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IL RETTO SEDE FAVOREVOLE PER 
L’ESD 

 
•Il colon presenta angolature e curve 
•è più difficile lavorare con lo strumento ben 
raddrizzato per avere la massima risposta dei 
tiranti  
•la parete e più sottile rispetto allo stomaco e 
quindi il rischio perforativo e di insulto termico è 
maggiore  
•in caso di perforazione il liquido residuo della 
preparazione colica può portare rapidamente ad 
una peritonite  
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QUALI SONO I LIMITI  DELL’ENDOSCOPIA? 
 

•DIMENSIONI DELLA LESIONE 
•ESTENSIONE CIRCONFERENZIALE 
•VICINANZA CON LE STRUTTURE DEL CANALE 
ANALE 
•FIBROSI 
•PROFONDITA’ DI RESEZIONE ( m,sm,eftr) 
 



•Il pezzo resecato “EN BLOC” fornisce  un esame 

istologico accurato (microstadiazione , stato dei margini 

laterali e profondi, l’entità di infiltrazione della sottomucosa, 

l’invasione vascolare e linfatica) 

• Vista la delicatezza della sede indispensabile per lesioni 

ad alto rischio di cancerizzazione 

DIMENSIONI “EN BLOC”  
 



DIMENSIONI “PIECE-MEAL” 
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QUALI SONO I LIMITI  DELL’ENDOSCOPIA? 
 ESTENSIONE CIRCONFERENZIALE “EN BLOC” 
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QUALI SONO I LIMITI  DELL’ENDOSCOPIA? 
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QUALI SONO I LIMITI  DELL’ENDOSCOPIA? 
 

VICINANZA CON LE STRUTTURE DEL CANALE 
ANALE 
 



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

QUALI SONO I LIMITI  DELL’ENDOSCOPIA? 
 FIBROSI 
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QUALI SONO I LIMITI  DELL’ENDOSCOPIA? 
 

PROFONDITA’ DI RESEZIONE ( m,sm,eftr) 
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ESD VS TEM 
 

•DIMENSIONI DELLA LESIONE 
•ESTENSIONE CIRCONFERENZIALE 
•VICINANZA CON LE STRUTTURE DEL CANALE 
ANALE 
•FIBROSI 
•PROFONDITA’ DI RESEZIONE ( m,sm,eftr) 
 

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

Presenter
Presentation Notes
Background and study aims: Transanal endoscopicmicrosurgery (TEM) has been shown to behighly effective for early rectal cancer, and endoscopicsubmucosal dissection (ESD) has been introducedto treat noninvasive colorectal neoplasia.The aim of this study was to compare theoutcomes of ESD and TEM for superficial early rectalcancer.Patients and methods: We retrospectively analyzed63 patients with nonpolypoid rectal highgrade dysplasia or submucosa-invading cancerwho were treated with ESD or TEM, and comparedclinical outcomes and safety between thetreatment groups.Results: 30 patients underwent ESD and 33 underwentTEM. For ESD compared with TEM, enbloc 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 localrecurrence 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 proceduretime although ESD was associated withshorter total procedure time and hospital staythan TEM, with mean (standard deviation [SD])84.0 (51.2) vs. 116.4 (58.5) min (P=0.0023), and3.6 (1.2) vs. 6.6 (3.5) days (P<0.001), respectively.Therewere no significant differences in complicationsbetween the two groups.Conclusions: Both ESD and TEM are effective andoncologically safe for treating nonpolypoid rectalhigh grade dysplasia and submucosa-invadingcancers. ESD has the additional advantages ofminimal invasiveness and avoidance of anesthesia.Therefore, ESD could be recommended as atreatment option for superficial early rectal cancers
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ESD VS TEM 
 

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



GISCoR Reggio Emilia 13-14 Novembre 2014  20 

ESD VS TEM 
 

Kawaguti Surg Endosc 2014; 28:1173–1179 

Presenter
Presentation Notes
AbstractBackground Endoscopic submucosal dissection (ESD)and transanal endoscopic microsurgery (TEM) are minimallyinvasive procedures that can be used to treat earlyrectal cancer.Objective The aim of this study was to compare clinicalefficacy between ESD and TEM for the treatment of earlyrectal cancer.Methods Between July 2008 and August 2011, 24 patientswith early rectal cancers were treated by ESD (11) or TEM(13) at the Cancer Institute of Sa˜o Paulo University MedicalSchool (Sa˜o Paulo, Brazil). Data were analyzed retrospectivelyaccording to database and pathological reports, withrespect to en bloc resection rate, local recurrence, complications,histological diagnosis, procedure time and length ofhospital stay.Results En bloc resection rates with free margins wereachieved in 81.8 % of patients in the ESD group and 84.6 %of patients in the TEM group (p = 0.40). Mean tumor sizewas 64.6 ± 57.9 mmin the ESD group and 43.9 ± 30.7 mmin the TEMgroup (p = 0.13). Two patients in the TEMgroupand one patient in the ESD group had a local recurrence. Themean procedure time was 133 ± 94.8 min in the ESD groupand 150 ± 66.3 min in the TEM group (p = 0.69). Meanhospital stay was 3.8 ± 3.3 days in the ESD group and4.08 ± 1.7 days in the TEM group (p = 0.81).Limitations This was a non-randomized clinical trial witha small sample size and selection bias in treatment options.Conclusion ESD and TEM are both safe and effective forthe treatment of early rectal cancer.
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ESD VS TEM 
 

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

Arezzo Surg Endosc 2014;28:427–438 
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ESD VS TEM 
 

Arezzo Surg Endosc 2014;28:427–438 
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ESD VS TEM 
 

Arezzo Surg Endosc 2014;28:427–438 
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ESD VS TEM 
 

Arezzo Surg Endosc 2014;28:427–438 



Profondità di invasione della sottomucosa e 
rischio di metastasi linfonodali 

1000 µ 

 
Totali 

Con linfonodi 
positivi (%) 

sm1 147 1 (0.7%) 

sm2 105 7 (6.7%) 

sm3 71 10 (14.3%) 

Nelle lesioni neoplastiche superficiali del colon il rischio di metastasi linfonodali è 
alto quando l’invasione raggiunge sm3. Nei campioni EMR il rischio di metastasi 
linfondali è basso o nullo quando l’invasione nella sottomucosa è < 1000 µ 

 

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



Ueno et al, Gastroenterology 2004 

                                           Lymph Node 
                                               Metastasis 
 
Width sm < 4000 µm               2.5% 

Width sm > 4000 µm           18.2% 
 
 

Depth sm < 2000 µm            3.9% 
Depth sm > 2000 µm :               17.1% 

Profondità di invasione della sottomucosa e 
rischio di metastasi linfonodali 



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%. 



Bipat S, et al. Radiology 2004 



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

EUS 

T1 T2 

ESD/TEM CHIRURGIA 
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ESD VS TEM 
 



GISCoR Reggio Emilia 13-14 Novembre 2014  32 

CONCLUSIONI  
 

•Il retto è una sede estremamente favorevole per 
spingersi alle possibilità operative estreme 
dell’endoscopia operativa  
 

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