CARCINOMA RETTALE
il ruolo dell'Endoscopista nella diagnosi, nella
stadiazione......e nella terapia
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Diagnosi Operativa




morphologic aspect: THE PARIS
CLASSIFICATION

~ Protruded lesions "~ Flat elevated lesions ~ Flatlesions
muneum Flat elevation of mucosa Flat mucosal change
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Type of EUS

Radial Echoendoscope Linear Echoendoscope

Eco rigido radiale




Linzgar Array lmaging
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Linear Array Imaging




Type of EUS

Radial Echoendoscope




Endorectal Ultrasound
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Figure 2. The normal rectal wall.

Hyperechoic mucosa
Hypoechoic muscularis mucosa
Hyperechoic submucosa
Hypoechoic muscularis propria
Hyperechoic serosa






glands pattern: KUDO
CLASSIFICATION

Clinical classification

NOE:te;(e)f;astlc Noninvasive pattern Invasive pattern
Kudo’s »
¥ : - IS~ 1V - VI-V
classification [-1 HIL - HIS- IV - (part of VI) I-VN

Endoscopic

findings
Histology Norm_al Adenoma *m **sm-slight *sm-deep

hyperplastic polyp

Treatment No treatment Elascopis testient Surgical treatment

(polypectomy or EMR)

* Intramucosal cancer, **sm superficial invasion (<1000gm), *sm deep invasion (= 1000 gm).



Vascular pattern: SANO classification

Capillary
pattern

Schema

Endoscopic
findings

Capillary
characteristics

Meshed capillary
vessels (—)

Normal
mucosa,
hyperplastic
lesions

(NRIY

e Meshed capillary
vessels (+)

o Capillary vessel
surrounds mucosal :
glands :

Adenomatous

lesions

I11B

Meshed capillary vessels characterized by
blind ending, branching, and curtailed
irregularly

o Lack of uniformity « Nearly avascular or
« High density of loose microcapillary

capillary vessels vessels
Cal'_lCG"'OUS Cancerous lesions
lesions sm1

sm2/sm3
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INTERESSAMENTO LINFONODALE
NELLA NEOPLASIA SUPERFICIALE DEL COLON

Con
linfonodi
Totali | positivi (%)

147 1 (0.7%)

105 7 (6.7%)

71 10 (14.3%)

Kudo et al. in Lambert R, Lightdale CJ editors,
Gastrointestinal Endosc 2003;58:S3-S28

Nelle lesioni neoplastiche superficiali del colon il rischio di metastasi linfonodali e
alto quando l'invasione raggiunge sm3 . Nei campioni EMR il rischio di metastasi

linfondali @ minimo o nullo quando ’'invasione nella sottomucosa & < 1000 micron.
I










Fig. 8. Endoscopic view and EUS image, (A) Mucosal cancer, (B) SM cancer, (C)MP cancer













RESEZIONE MUCOSA ENDOSCOPICA ( E.M.R.)
o MUCOSECTOMIA ENDOSCOPICA

* Miglioramento tecnologico degli strumenti e degli accessori
endoscopici

« Maggiore conoscenza della storia naturale delle neoplasie
precoci gastroenteriche

« Affinamento del livello qualitativo degli endoscopisti

La EMR ovunque oggi e considerata
il trattamento standard delle aree di
displasia di alto grado,
delle lesioni piane / depresse e
dei polipi sessili di grosse dimensioni del colon




Tecnica di Iniezione sottomucosa
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Mucosectomia: segno del lifting




En bloc EMR




& Thieme

Colorectal polypectomy and endoscopic mucosal resection (EMR):
European Society of Gastrointestinal Endoscopy (ESGE) Clinical

Guideline

ESGE

ESGE recommends that the goals of endoscopic
mucosal resection (EMR) are to achieve a

completely snare-resected lesion in the safest
minimum number of pieces, with adequate

margins and without need for adjunctive ablative

techniques.
(Low quality evidence; strong recommendation.)
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Large sessile polyp ™




DISSEZIONE SOTTOMUCOSA (ESD)
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Fig. 17. ESD using FlushKnife BT™ for rectal mucosal carcinoma of 80mm in diameter
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Piecemeal or enbloc??

EMR OR ESD?
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From EMR to ESD: A new challenge from Japanese endoscopists

<2Ccm

Limits of EMR

Only lesions up to 2 cm can be removed en bloc
If more than 2 cm in diameter, only resection in
several steps is possible (,,piecemeal method*)
No safe RO resection

The advantages of ESD

En-bloc resection of larger lesions
Complete resection (R0),
Minimized recurrence rate



Adverse events
after EMR and
ESD

v'Bleeding
v'Perforation

Bleeding is the most common Intraprocedural bleeding rates after
EMR/ESD of colorectal lesions larger than 20 mm are reported to be
between 11% and 22%.



Complications: perforation

Table 3 Perfuratim@mpic mucosal r@luﬂic lesions.

No. of lesions Type of lesions Size of lesions, No. of perforations
mean, mm

lishi et al. [35], 2000 56 Sessile 20-50 (range) 0

Tanakaetal. [40], 2001 81 ST 3 1

Ahmadetal. [30], 2002 4] Sessile-LST 20 0

Bergmann and Beger[31], 2003 7 Sessile-flat 254 1

Higakiet al. [32],2003 bl Hat 35.5 0

Tungand Wu [41], 2003 91 Polypoid/flat 20 0

Tamuraetal. [39], 2003 67 ) 3 0

Hurlstone et al. [33], 2004 58 ) 24-42(range) 0

Conioetal.[27], 2004 139 Sessile 25 0

. E M R O . 2 % - Hurlstone et al. [34], 2004 599 Sessile-flat 6.8 1
Su etal. [38], 2005 152 Flat-LST 19.4 0

1 _ 3 % Katsinelos tal. [37], 2006 59 Sessle 20-60range) 0
Boriesetal.[28], 2006 52 Sessile 298 1

0 Jameel etal. [29], 2006 30 Polypoid|flat 20 0

. E S D 1 . 4 - 1 O A) Arebi et al. [26], 2007 161 Sesgile-L8T 325 0
Weietal. [42], 2007 b1 Polypoid|flat 14 0

Kaltenbach et al. [36], 2007 116 Hat 16.7 0

1858 1 02%

Conio M, GIE 2004
Saito Y, GIE 2004
Panters V,
Endosopy 2009
Saito Y, Surg
Endosc 2010
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