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Rectal cancer in 2023
How far can we go with local resection?

 When do we have to suspect a cancer in a polyp?
* How do we recognise endoscopically a sm cancer?






Can we go for a safe endoscopic local resection?



An accurate endoscopic preassessment
IS mandatory before any resection!






Endoscopic assessment

~ « LST-NG pseudodepressed
~ + O-llatc

« JNET Typ 2B-3

« Pit Pattern: Typ V-V,

- + Estimated: sm deep

+ Soft issue of the lesion

 Lifting sign: positive




In histologically proven or suspected
early rectal cancer
endoscopic ,en bloc” resection
Is the best staging procedure
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Resection techniques
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Hybrid ESD (EMR + ESD)

EID Endoscopic intermuscular dissection
TAMIS Transanal minimally invasive surgery
TEM Trananal endoscopic microsurgery

TEO Transanal endoscopic operation



Resection techniques

EMR

F 1L

ESL)

Hybrid ESD (EMR + ESD)

EID Endoscopic intermuscular dissection
TAMIS Transanal minimally invasive surgery
TEM Trananal endoscopic microsurgery

TEO Transanal endoscopic operation



Resection techniques

EMR

F 1L

ESL)

Hybrid ESD (EMR + ESD)

EID Endoscopic intermuscular dissection
TAMIS Transanal minimally invasive surgery
TEM Trananal endoscopic microsurgery

TEO Transanal endoscopic operation



Resection techniques

FTRD

Schmidt A et al, Endoscopy 2015, 47- 719

Sorlani P et al; Endoscopy International Open 2017; 05:E1081
Aepli P et al, United European Gastroenterol J 2018 Apr6(3):463
Kuellmer A et al; Gatsrointest Endosc 2019; 89 (6). 1180



ORIGINAL ARTICLE

Entire cohort Group 1 Group 2
Variable (n = 156) (n = 64) (n = 92)

Full-thickness 135 (86.5%) 54 (84.4%) 81 (88%)
resection, no. (%)
Microscopically 112 (71.8%) 56 (87.5%) 56 (60.9%)

complete
resection, no. (%)

Histology

Scar, no. (%) 49 (31.4%) 49 (76.6%)
Adenoma, no. (% 1 (0.6%) 1 (1.6%)
Carcinoma, no. (%) 106 (68%) 14 (21.9%) 92 (100%)

Low risk, no. (%) 68/155 53/63 15/92
(43.9%) (84.1%) (16.3%)

High risk, no. (%) 87/155 10/63 77/92
(56.19) (15.9%) (83.79%)

Kuellmer A et al; Gastfrointest Endosc 2019, 89(6): 1180



ARTICLE

Entire cohort
Variable in = 156)
Age, mean (£ 5D), T2+ 956
Sex, no
Fem 55 (353%)

101 (64.7°

Repeat resection of malignant polyp (group 1)
Non-lifting lesion (group 2)
Known carcinoma

n) ad

Cecum

Ascending colon
Transverse colon

colon

Kuellmer A et al; Gastfrointest Endosc 2019, 89(6): 1180



n=06
FTRD after previous EMR of

6-30mm rectal polyps with ca
& R1 histology

Fullthickness: 4/6
Histology FTRD: 1x positive RO

Soriani P et al; Endoscopy Int’l Open 2017, 5: E1081



Resection techniques

» ESD



Gatroen iorology S 18111868-1178

Endoscopic Submucosal Dissection in Europe: Results of 1000
Neoplastic Lesions From the German Endoscopic Submucosal
Dissection Registry

1000 neoplastic
lesions

Fleischmann C et al; Gastroenterology 2021; 161:1168



Endoscopic Submucosal Dissection in Europe: Results of 1000
Neoplastic Lesions From the German Endoscopic Submucosal
Dissection Reg

T et RectumESD n 380 (f130/m250)
P Age, median (range), y 69 (30— 94)
ASA grade 1/2/3/4 174/165/37 /4
Specimen size, median (mm) 47 x 37
Treatment naive lesion (%) 347 (91.3%)

Fleischmann C et al; Gastroenterology 2021 ;161:1168



n 380

D N En bloc resection 344(90.5%)
Tiomvio I RO resection 305 (80.2%)
Curative res. rate 293 (77.1%)
Complications 17 (4.4%)
: Delayed bleeding 4 (1%)
o s ﬂ‘ o cor Perforation 13 (3.4%)
sy Intraproc. perforation 9 (2.4%)
Delayed perforation 4 (1%)
Stricture formation 0 (0%)

Fleischmann C et al; Gastroenterology 2021 ;161:1168



Endoscopic Submucosal Dissection in Europe: Results of 1000
Neoplastic Lesions From the German Endoscopic Submucosal
Dissection Reg

1000 neoplastic
lesions

n

380

En bloc resection

344 (90.5%)

RO resection 305 (80.2%)
Curative res. rate 293 (77.1%)
Complications 17 (4.4%)
Delayed bleeding 4 (1%)
Perforation 13(3.4%)
Intraproc. perforation 9(2.4%)
Delayed perforation 4 (1%)
Stricture formation 0 (0%)
LDG 121(31.8%)
HGD 194 (51%)
Adenocarcinoma 57 (15%)

Fleischmann C et al; Gastroenterology 2021 ;161:1168




® : . i o
ﬂ High-volume centers curative resection: 82.9%

>50 ESDslyear RO:87.9%
en bloc: 96.0%

ction . 69.8%

Low-volume centers curativefesection: 61.0%

<20 ESDsl/year RO: 68.5% -
en bloc: 86.3%

Fleischmann C et al; Gastroenterology 2021 ;161:1168
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Colorectal ESD n (lesion) 171 f76/m95
Mean age £ SD 63.4 + 11 years
Lesion size median (range) 48 mm (35 —65)
Mean time (range) 120 min (80 — 176 min)

Yang D et al; Endoscopy Int’l Open 2019;7:E1714

Colorectal ESD n (lesion) 167 f71/m96
Mean age £ SD 64 + 11 years
Mean lesion size = SD (range) 44 = 20mm (15—-170)
Median time (range) 90 min (10 — 330 min)

Santos-Antunes J et al; GE PortJ Gastroenterol 2021;28:319






ESD-Rectum

GastroZentrum Hirslanden Zurich

1.rectal ESD: 8.5.2009

n = 160 f79/m81(complex rectal polyps, NET, AIN Ill, others)
n = 144 f70/m74(complex rectal polyps)

Age: 67.8 (27-92)

En bloc resection: 132/144 (91%)

RO resection: 114/144 (79%)

Failed ,en bloc®, final piece meal: 7 (4.8%)

Incomplete ESD: 5 (3.4%) (severe fibrosis:2, tumor infiltration :3)
Complications: 6 (4.1%) (rebleeding: 5, perforation: 1)

Procedure time: 177 min (40-480)
Specimen size: 5.9 cm (2-17cm)









17 x 14 cm, LGIN (80%) HGIN (20%), RO



Follow up 6 Mo later




ESD-Rectum

GastroZentrum Hirslanden Zurich

* n =144 (complex rectal polyps)

* Histology:
» Low Grade Dysplasia: 63 (43 %)
« High Grade Dysplasie: 49 (34%)
* Invasive Cancer: 32 (22%)



ESD-Rectum

GastroZentrum Hirslanden Zurich

* n =144 (complex rectal polyps)

 Invasive Cancer : 32 (22%)

* RO resection: 25 (78%)
Curative resection pT1sm1Lovoc1-2r0): 11 (34%)
Noncurative RO resection (pT1sm2-3LxvxG6xRo): 13 (40%)
Lymphovascularinvasion: 7 (21%)
Deep sm invasion R1: 7 (21%)
sSurgery: 12 (37%)



n = 846 Yasue C et al; J Gastroenterol 2019;54: 708



ORIGINAL ARTICLE <ALIMENTARY TRACT

Risk factors for LNM
1. LVinvasion
+ ORB8.09;95%Cl3.84-17.1
2. Tumor budding
+ OR1.89;95%CI1.09-3.29

3. Histological differentiation
+ OR2.09;95%Cl1.12- 3.89

LNM + rate w/ only deep sm invasion: 1.6%

n = 846 Yasue C et al; J Gastroenterol 2019;54: 708



Sm1 Sm2 Sm3 Total

Sminvasion only 17 1336 211240 36 [ 424 74 /1000

(5.1%) (8.8%) (8.5%) (7 4%)
LVI only 7121 5/ 16 /40 28172

(33.3%) (45.5%) (40%) (38.9)
Perineural 111 112 214 417
invasion only (100%) (50%) (50%) (57.1%)
Mucinous 1716 27110 5130 8/56
subtype only (6.3%) (20%) (16.7) (14.3%)
High-grade only 1717 0/11 2125 3153

(5.9%) {0%) (8%) (5.7%)

Ronnow CF et al; Ann Surg 2022;275(1): 83e148



e Critical

LN metastasis
No significant risk factors 7711053 (7.3%)
Adjusted forage
<50yr 8/48(16.7%)
50-59yr 18/123(14.6%)
60—-69 yr 157264 (5.7%)
70-79yr 22/391(5.6%)
=280yr 147227 (6.2%)

n=1439 Rénnow CF et al; AnnSurg 2022;,275(1): 83e148



Resection techniques

* EID Endoscopicintermuscular dissection



Endoscopic intermuscular dissection EID

» Risk of LN metastasis associated with
deep sm invasion should be balanced
against mortality and morbidity of TME

* Dissection between the circular & the
longitunal part of M. propria

» RO resection of deep sm ca is possible
with intact rectal wall

Toyonaga T et al. Endoscopy 2018, 50: 813
Moons L et al. Endoscopy 2022; 54: 993
Dang H et al; VideoGIE 2022, 7(8). 273



O-llc lesion



O-llc lesion



O-lic lesion, JNET Typ 2B
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0-lic lesion, JNET Typ 2B, Vy



Endoscopic intermuscular dissection EID
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Histology
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Endoscopic intermuscular dissection EID

*  n=67
+ median lesion size: 25 mm (20-33)
+ Technical success (en bloc): 96%

« EID achieved in 56/64 (88%)
* Failure to indentify the intermuscular plane: 3 (4%)

« Partial full thickness resection: 8 (12%)
* Focal accidental injury of longitunal muscles: 8 (12%)
* Minor adverse events: 8 (12%)

Moons L et al. Endoscopy 2022; 54: 993



Endoscopic intermuscular dissection EID

Parameters n/N (%)
Depth of invasion
« Tis 8/67(12%)
+ smi 5/67(8%)
+ sm2 13/67 (19%)
+ sm3 27167 (40%)
« T2 14/67 (21%)
Histological risk factors
» Lymphovascular invasion 30/67 (45%)
» High grade tumor budding 19/ 67 (28%)
» Poordifferentiation 7167 (7%)

Moons L et al. Endoscopy 2022; 54: 993



Endoscopic intermuscular dissection EID

RO rate

+  QOverall 541867 (81%)
» Technical successful cases 54 /64 (84%)
« pT1 41745 (91%)
« pT1w/ deep Sminvasion 36/40 (90%)
Curative resectionrate

+  Overall 30/67 (45%)
» Technical successful cases 30/64 (47%)
« pT1 22145 (49%)
+ pT1w/ deepsminvasion 18740 (45%)

Moons L et al. Endoscopy 2022; 54: 993



Intermuscular dissection

EIS or TAMIS

Promising technique for deep sm invasive T1ca
T1 - clear margins and potentially curative
Superficial T2 - deep margin still adequate
Rectum wall keeps intact

No risk of compromising the surgical plane

SpinelliA Dis Colon Rectum 2021;64: 17-18



Rectal cancer in 2023
How far can we go with local resection?

Prospective multicenter data collections necessary

Controversy questions:

* RO resected case with deep sm invasion LO V0O?
* RO resected cases with LO V1?

* R1 resected cases in elderly?*

*Spadaccini M et al. GUT 2022;71:1998



Rectal cancer in 2023
How far can we go with local resection?

Challanges for diagnostic endosocpy

* Prediction of lymphovascular invasion

+ Optical diagnosis for differentiation of T1 and T2
« Al?”*

*Kudo S et al. Gastroenterology 2021;160:1075






