
Methods Between July 2008 and August 2011, 24 patients
with early rectal cancers were treated by ESD (11) or TEM
(13) at the Cancer Institute of Sa˜o Paulo University Medical
School (Sa˜o Paulo, Brazil). Data were analyzed retrospectively
according to database and pathological reports, with
respect to en bloc resection rate, local recurrence, complications,
histological diagnosis, procedure time and length of
hospital stay.
Results En bloc resection rates with free margins were
achieved in 81.8 % of patients in the ESD group and 84.6 %
of patients in the TEM group (p = 0.40). Mean tumor size
was 64.6 ± 57.9 mmin the ESD group and 43.9 ± 30.7 mm
in the TEMgroup (p = 0.13). Two patients in the TEMgroup
and one patient in the ESD group had a local recurrence. The
mean procedure time was 133 ± 94.8 min in the ESD group
and 150 ± 66.3 min in the TEM group (p = 0.69). Mean
hospital stay was 3.8 ± 3.3 days in the ESD group and
4.08 ± 1.7 days in the TEM group (p = 0.81).
Limitations This was a non-randomized clinical trial with
a small sample size and selection bias in treatment options.
Conclusion ESD and TEM are both safe and effective for
the treatment of early rectal cancer.



ESD VS TEM

Table 3 Comparison of complications in ESD and TEM groups

ESD TEM p value

Perforation 2 NA NA

Pneumothorax 2 0 NS (0.2)
Postpolypectomy syndrome 1 0 NS (0.4)
Liquid incontinence 0 | NS (1.0)
Subclinical rectal stricture 0 | NS (1.0)
Perforation of peritoneum 0 2 NS (0.5)
Pneumoperitoneum 0 | NS (1.0)

ESD endoscopic submucosal dissection, TEM transanal endoscopic

microsurgery, NA not applicable

Kawaguti Surg Endosc 2014; 28:1173-1179
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ESD VS TEM

Study Events Total

group = ESD
Fujishiro 2006 31 36 —_—
Onozato 2007 2 30 b
Ohya 2009 43 45 —_—
lizuka 2009 18 26 Vo
Fusaroli 2009 7 8 —
Takeuchi 2010 13 14 e
Yoshida 2010 9 110 -
Saito 2010 147 158 ———
Niimi 2010 57 64 —_—
Fixed effect model 490 <
Random effects model —_
Heterogeneity: I-squared=60.1%, tau-squared=0.3188, p=0.0101
group =TEM Vo
Said 1995 260 260 -
Cocilovo 2003 56 56 |
Langer 2003 79 79 B
Neary 2003 19 21 —_—
Schafer 2005 33 33 iy
Doornebosch 2008 47 47 |
Guerrieri 2009 402 402 .
de Graaf 2010 213 216 L
Morino 2011 293 293 i -
Fixed effect model 1407 i
Random effects model Lo
Heterogeneity: |-squared=46.4%, tau-squared=1.054, p=0.0605 Do
Fixed effect model 1897 <
Random effects model .

Heterogeneity: I-squared=76.7%, tau-squared=1.19, p<0.0001 P
I T T

T T |
05 06 07 08 09 1

ol St
88888888888

oo
-

95%~Cl W(fixed) W(random)
(0.73:097] 6.6% 7.3%
(0.54;0.88] 11.0% 7.9%
[0.85;0.99] 3.6% 6.3%
(0.48;0.86] 10.4% 7.8%
[0.47;1.00]  1.6% 4.6%
(0.66;1.00] 1.7% 4.7%
(0.83;0.95] 18.6% 8.3%
(0.88;0.96] 19.2% 8.3%
(0.79;0.95] 11.7% 8.0%
[0.84;0.91] 84.5% -
[0.81; 0.92] -— 63.3%
[0.99;1.00] 0.9% 3.4%
[0.94;1.00] 0.9% 3.4%
(0.95:1.00] 0.9% 3.4%
(0.70;0.99]  3.4% 6.2%
(0.89;1.00] 0.9% 3.3%
[0.92;1.00] 09% 3.3%
(0.99;1.00] 0.9% 3.4%
(0.96;1.00]  5.6% 7.0%
(0.99;1.00]  0.9% 3.4%
[0.97;0.99] 15.5% -
[0.97; 1.00] - 36.7%
[0.89;0.93]  100% —
[0.91; 0.97] — 100%

Fig. 2 En bloc resection rates for ESD and TEM, showing a statistically significant advantage of TEM (P < 0.001)
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ESD VS TEM

Study Events Total . Proportion 95%-Cl| W(fixed) W(random)
group = ESD ;

Fujishiro 2006 22 35 —— 0.63 [0.45; 0.79] 52% 7.0%
Onozato 2007 21 30 —— 0.70 [0.51;0.85] 4.0% 6.6%
Ohya 2009 43 45 i ——— 0.96 [0.85; 0.99] 1.2% 4.0%
lizuka 2009 17 26 : 0.65 [0.44;0.83] 3.8% 6.4%
Fusaroli 2009 74 8 ¢ 0.88 [0.47; 1.00] 0.6% 2.4%
Takeuchi 2010 8 14 0.57 [0.29; 0.82] 2.2% 5.3%
Yoshida 2010 87 110 —_— 0.79 [0.70;0.86] 11.6% 8.0%
Saito 2010 123 158 —+—r- 0.78 [0.71;0.84] 17.4% 8.3%
Niimi 2010 45 64 —_— 0.70 [0.58; 0.81] 85% 7.6%
Fixed effect model 490 < 0.75 [0.70;0.78] 54.5% ——
Random effects model ' 0.74 [0.67; 0.80] —= 55.7%
Heterogeneity: I-squared=52.9%, tau-squared=0.1306, p=0.0302

group = TEM e

Said 1995 260 260 : - 1.00 [0.99; 1.00] 0.3% 1.6%
Cocilovo 2003 55 56 — 0.98 [0.90; 1.00] 0.6% 2.7%
Langer 2003 64 79 e 0.81 [0.71;089] 7.8% 7.5%
Neary 2003 17 21 ; 0.81 [0.58; 0.95] 21% 5.2%
Schafer 2005 27 33 —_— 0.82 [0.65; 0.93] 3.1% 6.1%
Doornebosch 2008 44 47 e 0.94 [0.82; 0.99] 1.8% 4.9%
de Graaf 2010 190 216 i 0.88 [0.83;092] 14.6% 8.2%
Morino 2011 267 293 g~ 091 [0.87:094] 151% 8.2%
Fixed effect model 1005 P <@ 0.88 [0.86;0.91] 455% ——
Random effects model f—> 0.89 [0.84;0.93] - 44.3%
Heterogeneity: I-squared=69.1%, tau-squared=0.294, p=0.002

Fixed effect model 1495 <> 0.82 [0.80;0.84] 100% —
Random effects model <> 0.83 [0.76; 0.87] - 100%

Heterogeneity: I-squared=78.8%, tau-squama:o.4268, p<0.0001 ;
T T T T 1

03 0.4 0.5 0.6 0.7 0.8 0.9 1
RO resection rates for ESD and TEM, showing a statistically significant advantage of TEM (P < 0.001)
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ESD VS TEM

Study Events Total Proportion 95%~Cl W(fixed) W(random)
group = ESD ;

Fujishiro 2006 2 35 —+—— 0.06 [0.01;0.19] 1.5% 3.7%
Onozato 2007 1 30 —— 0.03 [0.00; 0.17] 0.8% 2.3%
Ohya 2009 2 45 0.04 [0.01;0.15] 1.6% 3.7%
lizuka 2009 1 26 —+—1—— 0.04 [0.00; 0.20] 0.8% 2.3%
Fusaroli 2009 3 8 0.38 [0.09; 0.76] 1.5% 3.7%
Saito 2010 10 158 —+ 0.06 [0.03;0.11] 7.7% 7.6%
Niimi 2010 5 64 —+— 0.08 [0.03;0.17] 3.8% 5.9%
Uraoka 2010 1 37 —°—f— 0.03 [0.00; 0.14] 0.8% 2.3%
Ishii 2010 0 99— 0.00 [0.00; 0.34] 0.4% 1.3%
Takeuchi 2010 2 14 —7+—— 0.14 [0.02; 0.43] 1.4% 3.5%
Yoshida 2010 12 110 —+—— 0.11 [0.06; 0.18] 8.7% 7.9%
Fixed effect model 536 <+ 0.08 [0.06;0.11] 29.0% —
Random effects model {> 0.08 [0.05;0.12] — 44.0%
Heterogeneity: I-squared=25%, tau-squared=0.1162, p=0.2058

group = TEM :

Said 1995 10 260 - 0.04 [0.02; 0.07] 7.9% 7.6%
Langer 2003 6 79 —*:— 0.08 [0.03;0.16) 4.5% 6.4%
Neary 2003 2 21 —— 0.10 [0.01;0.30] 1.5% 3.6%
Schafer 2005 12 33 | —_— 0.36 [0.20; 0.55] 6.2% 7.2%
Doornebosch 2008 4 47 —— 0.09 [0.02;0.20] 3.0% 5.4%
Guerrieri 2009 32 402 -+ 0.08 [0.06;0.11] 24.1% 9.3%
de Graaf 2010 11 216 = 0.05 [0.03; 0.09] 8.5% 7.8%
Morino 2011 20 293 - 0.07 [0.04;0.10] 15.2% 8.8%
Fixed effect model 1351 ¢ 0.08 [0.06;0.10] 71.0% -
Random effects model <'? 0.08 [0.05; 0.13] — 56.0%
Heterogeneity: I-squared=80.5%, tsu—squared=a‘4 177, p<0.0001

Fixed effect model 1887 ¢ 0.08 [0.07;0.09] 100% -
Random effects model < 0.08 [0.06; 0.11] - 100%

Heterogeneity: I-squared=63.5%, m:l-aquamd-ql.zool, p<0.0001
T T T T T 1

0 010203040506 0.7

Fig. 4 Perioperative complication rates after ESD and TEM, showing substantial equivalence between the two groups (P = 0.874)

Arezzo Surg Endosc 2014;28:427-438
GISCoR Reggio Emilia 13-14 Novembre 2014




Fig. 5 Need for additional abdominal surgery for control of complications after ESD and TEM, showing a substantial equivalence between the

ESD VS TEM

Study Events Total Proportion
group = ESD i

Onozato 2007 0 30— 0.00
Ohya 2009 0 45-+— 0.00
lizuka 2009 0 26— 0.00
Fusaroli 2009 0 8 0.00
Niimi 2010 0 64— 0.00
Takeuchi 2010 0 14~ 0.00
Yoshida 2010 0 110 0.00
Saito 2010 0 158t 0.00
Fixed effect model 455 < 0.01
Random effects model <+ 0.01
Heterogeneity: I-squared=0%, tau-squarad=0;: p=0.853

group = TEM |

Said 1995 5 260 +— 0.02
Cocilovo 2003 1 56 +4—— 0.02
Langer 2003 2 79 0.03
Neary 2003 0 21— 0.00
Schafer 2005 2 B 0.06
Doornebosch 2008 0 47 —— 0.00
Guerrieri 2009 4 402 #- 0.01
de Graaf 2010 1 216 0.00
Morino 2011 0 293+ 0.00
Fixed effect model 1407 <.> 0.02
Random effects model & 0.02
Heterogeneity: I-squared=14.4%, tau-squaredl=0. 1033, p=0.3136

Fixed effect model 1862 ¢ 0.02
Random effects model & 0.02

Heterogeneity: I-squared=0%, uw-eauared:O.i p=0.6806
|

T T 1 1
0 0.050.10.150.20.250

two groups (P = 0.665)

GISCoR

1
.30.35

95%~Cl W(fixed) W(random)

(0.00; 0.12]
[0.00; 0.08]
[0.00; 0.13]
[0.00; 0.37]
[0.00; 0.06]
[0.00; 0.23]
[0.00; 0.03]
[0.00; 0.02]
[0.00; 0.03]
[0.00; 0.03]

[0.01; 0.04]
[0.00; 0.10]
[0.00; 0.09)]
[0.00; 0.16]
[0.01; 0.20]
[0.00; 0.08]
[0.00; 0.03]
[0.00; 0.03]
[0.00; 0.01]
[0.01; 0.03]
[0.01; 0.03]

[0.01; 0.02)
[0.01; 0.02]

2.5%
2.5%
2.4%
24%
25%
2.4%
2.5%
2.5%
19.5%

24.4%
49%
9.7%
2.4%
9.4%
25%

19.7%
5.0%
2.5%

80.5%

100%

2.5%
2.5%
2.4%
2.4%
2.5%
2.4%
2.5%
2.5%

19.5%

24.4%
4.9%
9.7%
2.4%
9.4%
2.5%

19.7%
5.0%
2.5%

80.5%

100%

Arezzo Surg Endosc 2014;28:427-438
Reggio Emilia 13-14 Novembre 2014
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Profondita di invasione della sottomucosa e
rischio di metastasi linfonodali

; . ‘ mm
1000 g !
s
B

Kudo et al. in Lambert R, Lightdale CJ editors, GIE 2003

Nelle lesioni neoplastiche superficiali del colon il rischio di metastasi linfonodali e
alto quando I'invasione raggiunge sm3. Nei campioni EMR il rischio di metastasi
linfondali € basso o nullo quando I'invasione nella sottomucosa e < 1000 p



Profondita di invasione della sottomucosa e
rischio di metastasi linfonodali

Lymph Node
Metastasis
Width sm <4000 pm 2.5%
Width sm > 4000 pm 18.2%
Depth sm < 2000 pm 3.9%
Depth sm > 2000 ym : 17.1%

Ueno et al, Gastroenterology 2004



lable 1. Depth of Jocal tumor invasson of carly rectal cancer
companson of endorectal u!lr.nwnnqr.xpm and hnstu;\\llmlugw lmdmgs.

No, classified by endorectal ultrasonograpiny

Histology 0 ulls ull-sight uTi-massive ol2 ul3-4
plis 35 2% 6 3

pT1-shight 8 2 4 .

pTl-massive 37 | > o 4 .
pll 74 l ! 6 o) 26
pT3-4 155 O 149

uT: ultrasonographic classaication; pT: pathologic classification,
Akasu T, et al. World J Surg 2000
309 neo. rettali, giudicate non trattabili endoscopicamente.

Infiltrazione sm: sens. 99%; spec. 74%; PPV 97%; NPV 87%.

Infiltrazione musc. propria: sens. 97%; spec. 93%; PPV 97%;
NPV 90%.



TABLE 3

Summary Evtimates of Sesnitivity and Specificity for Endoluminal US, CT, and
MR imaging In the Staging of Rectal Cancer
s ages) Moy : ') Speclicing (W)
MMt I0Pra Fvarson s ’ )
Y
MR mapng '
Pervectal Buue Frvaon tus 90 (88 =
T T M TR{7H AN
MR ey s82re 807 76 (88, 84)
Adacert ongan nvason rus NN 7 (%6, )
L4 ) rliea V) (95, %)
MR maging 74063, A% 6195, 97)
Lymgh node wwobverrern s &7 (80, 7% TR M)
cr 33043, &0 74 (67, 80)
VR ey 66034, 780 7639, 47)

Note. . Nombers i pareraheses st 5% Ol TUS « endolumingl LS, NA « not applcable,

" Sgriicantly lower han EUS.

Bipat S, et al. Radiology 2004



Polipo con sospetta cancerizzazione (Pit
Pattern V sec. Kudo)

U 4

ESD/TEM CHIRURGIA




ESD VS TEM
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CONCLUSIONI

*ll retto € una sede estremamente favorevole per
spingersi alle possibilita operative estreme
dell’endoscopia operativa

‘Lesioni del retto distale con alta probabilita di
essere degenerate devono essere trattate in modo
aggressivo per evitare interventi demolitivi praticati
per istologia inadeguata

Reggio Emilia 13-14 Novembre 2014
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